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Utilizing a sample of community-residing older adults, this pretest-posttest 

design evaluated the short term (approximately 1 week) impact on everyday functioning 

of Stress Inoculation (SI) training, a cognitive-behavioral intervention that is essentially 

a coping skills enhancement program. The targets of training were anxiety and concern 

about being able to successfully perform everyday living tasks. The training program 

was contrasted with a no contact (waiting list) control. In an effort to maximize the 

practical aspects of this study, the assessment battery included the use of two 

ecologically valid measures of everyday problem solving skills (one self-rated and one 

interviewer-rated). Also included were a measure of everyday intelligence widely used 

in gerontological research, two measures of self-efficacy, a geriatric depression scale, a 

state-trait anxiety scale, and a self-report measure of failures in perception, memory, and 

motor function. The results suggest that Stress Inoculation training is an effective 

intervention for improving everyday competence but that personal perceptions of self-

efficacy and the emotional states of anxiety and depression mediate treatment effects. In 

general, only persons with lower levels of self-efficacy and higher levels of anxiety 

and/or depression saw improvement in their cognitive performance following SI 

training. 
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CHAPTER 1 

INTRODUCTION 

Maintaining the quality of intellectual performance is important to many older 

adults (Schaie, 1995). Concern over the loss of cognitive functioning may reflect 

concern over the ability to maintain an independent lifestyle. When asked about their 

hopes and aspirations, older men and women cite as their primary goal the ability to 

remain independent and continue to take care of themselves (Rowe & Kahn, 1998). 

When older adults lack the everyday cognitive competence to live independently society 

as a whole is affected. As a group, older adults are already disproportionately heavy 

users of health care services (Soldo & Manton, 1985; Waldo & Lazenby, 1984) and, by 

the year 2030, every fifth American will be over the age of 65 (Siegel & Taeuber, 1986). 

Adults associate intelligence with social competence and character, verbal 

learning and culture, and the ability to solve practical problems (Fitzgerald & Mellor, 

1988). The skills required for successful resolution of practical problems associated with 

everyday living appear to be multidimensional (see Marsiske & Willis, 1995; Willis, 

1991; Willis & Schaie, 1993). Also, research suggests that the relevance of various tasks 

or problems associated with competence in everyday living differs with age (Baltes, 

Smith & Staudinger, 1992; Denney, Pearce, & Palmer, 1982). 

Willis (1996) defines everyday cognitive competence as "the ability to perform 

adequately those cognitively complex tasks of daily living considered essential for living 



on one's own in this society." Loss of the complex cognitive skills underlying everyday 

cognitive competence is the essential criterion for diagnosis of a dementing illness 

(American Psychiatric Association, 1987) and tends to occur relatively early both in the 

onset of dementia and in normative age-related decline (Willis, 1996). Where mental 

impairment is often first noted is in the performance of cognitively complex instrumental 

activities of daily living (Willis, 1996). 

Activities of daily living (ADL) is a term used to refer to a range of common 

activities whose performance is required for personal self-maintenance and independent 

living. Typically, ADLs are divided into three categories: physical (PADL), instrumental 

(IADL), and mobility (MADL). PADL refers to the most basic of personal care, e.g. 

feeding, bathing, dressing, and toileting. IADL has to do with more complex activities, 

such as managing a household, handling personal finances, and social adjustment. 

MADL refers to the ability to meet one's transportation needs and may include items 

from the first two categories. ADL assessment is central to the determination of an 

individual's level of personal independent functioning. Moreover, declining ability in the 

ADL domains is associated with increased use of health care services (Wolinsky, Coe, 

Miller, Prendergast, Creel, & Chavez, 1983), increased likelihood of institutionalization 

(Branch & Jette, 1982), and increased mortality (Fillenbaum, 1985, 1988, 1995). The 

complexity of the tasks associated with IADLs link it to the study of intelligence. Prior 

to the longitudinal studies done by Owens in 1953 and 1966 (cited in Cohen, 1988), 

cross-sectional research led to the conclusion that advancing age brought with it a decline 

in cognitive functioning (Cohen, 1988). Questions concerning aging-related increments 



and decrements in intellectual abilities still remain; however, for almost two decades, 

cognitive aging intervention researchers have subscribed to the view that aging-related 

decrements in functioning are not inevitable. Consequently, decrements can be 

compensated for via interventions designed to improve intellectual/cognitive functioning. 

A longitudinal study by Willis and Schaie (1986) found that reliably documented 14-year 

decrement could be reversed in 40% of subjects undergoing a cognitive intervention and 

significantly reduced in an additional 25% of participants. Additionally, performance 

levels were enhanced for a substantial number of individuals whose performance had 

remained stable, and training effects were maintained for as long as seven years (Willis & 

Schaie, 1994). These data suggest that intellectual decline in many older persons can be 

modified by modest intervention efforts (Schaie, 1995). 

Generally speaking, intelligence is easy to identify but can be difficult to define. 

Operationalizing the construct of intelligent behavior for the purpose of developmental 

studies can be complicated by threats to external validity, such as generation-specific 

sociocultural influences and the ability of tasks or tests to reflect everyday requirements. 

Studies based on contextual and life span approaches to cognitive assessment have 

revealed discrepancies between older adults' performance on traditional measures of 

intellectual functioning versus their functioning in everyday situations (Salthouse, 1990). 

For example, the most popular tool for the assessment of intelligence, the Wechsler Adult 

Intelligence Scale-Revised (WAIS-R) is said to be based on three factors: Verbal 

Comprehension, Perceptual Organization, and Freedom from Distractability. The degree 

to which these or other presumed, underlying factors reflect skills for successful everyday 



living is arguable. Furthermore, the WAIS-R has a built-in bias against individuals' 

ability to maintain and/or increase their intelligence as they age (Botwinick, 1973, as 

cited in Hayslip & Panek, 1993). For this reason, the WAIS-R, like other traditional 

measures of intellectual functioning, does not readily lend itself to the study of cognitive 

ability and everyday competence in adult developmental research. 

A theory preferred by cognitive aging researchers is that of crystallized (Gc) and 

fluid (Gf) abilities. Gf, manifested by the ability to solve novel problems, is presumed to 

be biological in nature and thought to decline in late adulthood. In contrast, Gc, or 

knowledge and skills dependent on education and experience, is expected to continue to 

increase during one's life and exhibit little, if any, decline in late adulthood (Horn & 

Cattell, 1966,1967, as cited in Kaufman, 1990). In a study by Hayslip (1989a), Gf was 

related to the Holtzman Inkblot Technique (HIT) personality factor emphasizing reality-

based coping skills. This relationship underscores the adaptive quality of Gf and suggests 

that reality-based coping strategies related to Gf may be meaningful indicators of 

practical intelligence in later adulthood. However, coping skills should be frequent 

enough in their exercise to permit some degree of generalization across people, and 

central or salient enough to suggest a role in determining the elderly person's life 

satisfaction or morale. Behaviorally anchored measures developed with these criteria in 

mind would complement the data gathered by Willis and Schaie (1986), on the basis of a 

taxonomy developed by Scheidt and Schaie (1978), regarding perceived situational 

competence in aged people. Interestingly, this practical problem-solving aspect of Gf 

mirrors in part adults' perceptions of what intelligence is (Fitzgerald & Mellor, 1988). 



Coping strategies and other cognitive processes apparently play a significant role 

in influencing subsequent behavior. Willis and Schaie (1986) reported that, although Gf 

and Gc abilities did predict perceived competence, the A estimates and standardized beta 

coefficients were for the most part quite small. This suggests that other variables (e.g. 

coping skills, personal beliefs, personality traits, health) may account for at least as much 

variance as do intellectual abilities. Willis (1988) suggested that declines in everyday 

competence might reflect changes in these and other underlying supportive cognitive 

processes. 

Willis (1991) proposed a conceptual model that integrates these multidimensional 

aspects of everyday competence. The model distinguishes among antecedents, 

components, mechanisms, and outcomes. Within the model, antecedents refer to 

individual factors, such as physical health and cognitive functioning, plus sociocultural 

factors that determine or are related to everyday competence. Components refer to the 

different domains (e.g., physical, psychological, and social) associated with everyday 

competence and to the tasks or activities within each domain. These domains and tasks 

are said to be related to intraindividual factors, such as physical and mental competence, 

and contextual factors, such as social and physical conditions. The mechanisms 

identified in the model include supportive processes, such as attributions and personal 

beliefs, plus functional behaviors. Finally, the model identifies physical and 

psychological well being as the two major outcomes. Diehl (1998) reported that there is 

a substantial body of research that focuses on the antecedents and consequences of 



everyday competence but a lack of studies that focus on the components and 

mechanisms. 

Underlying, supportive processes have been identified as mechanisms related to 

everyday competence. One such supportive process is self-efficacy, i.e., the personal 

belief that one can successfully carry out "courses of action required to deal with 

prospective situations containing many ambiguous, unpredictable, and often stressful 

elements (Bandura & Schunk, 1981, p. 587). In other words, self-efficacy refers to a 

person's belief in his or her own behavioral competence in a particular situation. M. 

Baltes and colleagues (1990) found that self-efficacy beliefs and perceived level of 

everyday competence have a significantly positive relationship. It has also been 

demonstrated that self-efficacy is a significant predictor of overall cognitive performance 

(Albert, Jones, Savage, Berkman, Seeman, Blazer, & Rowe, 1995) and that 

underestimation of abilities can have detrimental effects on performance (Lachman & 

Jelalian, 1984). Low self-efficacy has been associated with high levels of anxiety, 

reduced effort, and poorer performance (Lachman & Jelalian, 1984). McAvay, Seeman, 

and Rodin (1996) found that biopsychosocial domains with the highest rates of functional 

decline are reflective of more enduring changes in perceptions of self-efficacy. It has 

also been suggested that the acquisition and durability of newly learned skills and their 

generalizability across tasks are, to some extent, dependent on changes in self-

conceptions that foster the practice of the newly acquired skills (Dittmann-Kohli, 

Lachman, Kliegl, & Baltes, 1991). 



Other factors, such as emotional states, can potentially interfere with intellectual 

functioning as well. Prior research has shown that depression has a negative impact on 

cognitive performance for elderly persons (Hayslip, Kennelly, & Maloy, 1990; Kennelly, 

Hayslip & Richardson, 1986). On the WAIS-R, Performance IQ, which has been 

associated with Gf, is negatively associated with depression (Gregory, 1987; 

Zimmerman, Woo-Sam, & Glasser, 1973), "perhaps because of psychomotor retardation 

due to impaired concentration, anxiety, or low motivation" (Kaufman, 1990, p. 290). In a 

study among community-dwelling older adults (Cress, Schechtman, Mulrow, Fiatarone, 

Gerety, & Buchner, 1995), it was found that depressive symptoms independently 

predicted lower levels of self-reported functioning and were negatively associated with 

actual performance. This is especially relevant in light of the fact that depressive 

disorders are the most common psychological afflictions among the older adult 

population (Butler & Lewis, 1982). 

The fact that intellectual abilities, supportive processes, and affective states 

interact to determine behavior suggests that interventions aimed at any or all three of 

these levels should enhance performance. 

One specific program designed to enhance cognitive ability is Project ADEPT, in 

which participants are taught relational rules particular to various induction problems, 

have the rules modeled for them, and are then allowed to practice (Baltes & Willis, 

1982). The results of the 1982 Baltes and Willis study showed that fluid ability (Gf) 

performance of older persons can be enhanced via cognitive skills training, emphasizing 

as criteria a hierarchical pattern of training transfer and its maintenance over time. 
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Hayslip (1989a) explored an alternative means by which to enhance Gf performance, 

utilizing both ADEPT training and Stress Inoculation (SI) approaches to changing Gf 

performance. SI training, a coping skills enhancement program, addresses both 

supportive cognitive processes and emotional states by emphasizing the relationship 

between physical tension or arousal and negative, self-defeating thoughts. Coping skills 

enhancements traditionally include an emphasis on the awareness of feelings and often 

include some form of relaxation technique (DeNelsky & Boat, 1986). Results of the 

Hayslip study suggested that (a) induction training and Stress Inoculation were both 

effective in enhancing Gf scores, (b) the range of training transfer to other measures of Gf 

was very narrow, and (c) training effects for the Stress Inoculation intervention seemed to 

vary with the difficulty of the task and persons' willingness to access the anxiety-coping 

techniques they had been taught to use with the Gf tasks. Underutilization of 

experimenter-provided strategies has been a problem in much memory training research 

(Anschutz, Camp, Markley, & Kramer, 1987; Hill & Vandervoort, 1992; Scogin & 

Bienias, 1988). 

Since everyday intelligence may be exercised in situations that are unstructured 

and highly personal in their relevance, and where options and outcomes are uncertain 

and/or complex (see Hoyer, 1987), predicting such behavior with tasks that are highly 

structured, with well-defined outcomes, may only tell researchers part of what they are 

seeking to know. These tasks lack what Scheidt (1981) has termed functional validity. 

Willis and Schaie (1986) have rightly pointed out that any set of criterion tasks is likely 

to be limited in its everyday representativeness for all elderly people. 



Whether or not incremental increases in studies designed to enhance cognitive 

ability actually reflect gains in abilities to handle real world problems is a comparatively 

recent concern in the training literature (Hayslip, 1989b). Hultsch and Hickey (1978) 

have suggested that external validity is a prerequisite for internal validity; consequently, 

one must first adequately dimensionalize the competence of the older person in a 

social/interpersonal context. In other words, one must first address the question, under 

what conditions is the older adult's competence expressed? This not only requires an 

appreciation of perceived competence (Willis & Schaie, 1986), but also suggests a 

thorough understanding of the behavioral/contextual dimensions of competence on the 

basis of carefully conducted observational studies (see Bronfenbrenner, 1977). Such a 

perspective is in contrast to Willis' (1987) assertion "that it is difficult, if not impossible, 

to observe directly the elderly's performance in many real-life situations" (p. 177). 

Indeed, elderly people may respond differently to unstructured or difficult psychometric 

measures of Gf than they would to similarly characterized situations in the real world (see 

Berkowitz & Donnerstein, 1982), despite the fact that Gf and everyday living skills do 

intercorrelate (see Willis, 1991b). If everyday competence (e.g., activities of daily living) 

is exercised in situations that are familiar and routine then, as Hoyer (1987) has 

maintained, performance on specially constructed problems may tell the examiner little 

that is meaningful that can then be passed on to the practitioner, the care provider, or the 

examinee. 

Practical application is an important issue for all intervention researchers 

(Hayslip, 1989b) and the topic of ecological validity in intelligence has sparked much 



10 

debate (see Hoyer, 1987). To date, however, no such studies have been carried out as 

they relate directly to Gf performance. Further, no published intellectual training 

research has demonstrated transfer to ecologically valid outcomes, although data reported 

by Deihl et al. (1995), Hayslip and Maloy (1992), Willis (1987,1988), and Willis and 

Schaie (1986) substantiate the differential relationship between Gf and Gc and 

component skills in purported measures of everyday problem solving (e.g. Educational 

Testing Service basic reading skills, Everyday Problems Test). Data collected by 

Hayslip, Servaty, & Ward (1995) from 400 community-residing adults suggests that older 

persons are indeed more anxious about maintaining their everyday skills than they are 

concerned about their performance on more traditionally psychometric (e.g. Gf, Gc) 

and/or generic (nonecological) memory tasks. 

The purpose of the present study was to test both the ecological validity of a 

treatment program, Stress Inoculation, directed at the underlying, supportive cognitive 

processes and negative emotional states that can undermine success in complex cognitive 

activities of daily living. It was hypothesized that the use of Stress Inoculation (SI) 

training would exceed those of a no-contact control condition by virtue of its therapeutic 

impact on underlying, supportive processes and negative emotional states. 



CHAPTER 2 

METHOD 

Subjects 

All the older adults who took part in the study came from the Dallas/Fort Worth 

Metroplex residential community. Participants were recruited through announcements 

published in the area's major newspaper and posted in local senior citizen activity centers. 

Recruiting individuals whose concerns and/or lack of activity undermine the development 

or retention of everyday living skills and/or cognitive abilities was seen as critical to the 

demonstration of the Stress Inoculation treatment efficacy (see Hayslip, 1989b; Willis, 

1987, 1991b) since factors such as disuse and/or lack of practice predict declines in one's 

skills (see Schaie, 1990 for a review). To address this point, research volunteers were 

first queried about their concerns and the reasons for them (e.g. disuse of skills, disease, 

simply getting older), and about the extent to which they have problems in performing 

IADLs. In addition, they were asked to indicate their level of concern along a 5-point 

Likert scale. Specific efforts were made to recruit a) individuals who wished to improve 

their everyday living skills and/or cognitive skills that were deteriorating over time due to 

the effects of aging, disuse, and/or disease, and b) persons reporting deficits in one or 

more IADLs. Table 1 provides demographic data regarding the participants in the study 

(see Table 1 in Appendix). 

II 
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Every effort was made to minimize potential risks to the research volunteers. The 

greatest potential risk and concern to the study participant was the confidentiality of the 

information provided through the testing and/or observation of ADL/IADL performance 

in the home. This risk was minimized through the assignment of subject identification 

numbers and the absence of identifying information such as names, addresses, or 

telephone numbers in the research protocol. To maximize their awareness of potential 

psychological risks, all participants were required to read and sign an informed consent 

document which explained the purpose of the project and which clearly stated that 

participation was strictly voluntary and could be discontinued at any time. Because of 

the nature of the project, no physical, social, or legal risks were anticipated and no 

adverse effects were reported. At the conclusion of his or her part in the study, each 

participant was paid $20.00. 

Design and Procedure 

Seventy-seven older adult participants were randomly assigned either to the Stress 

Inoculation treatment group (n=38) or to a no contact/waiting list control group (n=39). 

A two group (training group vs. no contact/waiting-list control) pretest-post test design 

(2x2 repeated measures MANOVA) was used to evaluate the short term (1 week) impact 

of Stress Inoculation training on everyday functioning, specifically, instrumental 

activities of daily living (IADL). 

Stress Inoculation (SI) is essentially a coping skills enhancement program. For 

the purpose of the current study, SI was used to target anxiety and concern about being 

able to successfully perform everyday tasks, especially instrumental activities of daily 
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living. The training consisted of three phases: education, rehearsal, and application. The 

education phase provided study participants with a conceptual framework for 

understanding the nature of their reactions to stress. Specifically, participants were 

encouraged to view their stress reactions in terms of four stages as described by 

Meichenbaum (1977): (1) preparation for a stressor, (2) confrontation of the stressor, (3) 

realization of possibly being overwhelmed by the stressor, and (4) reinforcement for 

coping. Every effort was made to present the framework in everyday language with an 

emphasis on convincing the participant of the plausibility of the framework. During the 

rehearsal phase, participants were taught direct actions and cognitive coping modes to 

plan ahead, think positively, use relaxation techniques, and reward themselves for 

successful coping. In the application phase, participants practiced the learned techniques 

in session and were encouraged to practice outside the training sessions as well. Training 

took place over the course of five sessions, typically within a two to three week time 

frame. 

Session one introduced the 14 muscle group cue-controlled relaxation procedure, 

as well as the A-B-C-D paradigm of emotional functioning as described by Ellis (1962), 

wherein a stressful event (A), leads to self-defeating and negative thoughts or beliefs 

about oneself (B), which in turn give rise to emotions (C) such as anxiety, anger, or 

depression. At this point, persons learned about the importance of substituting more 

positive and adaptive self-statements (D) to replace maladaptive, self-critical ones. Each 

person was then given a Rational Thinking Form where specific everyday examples of an 

A-B-C-D sequence of experiencing an anxiety evoking, evaluative event were either 
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provided by group members or supplied by the group leader. Each specific situation was 

discussed in light of examples of both self-defeating thoughts [e.g. "People will laugh at 

me if I have difficulty (with some IADL)"], and their positive counters [e.g. "Probably 

everyone is having as much difficulty as I am. I would certainly understand if one of 

them has difficulty (re: IADL)"]. The session ended with a specific request to practice 

the skills learned that day and to fill in the Rational Thinking Forms with examples of 

anxiety evoking everyday situations to be brought with them to the next meeting. 

Session two involved a restatement and discussion of the treatment rationale as 

well as a brief review of the two component theory of anxiety reduction (i.e., using 

relaxation techniques and disputing negative self-statements). Comments and questions 

about the effectiveness of practicing cue-controlled relaxation techniques were answered 

and the relaxation training exercise was repeated in the group. In addition, using the 

completed Rational Thinking Forms from the participants, the A-B-C-D sequence and 

self-statement modification techniques that was taught in Session one were reviewed, 

discussed, and rehearsed again. 

Session three essentially replicated session two and added the teaching of the 

four-part approach to dealing with stressful experiences (i.e., preparation for stressor, 

confrontation of stressor, coping with being overwhelmed, and reinforcement for coping). 

Volunteers supplied their own self statements as well as using those described in the 

treatment manual developed by Hay slip (1983; see also Meichenbaum, 1977). The 

importance of refuting negative self-statements and supplying more adaptive ones in their 

place was especially emphasized. Volunteers were again instructed to practice the 
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relaxation exercise and utilize the Rational Thinking Form to report their use of the A-B-

C-D procedure of self-statement modification strategy. 

Session four proceeded similarly to the previous three. Attempts to employ the 

A-B-C-D procedure were reviewed and discussed, and volunteers were told to anticipate 

using the techniques that they had learned to deal with their feelings about completing 

difficult everyday tasks, i.e. IADLs. The emphasis in Session four was on the rehearsal 

and limited use of cognitive-behavioral and relaxation techniques in preparation for their 

use with everyday IADL tasks. No actual IADL task situation was presented, nor were 

strategies to deal with performance anxiety specifically related to such tasks explicitly 

discussed by group members or modeled by the group leader in Session four. 

In Session five, there was a review of appropriate treatment principles. In 

addition, participants spent 10 to 15 minutes engaged in an imagery exercise in which 

they visualized themselves successfully completing some personally relevant stressful 

IADL task while utilizing the SI techniques of relaxation and self-statement modification 

they had learned. Following the exercise, any concerns about the adequacy of their IADL 

skills were discussed at the group level with the group leader. The imagery exercise and 

discussion that followed were considered an integral part of the training since some 

exposure to credible problems analogous to those eliciting anxiety in the past (i.e., IADL 

tasks) and providing performance feedback pertaining to such problems are each central 

to the efficacy of Stress Inoculation (Hollon & Beck, 1986). 
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Measures 

The assessment instruments and procedures for the current project were chosen, in 

part, on the basis of their ability to provide information concerning each of the 

aforementioned interacting determinants of behavior: cognitive/intellectual functioning, 

the underlying cognitive process of self-efficacy, and affective states. 

Participants also completed a demographic questionnaire to supply information 

regarding their age, sex, marital status, education (in years), current income (in thousands 

of dollars per year), health history, and self-perceived health status (1 = poor, 4 = 

excellent). Information regarding functional health, physical self-maintenance, and 

instrumental self-maintenance was also obtained from family members. 

Cognitive/Intellectual assessment. The Educational Testing Service (ETS) Basic 

Reading Skills Test has been widely utilized in past cognitive skills training research as a 

measure of everyday intelligence. The test assesses performance on a variety of paper-

and-pencil tasks related to reading and understanding items such as maps, forms, charts, 

schedules, labels, technical documents, news text, and advertisements. Others (Willis, 

1987, 1988; Willis & Schaie, 1986) have argued that the ETS measure is a likely 

barometer of the real-life intellectual tasks that are faced by community-residing elderly 

people. It has been shown that there is a somewhat stronger relationship between ETS 

scores and fluid abilities than between ETS scores and crystallized skills, though the 

relationship varies by ETS subscales (Hayslip & Maloy, 1991; Willis & Schaie, 1986). 

Despite its attractiveness as a measure of everyday intelligence, it has not yet been 

established that reading medicine labels, following directions, reading maps and charts, 
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or scrutinizing ads actually mirrors the breadth of everyday experiences requiring the 

exercise of competence by older adults. For example, for those elderly people who do 

not drive, who do not seek part-time work after retirement, or whose educational or 

occupational background precludes the necessity of opportunity for understanding 

technical documents, some dimensions of the ETS measure may not be ecologically 

relevant. Moreover, its relevance may vary for aged people in general, for elderly men 

versus elderly women, and depending on the degree to which the tasks are consistent with 

older adults' role commitments, health, lifestyle, socioeconomic status, or the adequacy 

of sensory function. The sex differences in perceived competence in certain classes of 

situations found by Willis and Schaie 1986) suggest that the validity of the ETS may 

indeed vary by gender. On the other hand, reading and understanding news text or 

medicine labels may indeed be tasks that are confronted every day by many aged people 

(see Willis, 1991). More basic and behaviorally oriented observational studies using 

time-sampling or event-sampling techniques are more likely to yield the raw ingredients 

necessary to define the domain of everyday intelligence so as to reflect its relevance to 

coping strategies used in both intrapersonal and interpersonal contexts of older adults. 

Since the utility of the ETS scales as a criterion of everyday intelligence remains 

to be established and its sole use as a proxy for everyday intelligence is premature, two 

instruments of demonstrated ecological validity were selected. The first, the Instrumental 

Activities of Daily Living Scale (IADL Scale), was developed by Lawton and Brody and 

standardized on the residents of the Philadelphia Geriatric Center. The practical utility of 

the scale was demonstrated by its ability to 1) provide early, brief, and objective 
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assessment of individual functioning, 2) aid in the formulation, implementation, and 

evaluation of treatment plans, 3) aid in casework process, 4) be a teaching and training 

tool for persons who work with elderly clients, and 5) assist in planning of facilities and 

services. Using the IADL Scale, information regarding an older adult's performance on a 

variety of tasks (i.e. ability to use the telephone, shopping, food preparation, 

housekeeping, mode of transportation, responsibility for own medications, and ability to 

handle finances) was obtained by an independent interviewer from the best available 

sources (e.g., the family, the S, the Ss friends, etc.). Rating was done by the interviewer 

rather than the informant and this is an important distinction since a shortcoming of the 

overwhelming majority of studies concerning everyday competence is that they rely on 

self-report rather than direct observation of performance (Diehl, 1998). Validity of this 

instrument was supported via comparison to three other functional measures of individual 

competence (Lawton & Brody, 1969). 

The second tool selected for the purpose of assessing IADL performance is the 

Independent Living Scales (ILS) developed by Loeb (1996). Normed on adults aged 65 

years and older, the ILS is an individually administered measure of the degree to which 

adults are capable of caring for themselves and their property. Item scores allow 

differentiation between individuals who are incapable of understanding the problem, 

those who understand but need help with problem resolution, and those who can 

independently address the problem. The ILS consists of five scales: memory/orientation, 

managing money, managing home and transportation, health and safety, and social 

adjustment. Reliability and validity scores for this instrument suggest that it provides a 
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consistent, ecologically relevant, standardized approach for determining cognitive 

functioning in everyday living domains and for identifying areas of competence in 

forensic cases. 

The participants completed a fourth instrument for the assessment of cognitive 

performance, the Cognitive Failures Questionnaire or CFQ. The CFQ is a measure of 

self-reported failures in perception, memory, and motor function. The score obtained on 

the CFQ: 1) correlates with scores on other measures of self-reported deficits in memory, 

absent-mindedness, or slips of action; 2) is weakly correlated with indices of social 

desirability set or of neuroticism; 3) is significantly correlated with ratings of the 

respondent by his or her spouse; 4) is reasonably stable over long periods; and 5) has not 

been found to change in persons exposed to life-stresses (Broadbent, Cooper, Fitzgerald, 

& Parkes, 1982). The results of a study by Broadbent and colleagues (1982) using the 

CFQ suggest that cognitive failures make a person vulnerable to showing the negative 

effects of stress rather than being the result of stress. 

Self-Efficacy assessment. Two measures were selected for the purpose of 

assessing participants' self-efficacy beliefs. The first method of assessing self-efficacy is 

similar to that used by Lachman and Jelalian (1984). With this method, a global score 

related to self-efficacy was obtained by asking test participants to evaluate their 

performance before and after administration of the ILS. 

The second measure is similar to the instrument used by Dittman-Kohli et al 

(1991) to test the effects of cognitive training on efficacy beliefs. It was comprised of 

five scales wherein participants reported their degree of concern or worry about 1) 
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present deficits, 2) future declines, 3) current level of proficiency, 4) ability to teach 

others the same skill, and 5) capability of improvement. Within each scale the items in 

question were directly linked to each of the IADL domain. Participants responded to 

each item using a 5-point Likert scale where 1 = not capable at all and 5 = very capable. 

Stability (6-8 week test-retest reliability) of the scale used by Dittman-Kohli et al was 

.82. 

Affective State assessment. Since it was designed specifically for the elderly, the 

short form of the Geriatric Depression Scale (GDS) was chosen for the purpose of 

assessing depression among the current study participants. The questions are arranged in 

a 15-item, one page, easy to understand yes/no format that minimizes problems such as 

fatigue or poor concentration. It is not heavily weighted toward health concerns, which 

are more common among the elderly, and has been shown to be suitable for subjects who 

have mild to moderate forms of dementia. When compared to other depression scales, 

the long form of the GDS was found to be one of the best predictors of major depression 

among older adults. With a high correlation between them (r=.84, g< 001), both short 

and long forms were successful in differentiating depressed from nondepressed persons. 

The data show that both short and long forms of the GDS represent reliable and valid 

screening devices for measuring depression with older adults (Sheikh and Yesavage, 

1986). 

The State-Trait Anxiety Inventory (STAI) developed by Spielberger, Gorsuch, 

and Lushene (1968-70) was chosen to evaluate participants' level of anxiety. Spielberger 

(1966) defined state anxiety as the subjective and consciously perceived feelings of 
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uneasiness and tension accompanied by the arousal of the autonomic nervous system. 

Trait anxiety was described as a predisposition to evaluate many situations as threatening 

and is associated with fear of failure or loss of self-esteem (Spielberger, 1966,1972). On 

the STAI individuals responded to test items concerning current emotional states with a 

rating on a 4-point scale, from 1 (not at all) to 4 (very much so). The test yields two 

scores: one for state anxiety and one for trait anxiety. For the current study, only the state 

anxiety score was used. 



CHAPTER 3 

RESULTS 

The predesignated dependent variables in the current study were the scores 

obtained from the measures of cognitive/intellectual assessment. These measures 

included the individual total scores for the ETS, the five ILS scales, the IADL, and the 

CFQ. 

Virtually all participants attained ceiling level scores at pre- and posttest on the 

memory/orientation scale, one of the five scales comprising the Independent Living 

Scales (ILS), so that scale was eliminated from the analyses. The four remaining ILS 

scales are designated below as Money, Social, Trans, and Safety. The single composite 

scores obtained for the Cognitive Failures Questionnaire (CFQ), Educational Testing 

Service Basic Reading Skills Test (ETS), and Instrumental Activities of Daily Living 

Scale (IADL) are indicated below by their acronyms. The label "Group" refers to 

membership in either the treatment or no contact/waiting list control group. The label 

"Time" refers to pre- vs. posttest data. 

Relationship of Group Membership and Time to Cognitive/Intellectual Scores 

A series of MANOVAs was performed on the dependent variable scores. The 

first set of analyses looked solely at Group differences (treatment vs. control). None of 

the multivariate analyses (i.e., by Group, by Time, by Group x Time) was significant. 

22 
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However, the univariate analysis by Group (Treatment vs. Control) and by Time (pre- vs. 

posttest) revealed a significant effect across time for the dependent variable Social 

[F(l,67)=5.32, p<.05] such that participants scored significantly higher at posttest on the 

social adjustment scale of the ILS regardless of Group membership (see Table 2). 

Following the initial set of analyses, participant groups were subdivided based on 

their scores on the self-efficacy and affective state instruments. Specifically, 

dichotomized groups were created within the treatment and control groups on the basis of 

participants' scores (high vs. low) for self-efficacy, depression, and state anxiety. The 

median score served as the point for splitting the groups. Subdividing the treatment and 

control groups by self-efficacy, depression, and anxiety scores yielded a series of 2x2x2 

designs for analysis. The rationale for dichotomizing within the treatment and control 

groups was the hypothesis that training effects might be mediated by a person's emotional 

state and/or belief in his or her own self-competence. (See Table 3 for means and 

standard deviations of dependent variable scores that attained significance.) 

Relationship of Group Membership. Self-Efficacy, and Time to Cognitive/ Intellectual 

Scores 

Global self-efficacy scores. Scores on the self-efficacy measure similar to that of 

Lachman and Jelalian (1984), which provides a global self-efficacy rating (labeled Self), 

were divided into two groups: low vs. high efficacy scores related to the participants' 

performance on the ILS. The set of analyses of the dependent variables by Group 

(treatment vs. control), by Time (pre- vs. posttest), by Group and by Time, by Group and 

by Self-efficacy score (high vs. low), by Self-efficacy score and by Time, and by Group x 
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Self-efficacy score x Time was not significant at the multivariate level. However, the 

multivariate analysis by Self-efficacy alone was highly significant [F(7,58)=3.75, 

E< 005], At the univariate level, analyses of scores on the CFQ [F(l,64)=l 1.27, £=.001], 

ETS [F(l,64)=9.00,p<.005],Money [F(1,64)=10.80,p<005], Social [F(l,64)=9.83, 

£<.005], Safety [F(l,64)=7.31, E< 01], and IADL [F(l,64)=6.77, p<.05] all reached 

significance. Regardless of Group membership, participants who gave themselves low 

self-efficacy scores credited themselves with more failures in perception, memory, and 

motor function (as measured by the CFQ) than those who gave themselves high self-

efficacy scores. Subjects who rated themselves high in self-efficacy scored significantly 

better than those who rated themselves low in self-efficacy on the reading skills test 

(ETS), managing money scale (Money), social adjustment scale (Social), health and 

safety scale (Safety), and IADL measure, again regardless of Group membership. At the 

univariate level, the analysis by Time revealed that the dependent variable Social was 

significant [F(l,64)=5.44, £><05] such that scores on the social adjustment scale of the 

ILS were significantly better at post test regardless of Group membership and regardless 

of Self-efficacy score. 

The next set of MANOVAs looked at Group distinctions (treatment vs. control) 

along with level of Self-efficacy (high vs. low) for the Dittman-Kohli-like measures of 

everyday self-efficacy. As noted earlier, these measures were linked directly to IADL 

domains which addressed concerns related to money management, using the telephone, 

shopping, food preparation, housekeeping, using medications, using public 

transportation, and driving one's own car. For each of the IADL domains, this self-
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efficacy measure asked the participants to rate their 1) degree of concern or worry about 

present deficits or recent declines (labeled Pres), 2) degree of concern or worry about 

future declines (labeled Fut), 3) present level of proficiency or skill (labeled Ski), 4) 

ability to teach other people of similar age to improve their everyday living skills (labeled 

Tch), and 5) capacity for improvement if betterment was desired (labeled Btr). Five 

composite self-efficacy scores (related to present level of concern, level of future 

concern, level of present skill, ability to teach others, and capacity for betterment) were 

obtained. Scores for each of these areas of concern were then dichotomized at the 

median score into low versus high levels of present concern, future concerns, present 

level of proficiency, ability to teach others, and capacity for betterment. 

Concern over present deficits or recent declines. With regard to degree of 

concern over present cognitive deficits or recent declines in everyday living skills 

(labeled Pres), there were no significant main effects for the Group, Time, Pres, Group x 

Pres, Pres x Time, or Group x Time analyses. However, the multivariate analyses by 

Group x Pres x Time was significant [F(7,58)=2.36, g<.05]. At the univariate level mean 

scores for the dependent variable IADL suggested that overall functioning changed over 

time as a joint effect of whether participants were trained or not and their present level of 

concern [F(l,64)=4.65, g<05]. Specifically, IADL scores decreased or worsened for 

people in the treatment group with lower levels of present day concern but improved for 

people in the treatment group with higher levels of concern. The reverse was true for the 

control group participants: IADL scores improved for persons with lower levels of 

concern and got worse for people with higher levels of concern. Also at the univariate 
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level, the analysis by Pres showed that, regardless of Group membership, there was a 

significant difference [F( 1,64)=10.36, g<.005] on the CFQ measure between persons with 

higher versus lower levels of concern such that persons with a higher level of concern 

perceived themselves as having more cognitive failures related to perception, memory, 

and motor function than persons with a lower level of concern. Lastly, the univariate 

analysis by Time revealed a significant effect across time for the dependent variable 

Social [F(1,64)=6.36, g<05] such that scores improved regardless of Group membership 

or level of concern over present cognitive deficits. 

Concern over future declines. With regard to level of concern about future 

cognitive declines (Labeled Ftr), none of the multivariate analyses (by Group, by Time, 

by Ftr, by Group x Ftr, by Ftr x Time, by Group x Time, by Group x Ftr x Time) was 

significant. However, at the univariate level participants differed significantly in scores 

on the dependent variable Money [F(l,63)=4.50, p=.038], depending on their degree of 

future concern and regardless of their Group membership. Those with the higher scores 

on money management had greater concerns about losing that skill in the future. Also at 

the univariate level, for the dependent variable Social, scores were significantly improved 

at posttest regardless of Group membership or level of concern over future cognitive 

declines [F(l,63j=4.88, p<05]. 

Present level of proficiency or skill. Regarding present level of self-perceived 

skill (Ski), there were no main effects for the dependent variables when analyzed by 

Group, by Time, by Group x Ski, by Ski x Time, by Group x Time, or by Time. 

However, the multivariate analysis by differences in perceived skill level (by Ski) was 
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significant [F(7,57)=3.48, p<005] for the following variables: CFQ [F(l,63)=15.89, 

E<001],ETS [F(l,63)=4.94,g< 05], Money [F(l,63)=6.72,p<.05], Social [F(l,63)=8.9, 

p<005], Safety [F(l,63)=6.61,p<05],andIADL [F(l,63)=6.71,£<05], Specifically, 

persons who perceived themselves as having higher levels of current skill credited 

themselves with fewer cognitive errors and scored better on the ETS; the Money, Social, 

and Safety scales of the ILS; and the IADL than persons who perceived themselves as 

having lower levels of current skill. Also, at the univariate level for the dependent 

variable IADL, there was a significant interaction between Group, Ski, and Time such 

that people in the treatment group who rated themselves higher in skill scored lower at 

posttest on the IADL while those in the treatment group who rated themselves lower in 

skill scored higher at posttest on the IADL. The reverse was true for subjects in the 

control group; those who gave themselves low skill ratings did poorer at posttest while 

those who rated themselves higher in skill did better at posttest. In addition, the 

univariate analyses by Group and by self-perceived skill was significant for the 

dependent variable Money [F(l,63)=4.88, g=031]: Persons in the treatment group 

scored about the same on money management regardless of their perceived level of skill 

but, among people in the control group, those with lower levels of perceived skill scored 

lower on money management than those with higher levels of perceived skill. Lastly, at 

the univariate level, for the dependent variable Social, scores again were significantly 

improved at posttest regardless of Group membership or level of perceived skill 

[F(l,63)=5.55, p<.05]. 
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Ability to teach others. The set of multivariate analyses of the dependent 

variables by Group, by Time, by Group x Tch, by Tch x Time, by Group x Time, and by 

Group x Tch x Time was not significant. However, the multivariate analysis by 

perceived ability to teach others how to improve their ADL performance (by Tch) was 

significant [F(7,56)=:6.68; g< 001], At the univariate level the following dependent 

variables, CFQ [F(l,62)=36.19, p<001], Money [F(l,62)=4.44, E< 05], Social 

[F(l,62)=8.57,g=.005], Safety [F(l,62)=4.58,p<05], andIADL [F(l,62)=8.71,p<.005] 

were significant in that the number of self-reported failures of cognition were fewer and 

the scores for the Money, Social, Safety, and IADL measures were higher for persons 

who rated themselves higher in ability to teach others how to improve their IADL 

performance. Also at the univariate level, there was a significant difference in pre- to 

posttest scores for the variable Social [F(l,62)=5.55, p< 05] such that, regardless of 

Group membership or perceived ability to teach others, scores on the social adjustment 

scale were improved at posttest. 

Capacity for betterment. The last set of analyses involving a self-efficacy 

measure included high vs. low levels of self-perceived capacity for improving everyday 

living skills (labelled Btr). None of the set of multivariate analyses by Group, by Time, 

by Btr x Time, by Group x Time, and by Group x Btr x Time was significant. However, 

the multivariate analysis of the dependent variables by capacity for betterment (by Btr) 

was significant [F(7,56)=3.51, j>< 005] for the variables CFQ [F( 1,62)=17.60, g= 000], 

Social [F(l,62)=7.43, p=.008], Safety [F(l,62)=7.40, p=008], and IADL [F(l,62)=9.27, 

g= 003]; those participants who rated themselves higher in perceived capacity for 
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betterment also reported fewer cognitive errors and had better scores on the Social, 

Safety, and IADL dependent measures. Also, the multivariate analysis by Group and by 

capacity for betterment (Group x Btr) was significant [F(7,56)=2.41, g<05]. At the 

univariate level, there were significant differences for the dependent variable Money 

[F(l,62)=5.45, g=023] such that control group members, but not treatment group 

members, who rated themselves higher in capacity for betterment also scored higher on 

the Money subscale than those who gave themselves lower capacity for betterment 

ratings. Also, while the multivariate analysis of dependent variables by Group by 

capacity for betterment and by time (Group x Btr x Time) was not significant, a 

significant interaction was found at the univariate level for two measures: CFQ 

[F(l,62)=4.62, p<05] and IADL [F(l,62)=4.88, g< 05], Persons in the treatment group 

reported fewer cognitive errors at posttest relative to pretest, regardless of their level of 

self-perceived capacity for betterment. However, people in the control group showed 

improvement on their CFQ score if they rated themselves as having lower levels of 

capacity for betterment and showed decline in their CFQ score if they rated themselves as 

having higher levels of capacity for betterment. Regarding the IADL measure, persons in 

the treatment group with a lower level of perceived capacity for betterment scored better 

at posttest while scores declined for persons with higher levels of perceived capacity for 

betterment. For persons in the control group, the opposite effect was found: scores 

declined for people who reported a low level of capacity for betterment and improved for 

people who reported a high level of capacity for betterment. Lastly, at the univariate 

level, the dependent variable Social attained significance [F(l,62)=6.10, g<05] such that, 
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regardless of Group membership or perceived capacity for betterment, scores on the 

social adjustment scale were improved at posttest. 

Relationship of Group Membership. Affective Ratings, and Time to 

Cognitive/Intellectual Scores 

State Anxiety. The data were also analyzed on the basis of Group membership 

and the affective states of anxiety and depression. With regard to the analyses including 

the state anxiety scores, neither the multivariate nor the univariate analyses of the 

dependent variables by Group, by Group x Time, by Group and by level of state anxiety 

(labeled ST), and by ST x Time, was significant. However, there was a significant main 

effect for the analysis by level of state anxiety [F(7,56)=2.47, g< 05]; at the univariate 

level, the scores for the CFQ [F(l,62)=9.90, p<005] and Social [F(l,62)=4.98, p=029] 

attained significance: People in both the treatment and in the control group with higher 

levels of state anxiety reported a greater number of cognitive errors and poorer scores on 

the social adjustment scale. Persons in both the treatment and the control group with 

lower levels of state anxiety reported fewer cognitive errors and had comparatively better 

social adjustment scores. Also, the multivariate analysis by Group x level of anxiety x 

Time was significant [F(7,56)=2.14; p<.05]. At the univariate level, the dependent 

variable ETS was found to change significantly with time, depending on Group 

membership and level of anxiety [F(l,62)=4.13; g< 05]: People in the treatment group 

with lower levels of anxiety showed decline in ETS scores at posttest while those with 

higher levels of anxiety showed improvement in ETS scores. For people in the control 

group, the reverse was true; those with lower levels of anxiety showed improvement in 
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ETS scores while those with higher levels of anxiety showed decline in ETS scores at 

posttest. Once again, the univariate analysis by Time was significant for the dependent 

variable Social [F(l,62)=6.52, g<.05] such that all persons showed improvement in 

scores on the social adjustment scale regardless of Group membership or level of state 

anxiety. 

Depression. For the set of analyses based on dichotomized depression scores 

(labeled DEP), the set of multivariate analysis by Group, by Time, by Group x DEP, by 

DEP x Time, and Group x Time was not significant. However, 

when the dependent variables were analyzed by depression scores alone, there was a 

significant main effect [F(7,59)=3.20, p< 05], and the following variables attained 

significance at the univariate level: Money [F(l,65)=12.48, g= 001], Social 

[F(l,65)=5.54,p<05],ETS [F(l,65)=8.89, p<.005], andlADL [F(l,65)=9.81,p<.005]. 

For each of these dependent measures, scores were better for persons with lower 

depression scores and worse for people with higher depression scores regardless of Group 

membership. The univariate analysis by Group x DEP revealed two variables which 

attained significance: Money [F(l,65)=6.59, p<05] and ETS [F(l,65)=7.12, p<01]. For 

people with lower depression scores, the scores for the Money and ETS measures did not 

differ significantly between the treatment and control groups. However, for people with 

higher depression scores, the Money and ETS scores were significantly lower for people 

in the control group as compared to people with higher depression scores in the treatment 

group. In addition, though there were no multivariate effects, there was a significant 

effect for Group membership at the univariate level for the dependent variable Money 
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[F(l,65)=6.21, g=. 015] such that people in the treatment group had higher scores on this 

measure than people in the control group, regardless of levels of depression. Lastly, at 

the univariate level for the Time main effect, the dependent variable Social attained 

significance [F(l,65)=5.87, p< 05] such that, regardless of Group membership or 

depression score, scores on the social adjustment scale were improved at posttest. 



CHAPTER 4 

DISCUSSION 

The purpose of the present study was to assess the impact of Stress Inoculation 

Training on performance efficacy linked to cognitively complex Instrumental Activities 

of Daily Living (IADLs). The use of Stress Inoculation, an intervention that is primarily 

a coping skills enhancement program, permits an inference about the hypothesis that a 

lack of self-efficacy and/or negative emotional states serve to undermine everyday 

functioning and contribute to deficits in everyday cognitive competence. 

Performance-based assessment of IADLs provides a functional indication of a person's 

everyday cognitive competence, which has been defined as a person's potential or 

capability to perform a broad array of activities considered essential for independent 

living (Willis, 1991). The results of the present study suggest that Stress Inoculation 

training is an effective intervention for improving performance efficacy related to 

everyday cognitive competence but that treatment effects are indeed mediated by 

personal perceptions of self-efficacy and the emotional states of depression and anxiety. 

In general, persons with lower levels of self-efficacy and higher levels of anxiety and/or 

depression saw improvement in their cognitive performance following SI training. In 

contrast, where perceptions of self-efficacy were high and levels of depression and 

anxiety were low, the global IADL score worsened following SI training. Since self-

33 
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efficacy and affective state measurements were made prior to administration of the 

cognitive/intellectual measures, perhaps the interactions found between group 

membership, self-efficacy ratings and/or state anxiety levels, and time reflect a self-

protective tendency for some people to overrate their own ability. Presumably the belief 

in one's own ability is maintained unless or until confronted with problems that challenge 

that belief. If so, persons with lower expectations regarding personal performance stand 

to profit to a greater degree than persons with higher self-expectations from treatments 

that intervene at the level of the underlying, supportive cognitive processes. Another 

possible reason for the interaction might be that those with greater deficits talked more in 

sessions, got more attention from the group leader, and performed better in an effort to 

please the group leader. In ether case, any improvements in performance should have a 

reinforcing effect that will lead to the maintenance and/or further improvement in 

behaviors necessary for everyday competence and independent living. 

Four different instruments were used to assess everyday cognitive competence: 

the Educational Testing Service Basic Reading Skills Test (ETS), the Independent Living 

Scale (ILS), the Instrumental Activities of Daily Living Scale (LADL), and the Cognitive 

Failures Questionnaire. The first measure, the ETS, has been widely used in 

gerontological research. The second measure, the ILS developed by Loeb, is a self-report 

instrument that allows respondents to rate their abilities in five specific IADL domains 

(i.e., memory/orientation, money management, managing home and transportation, health 

and safety, and social adjustment). The third assessment tool, the IADL Scale developed 

by Lawton and Brody, is an interviewer-rated measure. The finding that scores for the 
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IADL measures were more often affected following treatment than the more widely used 

ETS measure speaks to the important issue of ecological validity. Perhaps the tasks 

assessed on the IADL measures more closely mirror those tasks that are relevant to older 

adults. In addition, other researchers (see Diehl, 1998; Diehl et al, 1995; Guralnik, 

Seeman, Tinetti, Nevitt, & Berkman, 1994; Kuriansky & Gurland, 1976; Rogers & Holm, 

1990) have suggested that the use of an objective, performance-based instrument such as 

the IADL Scale probably provides more accurate information regarding older adults' 

everyday competence. 

The current study represents an early intervention effort aimed at enhancing older 

adults' everyday competence. A great deal of research has documented the plasticity of 

older adults' cognitive functioning (P. Baltes, 1993). However, there is a persistent 

concern in the Gf training literature regarding the narrowness of training effects; the 

performance gains in nearly all Gf training studies were limited to the ability markers 

they were designed to impact (Hayslip & Maloy, 1991). There is a virtual lack of prior 

research to address the question of whether systematic training can be effective in 

enhancing older adults' everyday competence (Diehl, 1998). The only known exception 

is a study by Hayslip and Maloy (1991) in which participants were randomly assigned to 

Adult Development and Enrichment Project (ADEPT) induction training or to a no-

contact waiting list control condition. The results of that study provide evidence that the 

effects of Gf skills training can generalize beyond specific ability targets and enhance 

everyday competence as well. The current study is unique in that it is the first to use a 

coping skills training intervention to enhance everyday cognitive skills. 
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To address the question of whether systematic training can be effective in 

enhancing older adults' everyday competence, the National Institute on Aging (NIA) is 

currently sponsoring studies at six different research sites within the United States. The 

focus of these studies is to determine the extent to which laboratory-based intervention 

efforts can be applied successfully to prevent declines in older adults' everyday 

competence and to extend the period of independent living in healthy older adults (Diehl, 

1998). The 1991 study by Hay slip and Maloy and the present study provide evidence 

that such programs can indeed be effective. 

The primary goal of intervention research is to achieve desired outcomes through 

some action on the individual or environment. A closely related goal is to understand 

how and why a particular outcome was achieved. Attaining these goals is facilitated by a 

good conceptual model such as the one proposed by Willis (1991). The model helps to 

articulate the process through which an intervention leads to a particular outcome and a 

measurement strategy that enables the researcher to assess key components of the process 

(Schultz et al., 1999). According to Willis' model, levels of competency can be 

improved via interventions aimed at the mechanisms involved. The present study adds to 

the existing knowledge base regarding older adults' everyday cognitive competence in 

that it sheds light on two mechanisms involved, i.e., self-efficacy and emotional states. 

Persons who have been identified as depressed, anxious, or having lower levels of self-

efficacy stand to benefit from SI training because the training targets the maladaptive 

thoughts and beliefs that undermine successful performance. 
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Bandura's idea of reciprocal determinism asserts that cognitive and environmental 

events effect one another. Cognitive events determine which environmental events will 

be perceived and how they will be interpreted, organized, and acted on (Bandura, 1978, 

p.345). Behavior becomes regulated by anticipated outcomes that were formed as a 

result of earlier experiences. One's estimate that some given behavior will lead to a 

certain outcome is referred to as an outcome expectancy. In contrast, an efficacy 

expectation refers to the degree of one's conviction that one can successfully execute the 

behavior required to produce the desired outcome. "Outcome and efficacy expectations 

are differentiated because individuals can come to believe that a particular course of 

action will produce certain outcomes, but question whether they can perform those 

actions" (Bandura, 1977b, p. 79). The strength of a person's sense of self-efficacy 

determines whether he or she will even try to cope with difficult situations (Bandura, 

1977a). "Perceived self-efficacy not only reduces anticipatory fears and inhibitions but, 

through expectations of eventual success, it affects coping efforts once they are initiated" 

(Bandura, 1977b, p. 80). An increase in self-efficacy produces an increase in effort 

which, in turn, increases the probability of success (Bandura, 1977a). People with high 

levels of self-efficacy are likely to be less anxious and less depressed. 

The finding that levels of state anxiety and depression, in addition to perceptions 

of personal efficacy, mediated treatment effects also supports the transactional model of 

everyday competence presented by Lawton and Nahemow (1973). This model has five 

components: 1) degree of individual competence, 2) environmental press, 3) adaptive 

behavior, 4) affective responses, and 5) adaptation level. According to the transactional 
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model, people seek a comfortable level of functioning, relative to their own abilities and 

to external demands, in a continuing process of adaptation to changes in their internal 

environment and external pressures. In other words, older adults do not passively accept 

declines in functioning; they are proactive in the management and/or promotion of their 

everyday living skills. However, when demands exceed perceived abilities, poor 

performance may result. The critical elements of Stress Inoculation training appear to tap 

into all five components of the transactional model. A question that emerges is how to 

best identify persons who are at risk for declines in cognitive functioning and under what 

circumstances. The transactional model suggests that, as environmental press begins to 

exceed one's abilities, there is an increased risk for decline in cognitive functioning. 

Older adults commonly face a number of physical and psychosocial changes and losses 

with the potential for overwhelming one's personal abilities. Persons who feel they are at 

risk for declines in cognitive functioning might appreciate the opportunity to participate 

in a training program with the potential for enhancing their cognitive skills. Primary care 

physicians, geriatric specialists, senior citizen centers, and others who provide services to 

older adults could serve as a referral source to make the training more readily available to 

the public, thereby maximizing societal benefits. 

The shortcomings of the present study are common to much intervention research. 

These include problems related to participant attrition and attendance, plus differing 

levels of motivation, participation, and practice of newly learned skills (Schultz et al., 

1999). Attrition and poor attendance were not significant problems in this study but it is 

difficult to assess whether the participants were motivated, whether their level of 
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participation affected outcomes, and the extent to which they actually practiced the skills 

they were taught. Since the participants came from the community and were relatively 

high functioning, they might not have experienced declines in functioning severe enough 

to warrant intervention. This would undoubtedly diminish the salience of the treatment, 

corresponding levels of motivation, and, ultimately, outcomes. Perhaps concerns over 

future declines in cognitive functioning might be more salient targets for this type of 

sample. In addition, a longer, more in depth training program might be more efficacious. 

Other experiments done to increase cognitive performance by means of increased self-

efficacy have shown that older adults are less likely than younger adults to believe in 

their own successes and they required more positive feedback than suffices for younger 

adults in order to see the same gains (Rowe & Kahn, 1998). Another limitation of the 

current study is the relatively small sample size which has the potential of undermining 

statistical power. With a larger sample, a greater number of the dependent variable 

scores might have been significant at posttest. This is indeed likely given the fact that the 

majority of the treatment group means at posttest were in the hypothesized direction. 

It is hoped that future research will build on the present study to better identify 

those who are at risk for declines in cognitive functioning and under what circumstances. 

Future investigations might look at potential differences in treatment effects by gender or 

level of caregiver support. Another important issue is treatment durability. The posttest 

was administered approximately one week following completion of the training program. 

A second posttest administered after a longer time frame would permit assessment of the 

durability of the intervention. Both short-term and long-term durability of interventions 
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is a critical dimension by which to judge their efficacy (Hayslip, 1989b). Indeed, 

whether older adults can continue to use the skills that they have acquired in training 

speaks to the importance of evaluating the temporal stability of cognitive interventions. 

In this sense, subject to either (1) reinforcement by others for utilizing previously learned 

problem-solving strategies, or (b) experience (practice) with everyday problems requiring 

the exercise of fluid ability processes (Hayslip & Maloy, 1991), short-term and long-term 

cognitive training effects may or may not be quite evident. If fluid abilities and everyday 

cognitive problems reflect similar underlying processes (see Hayslip & Maloy, 1991; 

Willis & Schaie, 1986), and if support from others for using one's fluid skills is present, 

then these abilities may be more exercised in everyday life. Such practice may 

consequently enhance the short-term and long-term effects of the training. On the other 

hand, if the everyday context in which older adults function negatively influences the 

likelihood of employing learned cognitive-behavioral strategies (Hayslip & Caraway, 

1989; Thompson, Gantz, Florsheim, Del Maestro, Rodman, Gallagher-Thompson, & 

Bryan, 1991), then the short-term and long-term efficacy of such interventions with older 

persons might be dubious, at best. 
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Table 1 

Characteristics of Participants 

42 

Age: 

Gender: 

Mean: 71.40 

Range: 60 to 92 years 

2 data missing 

13 males 

62 females 

2 data missing 

Marital Status: 33 married 

6 single 

17 divorced 

1 separated 

17 widowed 

3 data missing 

Income: 4 under $4,999 Education Level: Mean: 14.54 years 

11 $5000 to $9,999 1 8 years 

12 $10,000 to $14,999 26 9-12 years 

3 $15,000 to $19,999 30 13-16 years 

4 $20,000 to $24,999 18 17-20 years 

36 $25,000 or over 2 data missing 

7 data missing 

(Table continues) 
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Participants who smoke cigarettes: 

2 smokers 

75 nonsmokers 

0 data missing 

Ever had high blood pressure: 

33 yes 

44 no 

0 data missing 

Currently on nonprescribed meds: 

47 yes 

29 no 

1 data missing 

Time in illness recovery in past year: 

47 <1 day 

13 3 days-1 week 

10 1-4 weeks 

2 5 weeks-3 months 

1 3-6 months 

1 > 6 months 

2 data missing 

No. of years of cigarette smoking: 

1 never smoked 

1 30 years 

2 50 years 

73 data missing 

Currently on blood pressure meds: 

22 yes 

35 no 

20 data missing 

Currently on prescribed meds: 

58 yes 

16 no 

3 data missing 

Typically ill how often: 

63 < 2x/year 

11 3-5x/year 

3 > 6x/year 

0 data missing 

(Table continues) 
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Overall Health Rating Relative to Others of Same Age: 

1 Poor 

8 Fair 

31 Good 

37 Excellent 

0 data missing 



Table 2 

Mean Scores by Group and across Time 

45 

Treatment 

Pre Post 

Control 

Pre Post 

Mean SD Mean SD Mean SD Mean SD 

ETS 56.89 9.25 56.94 9.93 55.79 11.49 56.85 12.07 

Money 32.22 1.57 32.08 1.98 31.42 2.78 31.49 3.63 

Social 18-17. 1.80 19.33b 4.15 18.24a 2.41 18.85b 1.73 

Trans 29.92 8.49 28.33 1.37 27.94 1.80 28.21 1.56 

Safety 34.97 3.00 36.39 5.38 35.33 3.32 35.33 2.29 

IADL 13.50 1.06 13.58 0.69 13.52 1.00 13.55 1.15 

CFQ 37.00 11.37 36.11 12.02 35.88 10.81 36.55 13.67 

Note. Means in the same row that do not share subscripts differ at p<.05. Unmarked 

means in the same row do not differ significantly. 
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