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" and while playing a simple game, and in each case there were two participants.

"

- N 7/
7 ABSTRACT

The study investigated the efficacy of observational learning

L o '
techniques in increasing social interactive behavior in- chronic’ psychiatric

pati.ents.fQ

-
-

The Ss were 21 male patients on a long stay ward in a provincial -

psychiatric hospital. The Ss were an average age of 45 years and had ;n -
average length of hospitalization of 21 years. For’the most part, they were '

ks .

. L
unmarried, poorly educated. and seldom employed. The criteria for inclusion

in the study were a designation of withdrawn by the ward staff and a willing-

L)

S

ness to enter the treatment room. . .

The Ss were assigned to one of three treatments..- The first treat-

"ment (modeling) involved exposing Ss to videotapes of appropriate'social.

interactions. These interactions took.place in two situations, over coffei

4
The videotape first showed the entire interaction. It then showed each ex-

change in the.interaction separately. Immediately following the portrayal of
- . ~: . -
wvhich:the S was

each interchange there was a blank section on the tape during

’

instructed to imitate the behavior that he had just seen the modelqﬁérform.
Half of éhe modeled behaviors .were initiations andlhalf ue;e responses.
The 'oecond treatment (instruction) was similar t uodeling’excep:
that rather than_Henonntrﬁting the desired behavior via videotape, the
thergpist desctibed the desired.behavior to é_ah? instructed ﬁIh to perform

it. The third treatment (attention) was similar to the first two except that

111 -




\]
the Ss neither saw the videofape nor received any instruction about how to
- behave. They were given an opportunity to interact without any specific

information about how to interact.

All treatments were administered individually by the same therapist

who met each § for 12 half hour sessions over a 10 week period,

’

The dependent measures of interest included social behavior per-
: %, . 5

formed by the patient in both contrived and naturally occurring situations.

These behaviors included such things as looking, smiling and talking to other

Ea J

people and were recorded by two trained observers using a time sampling techni-
“w .
que. The other dependent measures reflected Ss level of functioning in the

hospital and included level of privileges, token eérninés, money earnings and
staff ratings of apathy, seclusiveness and care-needed on the Psychotic-
Inpatient Profile. The dependent measures were collected before and after

treatment and at one month follow-up.

Data were analyzed in terms of change scofes for each dependent

- -

neasure and in terms of numher of messures on which each S showed improvement, -

no change,- or decrement. Resuits revealed thaé the modelipg‘and inoiruction ;

groups hadfbeen equally effective and superior to the atteqtion group. *
" The equal eff}caéy of the modeling and instruction groups suggests .

_that for simple social behavifrs the more complex modeling treatment may be

. *

unﬁécessary. The apparent ineffectiveness of paying attention to patiédgp in

-

the absence of clearly structured behavioral-expectations is also notable,

- ' L}
Overall, the results indicate that relatively brief modeling and instruction-
™

L]




al treatments can be effective in increasing the frequency of social inte

, \ acEions.and the level of fmnctioning of asocial chronic psychiatfic patie
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- o Chapter I ' T
- ‘ Imrroduction

~

It is the purpose of the present study to evaluate the impact of

modeling theérapy oﬁ"cQEPnic psychiatric parients. In particular, the treat-
. . w7 . /

.
iy e o, -2

. A .
ment is evaluated in terms of increasing social skills and the patients'

B

level of functionipng within the hospital. Aléhgugh chronic patients have

«©

been a prassing'problém for decades and modeling therapy has.shown great
. . - ) ‘ I3 ) R
° o | - '

poteptial, the two have.virtually been ignored ih the journals in which

< .
clinical psycifologists publish. 1In 1972, for éxgmple. the Journal of Clinical

and Consulting Psychology, Journal of Clinical Psychology, Journal of Abnormal
% -

¥

_ Psychology, Journal of Behavior Research .and Therapy, Behavior Thérapy, and

the Jéurnal of Behavior- Therapy and Experimental:Psychiatry together publish-

>,

‘ad close.to 600 articles. Less thad eight per cent of these articles dealt
e d.

with patients hﬁspitélized over a ygar and,of these ériicles only one-third
: \ ; ..

<

gqureséed themselves to treatment. By far the majority of the articles were’.,

*

concerned Qith.ﬁheof§ and assessment.” Only a half-dozen articles could be

.. found exfloring modeiing as’& therapeutic attack for any problem.

-
4 :

Bafore %resepting‘the sﬁecific hgpotheses to be sested by the pro-
v » Y - \-._\ i

?hposéd s:udyh a r;vieﬁ of the relevant literature is im order.’ The review 7“\\

will focus fiést on the plighc%of chronic psychiatric patients, them on the N
poégnttal of modeling theribi agd finally on sbome recent literature suggest-

? - . -

, ing the importance of instructioss as part of the mwodeling <reatment, - -

” . - R " o
- g <
& ‘ ST

- : | & ‘lb"‘,," _

Q ',_‘\ ,.’t e

. . , o A

.. -, ;:
| R 50
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Chrbnic Psychiatric Patients
One of the most difficult and perplexing #rét\i.ams confronting

workers in the meptal’ 'health field is the treatment of lirge numbe:s of

‘
<

"chronically institutionalized psychiatric patients® The proggess made G

“in treating such patients is ‘best documented by the fact that the ciiscﬁarge

»
N 3

"~ rate for the chronic population has not .changen appreciably during this

o

century (Atthowa & Krasner:, 19683. (Begh Paul (1989) and Atthowe & Krasner
i . . v .

LI
R -

.(1968) suggest that patienta in the chronic -as opposed tmacute section
: of hospitals have ,a 62 chance of leaving ghe institution after being,

there two yeats. Those who do leave have one chance in ‘ahree of tcmaining

«

Jdn the community for lanore thao six months. Those cgtonic patients who

A » N 9 o ’

- S - B ~
have ,b@ in_ the hHospital for five or more years have almost no chance

’ . Fa . .
of -leaying. Rappaport, Chinsky & Cowen (1971) have-vividly portrayed
v ' h

© v -
the chronic section of the institution as ™a buria}l. )ground where people

~

are maintained but cease to exist in very meaningful ways."

. _ Lontz,-?aul & Calhowm (1971) drav a further distinction am3nf

-

-1ht§onic? patients Wich .increasing ctrcnds toward "moral" treatment ,and a

I

focus on comunity adjuqtmant many chronic patients deve been diractad

Xowards active shglter-care placqﬁnnts and more’ independent functioning
‘ ]
(Faimathet, Sandcr Haynard Crculor & Bleck, 1969). 'rhcu placempnts

3

stress work sk.ills, gteater personal responsibility, and inprovod status for
patients, However, hﬂ"l"f the chronic population are still not acuptablc

Q ®

&
for such: pl,gccmt- because of rclativaly low levels of tmctioning. + Lentz
et al, (1971) refer, to qthau paticnu as i" "hardcore, refractory" chromic

e’

’




patients. The authors emphasize that the magnitude of the problem posed

by such patients placdes a.high priority on investigatibns of innovative

treatment programs. Logically, new treatment approaches should be

directed_iovatds improving the "hardcore" patients"levei of functioning

‘in the hospital and r@adythglthem for more community-based facilities.
Among the many gross deficits apparent in the chrbﬁically ;

1nst1tutionalized patfﬁnt perhaps the most noticeable and best documented is

the low levcl of socialization., Lentz et al, (I971) suggest that an

imporgent way to characterize the "hardcore" chronic patients and dif-
. . "D - . .

ferentiate them from shelter-care placement patientstis according to

their level of social behavior. In fact when social behavior is assessed
by a structurcd 1nterview such as the Minimal Social Behavior Scale (Farina,
Arqnberg & Guskin, 1957), the regressed patienta score quite jlow compared to

other pstient groups. Dinoff, Finch, Finch & Hobbs (1969) were able to

o7
2

discriminate between patiénts. on an open and on a locked ward -on the basis

of thtii lcorea on the same tcst. Sternberg & Miskimus (1972) have shown

1

the test to differentiate anong thoso patients refused and those given

job_ placements. Many writers have described the effects of the institu-

W 4

tion over time leading to total apathy and withdrawal and very limited

sponcanoouaiactivity (Gof fman’, 1961; Soun.r & Osmond, 1961). Several

authors a1§0wpoiﬁt out that institutions havn’hhdoubtédly produced these
symptoms over and above the problem which initially led to hospitalization.
In fact, after a few years the original presenting probl{:Fis hardly

focognizabl. (e.g. Somnon(g Osmond, 1961; Rabpaport et al., 1971).

%
e

Y
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Some researchers liave assessed the lack of socialization and ‘ /7

interaction among chronic patients through careful observations. hchooler‘q |

& SpoqE (1960) report the results of systematic opservation on a ward of 50

-

patients institutionalized an average of almost kivg years. " The ooservet,

recorded all social contact among patients for-several—ueeka. A contact
v :

was defined as any action of an.individual which had the effect of stimulating

or modifying *the: behavior of one or more othera: The measire of interest

c*

was the number of relétionships or recurrent contacts with tié same perspn

r

each patient had. One thitd of the ward had -no telatignshipa and remained -

totally withdrawn. Onf third had telationahipa uith one or tvo othera

and one third of the ward had elacionahiph Hith three or more othets.
Spohn & Wolk (1963) found similr results even dufing structured problem
solving: sessfons with similar patients. Hunter, Schooler & Spoha (1963)

attempted to measure paéterna.of bghavior on a locked ward of -one hundred

-

male patients hospitalized for close to a decade. Six months of obsérvations "

r

showed that patients interacted socially 2.72 of the time, Ludﬁig (1971)
- using an identical obaervatiqn scheme found male schizophrenics inatitutlonalized
for six years iuteracting witiA;ach_pther 1.2 of the time. Most recently -
Carlsom, Jaffe, Kgller and Pe:rari ¢1972) in & pilot projecp carefully -

observed tvelve chronic pJ;se;i:,holpicalizad over fifteen yearl id a varie
)

of aettinsa. Diring meals, occupational therapy, recreation, and visits / -

to the loGnge the patients looked at each other less than ome-tenth of the
, . . -
time and spoke to each other for -three out of every thousand-. observations
. 3 L * , - . , ‘ 1 . .
(-32). ) ¢ .' ’ /o




It can be concluded ftﬁn'the studies cited that chronic patients-
are indeed socially vithdrgygj_Qi;h the more regressed, "hardcore" patients
exhibiting very few sociai'behavi;rs. It would follow, then, that re-
habilitation efforts with these patiénts should focus on teaching an? facili-
tating thé expression of‘soc.}al skills and increasing the socialization®
and interaction among p§£1eﬁts. Several authors have already stressed
the need fo; rehdbiliiation along these lines (e.g. Weinstein, 1967; Paul,

) 1969). Unfortunately, few investigators have.attempted to explore the

possibility of systematically training social intqraction skills in the

3

- -~

chronic population.
: - 4
[
- By far the largest active treéatment programs with chronic patients

have been carried out by operant psychologists. These psychologists,

£

_— . with the impetus from Skimner to objecﬁively define and measure behavior

- . and—to change behavior by environmental consequences, have imitiated both

4
3

. iﬁdiyidual and .group programs in the past decade. The'nodel for the gfou?
' . irograns'in managing entirg wards is best exemplified by the Ayllon &
A;tin (1§65; 1968) token economy. The principle 1&volved is teaching
patients .elf:;are llg?LOtg skills with the token providing immediate
ueé;ndary reinforcement and a bridge to the primary reinforcement of the

1 patient's choice; Reviews of various token economies have repeatedly -

~

lho‘q that contiggent tokens effect and maintain significant chapges in

various specified target behaviors in patients (Kazdin & Bootzim,.1972; |

‘ d cnrlooq; Hersen G'B", 1972) . For the most part however, token economy
programs have focused upon work and self care behaviors and have largely
ignored wocial behavior.

’ . -}
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: . " )
Schaefer & Martin (1966) gave patients tokea reinforcememt for

social interactions as well as p;rml hygi.en\e and adquate work perform-
ance. Although they report a decrease in apathy in p;;i'alts. that Q,
more behaviors recorded, they ptovide no breakdown for the effect of
tokens on interpersonal relatiou,s. Atthowe & Krasmer (1968) reported a
sligh: increase in socialization with chxonic‘pau,eq;s a few mouths after
the initiation of a token econowmy program although there -0 dipect
reinforcement for social behaviors. One token program that ized
social skills was carried out vith higher level patients in a half-way house
pro(igra- (Kelley & Henderson, 1971). This stndy focused on social behsvior
dxlz;mg ‘informal group meetings, games, and role playing sessions. Psychotics
were found to increase their rational coherent comments, conversatious
_and assertive behavior in these situations by means of token reinfotée-ent
Similar studies directed towards the social skills of chromic, regressed
'p;‘tient':s are notiée;abl’é by their absence in the literature.

in review, then, the token economy programs cn the whole have.
done extremely well in modifying within hospital behaviors. However, for
the most part, few prbgr-s have been reported that have been able to effect
and maintain social behaviors in chroni¢ patieats. Kazdin & Bootzim (1972)
have suggested that lmstijators have avoided the modificatiom of complex
behaviors such as social interaction m of difficulties in deéfinimg and
monitoring these behaviors. Another proplem is that the operast level of

socisl behsvior is so low that the tokens hsve been hard to apply (Baker,

1971). That u; tokens are usually applied to alresdy occurring desirsble

o
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behaviors v:i}ﬁhe\inteutlbn of Mcreasing their frgquency. However, social
behavior in chronic patients is so 1nfrequ|; that they would be- difficult
to re.vard . '

. Individual operant conditidnipg programs- \Qave been employed to
train social behaviors in chronic patients. King, Armitage & Tilton

) uoed wvhat they called an '"operant interpersonal' method., They

)
taught patients to ptess levers for reinforcers, at first individually

..and then in cooperative pairs where a problem had to be solved in the

-

- T . | 2
pattern of lever-pressin'g. Ward observations showed patients receiving

Eflil practice to be less withdrawn then those receiving no treament

verbal therapy, or recreational therapy. Numerous case studies have

been reported in which previously mute or near-mute patients are reinforced

for mccusi.ue approximations to normal speech (e.g. Isaacs, .Thomas &

Gol;'lia;ond, 1960; Sherman, 1965; Sabatasso, 1970). In all these cases

t.he patépts were trained in successive utages fron moving their mouths,

to making grunts’ or sounds, and finally to verbalizing words and phrases.

Geuetal:lution from speaking to the experimenter to other persons was weak
.

and needed to be explicitedly”tra:l'ned. In one case (Isaacs, Thomas &

-

Goldw, 1960) the generalization of reinstated verbal behaviors was so

. poor that the. patient would only respond to the experimenter in the experi-
. —_ \

. mental room. nqm/uen) u@j larger groups compared the use of these

operant treatment me no treatment in a crossover design. After

tventy~-five sessions with rein t*contingent on verbal behavior, Baker



‘0‘_,1

improvement in a standardizéd test of conversation which had been included

< -

in the training. There was no difference between experimental and control
patient's speech output on the ward as assessed by the nursing ;taff.’ In
summary, these studies are encouraging in that speech can be initially
reinstated in patients aléhough.the techniques are 16;3 and arduous. Very
little evidence exists, however that once this behaviour -is 1nltiated with
the therapisE (experimenfér) it will generalize to other person; or settings.

-

The Potential of Modeling Therapy

'

The token economies and individual operant programs have shown
promise for the rehabilitation of the chronic patient but have shown limited
results in teaching or eliciting social ski{ls. Obviously innovations are

needed. One such innovation, modeling, has been suggested although little *

research assessing its feasibility exists. Bandura (1969, 1971) hag recommended

) the use of modeling or observational learning with paychiatric patients

'with gross behavioral deficits. In that much evidence poiﬁts to the importance

o

of modeling and imigation in the developnént of soclal behaviors (Bandura
& Waitets, 1963) it may brove to be a valuable tool in resocializing the

extremely regressed patient. Bandura (1971) reasons that little systematic ~°

work has been done on modeling in psychiatrie back-wards because of‘i{

"strong allegiance to operant conditioning methods.” The possibility is

that this neglected treatment may actually be fruitful in complamenting

-

the operant approach (Davison, 1969) and especially so when applied to |

the learning of social behaviour (Rachman, 1972).

.
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It should be noted here that the dichotomy between modeling and

-

operant techniques is drawm for clerity in the present discussion. In fact, -
¢ the procedures overlap although there is a different jargon and emphasis in

y each approach, Tie operent approach stresses chinging behaviors by the con-~

] %
> nequences of thece behavioro and recognizes the need for priming or prompting

technique. to ;nitially raise the level of behaviors to a point where they

can be easily rewarded. Modeling on the other hand,"gtresses the antecedents .
of Ibehavior in learning b? observing others. The modeling approach .recognizes
.the importance of behavioral consequences bur sees these as facilitating per- ’

for-ance rather than vauisition of responses per se. Thus, the present study

recognizes the false dichotony between the approaches but makes the distinction

4 . ot
in reporting on the literature in the two areas.

" Some evidence already exists in research with nomal and autis-

tic children that modeling may be relatively potent in overconing social
witheraval.‘.o Connor (1969 1972) has denonstrated powerful effects for
an half-hour nodeling film enhancing social interaction among isolate
aursery school children. The film icted increasing boisterious inter-
ictioﬁ. among children with favourable con.equences for the models. This

\\_/A '™ ] -

single exposure led experimental children to increase interactions (de-
‘hmd as behaviour directed i\oard another child with his reciprocation)

in the class as compared to a control group who saw a film about dolphins.

It shouid 'be noted thau”replic&tionl of this study have cast doubt on the .’

}l

s robustness of tlie treatment (Wasson, 1971; Keller, M72). In his most

recent study, 0'Connor (1972) rcplicated.hio previous finding and also
’.-'" ) . : g .



showed that modeling was more powerful than a shaping procedure, -The

shaping procedure consisted of attentiqp and praise for successive sp—

proximstions to social intersctiqnsw Ross' Rbss, & Evans (1971) described

h‘case study with a'six year old an who was extremely withd;swn. A N

modeling procecgre with the therapist physically guid@ng the youngster -

snd participating along in interactions‘sodifiec thé‘vithdrswsl, ;1thosgh

the study doesn't allow one to conclude what aspects of the treatment

- produced the effect. | e
Aside, ft&m the modeling‘etudies vith "normal® isolstc children,

Lovaas and his associates have shown similar results with sutistic_cﬁild—

ren with gross behavioral deficits. Lovaas, Berbetich; Petloff‘i Schaeffer

(1966) have demonstrated the power of imitation in systematically teaching

speech to these children. At first the children were.rewlrded for any

sounds produced after the therapist said something. Theynue;e‘theg fe-

wsfded'if the sound ggsémbled :ﬂ; :ﬁersbistis, and finally exsct sstching

was demanded. The inication techinique led to the production of large -

vocabularies conpared to the usual lack of normal speech in sutistic

children. Lovaas, Freitas, Nelson & ﬁhalen (1967) have slso ptssented
sone-dzts to suggest the use of imitation for the develop-ent of other
social and intellectual behavior. Through much initial physical and
verbal prompting ss well as continuous reinforcement,)Lovaas, Pyeitss,
Nelson &.Hhslcn were sble‘:o‘prgduce_s high level of 1‘ ~verbal imitation

. . J e .
which generalized to- the extent that novel, unrewnrdsq_behsviors~wtre .

'inits;ed upon first presentation. Lovaas and his associates were able to

|
N

e
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utilize this generaljzed imitation to teach autiszgic-thildren social be—

" -

haviore such as smiling, nodding, and arm waving as well as learning cd draw
and play games they had'ptéV1ously ignored.

'.

The results with both normal and autistdic childrem confirm cie
_;potenty of observational learning as a way of teaching and elicioing com—

plex social behaviors. Some preliminary evidence alsc exists in -work wica

. -~

adult psychotics to suggest that exténding modeling to this pcpula&icn

would be a worthwhile endeavor. In one of the cases outlined by‘Sherman
¥ ' - 9 v‘ -
(1965), the limitations of simply .controlling the consequences of behavicr

“—~alpne ‘and the reasons why imitation may be more efficient at first ate’ guzzzga
out:. Since the pstient has an inpovetished behavioral repetoire there za> e’
‘Metle to shape up. That is, if the rate of initial responses is low it may
be impossible to get to‘the terminal behavior via shaping or it nay be an
iA;fficient drawn-out process. Sherman (1965) for ;his Teason use&’iuiczaﬁmi
training to eliéit the resp0ns; he could reinfarce. In a fev‘$essians he s
able -to get a schizophtenic, mute for 33 years, to start naming objects afrer
training 1n non-verbal imitacion. In contrast, Isaacs, Thomas & Goldiasmond
(1960) in thelr case reports waited for. spontaneous vocalizationq before
they began shag}ng. Baker (1970) recoumends 1nita$}on as a vical snpplgn:zzzrw
proc;dute. In analysing his insignificant results in using only coucingzu:
r;inforcelent to reinstate speech in chronic patients, he hypothesized tiar

-

modeling may have been both more econcuical and sgﬁcessfnl.

L)




<

Wilson & Walters (1966) have dong one of the only systematic studies
of modeling with chronic patients. They chose extremely regressed schizo-
phrenics on the basis of a ward rating scale which nggé'sted ti’mt /they'

‘'were almost mute. The task that was modeled was verf:alizing to colored
slides. Two groups. of pa(ients were expoged to the model, with only one
group of the- reinforced for imitation. A third group served as ar no-
treatment coutrol. A comparison after treatment showed no significant
djfference among the three groups on a measure of vetbalization t(; various
coloured slides. However, a significant linear trend was found for verbaliza-—
tions over sessions for the model and reinforcement group with t;o such

trend being significant for r.he other groups. The ward ratings clearly

showed no generalization effects with half of the patients being even

less talkative. Wilson & Walters (1966) recommend that this treatment

- B - . i
may in fact be successful if it is carried out in a series of settings, ™ \

l. - -
with each aétting approximating more glosely the milieu in which the

patient customarily exl;ibits most behavior.

Gutride, Goldstein & Hunter (1973) have, seven years later,
taken up this reco-endation. These authors aitenpte‘d to socialize both
acute and chroanic patients with a trut-ent package that included vide‘-
taped demnstntions of appropriate 'sogial behavior, role playing,
therapeutic instructions, feedback, group discussions, and ddi&;onal;
psychotherapy for half of the patients. Compared to patients who received
B0 treatment, the treatment group improved their social behaviors as méa

sured by several rating scales as well as oburvatibm. made during #
' ’

4
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structured interview, Unfortunately, no.generalization of treatment

2

effects was found in observing patients in their &aily environment. A
major problem with the study, which the authors themselves point out, is

that the complexity of the treatment package makes it impossible to isolate

the important component which accounted for the behavior. change. Nonethgless,
the results of the studies by Sherman (1965), Wilson & Walters (1966), and
Gutride et al. (1973) clearly warrant a closer examination of imitation-

-

based techniques with chronic patients.

Modeling and Instructionh A -~

Recently, a n;jor controversy has arisen within the mbdeling
literature. Basically the issu; reduces down.to why show someone what
to do when you can tell him more éasily. Bandura (1972) considers idstructions
?o be verbglly symﬁolized models that should be equally effective given
that-the person being instructed has the appropriate receptive language
skills anhd the instructed behavior is in his repetoire. Marlatt (1972)
considers néieling more effective than instructions only if the task to
be performed is highly ambiguous. ﬁzrlatt argues that for the most part
modeling is inefficient because the observer has tolinduce a é;neral rule
from the behaviors he sees and then deduce other examples of this behavior.
However, with instructions the rule can be stated and the process is simply
;ne of deductive reasoning. On the other hand, operant psychologists

consider modeling and instructions equivalent in priming or instigating

behavior tg}bc reinforced (Kazdin, 1973).

r>
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-Instructions and ﬁodeling are confounded in treatment, Modeling
. e
displays of appropriate behavior shown to clients are'bccompanied‘by‘tlear

instructions about the ‘behavior to be perfotm{?. Rathus (1973) in training

>

undergraduates to be more assertive through modglinguhad a strong instructional =

component which he called "directevaractice."- Similarly, McFall & Lillesand in%

(1971) confounded their modeling of assertive behavtor with "coaching."

An interesting question arises from these studies. sﬁﬁét would have happened -
) " \\ &

with a treatment in which clients were only coached or directed without

. . %
the benefit of any modeling display? Goldstein, Martens, Hubbens, Van Belle,
‘S
[]

0

Schaaf, Wiersma & Goedhart (1971) have provided som% insight intg this )

<

issue in their attempt to train psycboneurotic outpatients and high functioning
inpatients to be more independént. In an endeavor to ‘assess the therapeutic
efficiency of modeling, they compattd a pure modeling coqgition with g
treatment combining a few modeling digplays with specific instructioms.

The authors. found no difference in the two treatments and raised q;eations'

about the need for -elaboratesmodeling displays. Unfortuﬁately, the authors

’

did not test for the effectiveness of the treatments in terms of the patients'
. o ‘ -
independent behavior in real life situations. i
2.

Several studies directed toward 1nduq3ﬁh e;graggfte;’to be

"potential therapists or*Q\:ter clients have been conoiltent vith the

Goldstein et 7al.*(1973) findings. The target behaviors in these studies were
. A p

a7

tge abilities to -elf-disg{ose information or undersgtand oth’rl' self-dis-
closurea. The.results have suggested thatvnqgiling and instructions combined

(Whalen, 1965) or instructions alone (Doutet, 1972; Green & Harlatt“i9725 \\\“‘—-_.

t , . . -
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are more effuctive tﬁan”modeling alone. Most recently, Rappaport, Gross N
& Lepper (1973) attempted to compare sensitivity training and modeling
ko] ¢ -

in training underggaduates to be effective therapists (i.e. more self- -

disclqging and understanding). Thé;efficacy of the training procedures

was nullified as scon as an untrained group of students were given specific
<

instructioms as to the target behaviors required. .The results led Rappaport,

el al. (1973) to.conclude that modelini day be a highly inefficient form of

training behaviors when comp;red to a specific set of instructionms.
Invegtigatiog into imitation in chrontc psychiatrid patients

confirm “the potency'ofAiﬁdtructions.; Ayllon & Azrin (1964) have suggested '

that instruﬁiiona dfe‘an important part in initiating new behaviors to the

leével where reinforcement can maintain them over time. Carlson & Jaffe (1973)
have .gshown that instructions alone are just aé effective da reward in imstiga-
ting and naintaining initation over a brief period of ‘time. Furthernote
instructions algne were found to be as effectiVe as a modeling display in
teaching sinple verbal and non-verbal behaviors. Clearly, then, aay study

attenpcthg to gvaluane the efficacy of modeling shouid provide a comparative .

3 . , 4
4;1ysis of a t}eatnent based sglely on instructiona. ’
THE“Preaent Stud - s :
. e!‘s'rl . KN

Z: '+ The purpose of the present study was to evaluate the impact

¥, p— ' i
.of nodeling therapy on chronic psychiatric patients. Specifically,

-

patientl fron ongst.those functioning at the lowe.t level in a iarge

L ]
piychiatric 1uati§ytion werengposed to a videotapod nodel engaged in a
Y

variety of«aocial situations. The patients were ina;ructed to imitate

er -

A
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each interaction ‘tliat they observed. Another group of patients were simply

g,iven' instructions on how to interact without the benefit of first viewing

[ ]
the model. Since previoq\g research (viz. Henderson, 1960; Schnore, 1961)

has suggested' the benefit of providing chronic patients with structured
- - -
social activities, a thirxd group was 1nc1uded wvho received, as much treat-’

°

ment time attenti.on, and activity as the nodeling and; instructions groups.
i The major hypothegis investigdted was that the modeling treatnent

. < '

'woﬁld be more pwerful in inducing social behaviore in patieﬁts than theic, in-

«©

struction procedure. Both the modeling" ‘and instmction groupa were- hypothe—

eized(to show more aoéial behavior than the attention group ‘after treatnent.
AR
The social behaﬁ‘iot ‘was assessed'aithin treatment seasions, within a contrived

situation ﬁimilar to the-training one and in evetydayuhog,pital activities. A

further hypgthesis was that the increaae in social ®ehavior would be pirnlleled
¢

by increases in the patients level of functioning vithin the hospital.
. ’ '
s @
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~ treatment responsiveness to the tﬁerapist interactions. obsefvations of A

: e
on a maintenance dosage of one of the major anti-psychotit medications.” The

o
» Chapter Ir

AR Method

écqpral Design

A group of male chronic psychiatric patients were assigned at
random to one of° three treatment groups. The.modeling group (Modeling) :
was exposed individually to a model displaying appropriate social behaviors

and instructed to imitate what they saw in interactions with the therapist,

LX)

A second gfbuP (Instruction) was éigply instructed on how to interact
without the benefit of.a model/ The third group (Attention) was provided
by the therapisf with opportunities for interactiom without prior exposure

to éither_insiructions or,a model. Dependent measures consisted of within

patients' social behavior in both contrived and natural situatioms, and

the patients' level of functioning within the hospital. L ,
a P

Subjects ‘ R’

R .
The patients chosen for treatment were twenty-four males from a

f

chronic ward at St. Thomas Psychiatric @ospita}, St. Thomas, Ontario. yzhel

patients all came from the same locked ward, Almost all the patients wii&

ward was managed by means of a token economy in which the patient received
tokens éontingcnt on self-care (grooming, oral hygipne)'and work (bed-—

making, ward cleaning) bphav{or. The tokens could be exchanged for :angibie

-
3

reinforcers such as candyz soft drinks and cigarettes.

° . -
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- patients had been admitted to the hospital only one time (1.33 times) and had

~ farm labourer and had never married. ‘

- (Wechsler, 1949) and the Peabody Picture’ Vocabulary Test (Dunn, 1959), the

_mental deficiency with psychosis (5), mental rotard;:ioh (4), alcoholic

18

E)

N .
On the average, the patients were in their late forties, having

spent at least two decades (21 years) in the hospital. For the most part the

never been discharged. The patients’ histories“suggest low premorgid com-

petence (Zigler & Phillips, 1961). - {f an average profile was drawn of a

o~

patient in the study, he could be describea As having had public school
e

education®(5.33 grades completed). He occaéionally had been occupted as a

On the basis of the Wechsler Intelligence Scale for Children ’

average patient was equivalent to an eight year old -in expressive ianguage
skills and equivalent to a nine yeér old in receptive language ability. The

descriptive data on the paiiéngs tavolved in the research ajre presented in
{ B

Table 1. One-way analyses of varifance indicated that the three groups did

_ Al
not differ significantly from one another on the basis of each of the variables

listed. J~j A - - L ~a
The only criteria for patients being included in the study was

that they were cooper;tive enough”to walk into the treatment room with the

therapist and that the ward ;taff felt. that they were ;eiagively withdrawn.

The twenty-foﬁr patients ihvolvcd_jn the research had been labelled in a

variety qf vays:'paranoid'schizopﬁrenia (5), catatonic schizophrcpia (2),

psychosié (2), achizophrenia-JB}her and unspecified (6), Hebephrenic

schizophrenia (1), and general paresis of the insade (1). Three Ss, ons

¥

»
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| TABLE 1

»
’ 1

Descriptive Data on Experimental Patients )

2 .

Treafmna Group Assignment

© . , < All Groups :

Variable Modeling Instructions Attention Combined ‘F ratio
. - (n = 7) (n'= 7) (ne17) (n=21)_ fdf = 2/18)
Age (years) 48.00 45.71° 43.00 . 45.57 L oe 2 o Y
Length of - 5
Hospitaliza- T 21,29 ° ‘17,29 24,43 21.00 1,21
tion (yéars) ' .
Number of ' .
Admiasions 1.43 1.43 oL 1.33 . .55
Education . IR ¢

, (highest 4.43 6443 5.14 5.33 .76

, grade . .
coupieted) .
Vocabulary .
Score from : ' B
WISC (raw 21.14 8 31.71 ‘ 20,29 24,38 1.73
score) (age (7-6) (10-6) (7-2) (8=6)
equivalent in - vt
years-months)
Peabody .
Picture - fa
Test (raw (6~4) (10-7) (8-2) (8-6)
score) (age
squivalent in
years-months) T
o N . \ : l-"L : ¢
d -
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frox;l ‘eich group, were lost during the coul"se of the study.
' _Treatments

Therapist. One therapist was involved in all the treatment
conditions. He was thi;‘ty—nine Srears of age with sixteen years.expetience ,
as a psychiatric attendant. His level of education vas'grade twelve, He o
recen;ly completed a programed learning course on the principles of be-
havior modification. The therapist had been involved for two years with
the development and maintemance of a token ecomomy progran. He also had
a years experience with the audiovideo tape techniques and the production

of imitation in the chronic population.

\ Modeling. The pat:lent§ were taught social skilis as i:hey might
apply in two situations. The situations were having coffge and cigarettes
with another person and playing a gaoe of ring toss. Each situatior was further
divided ﬁ:to two ;oles: ert and initiator. 1In the respondent role the .
pal.:ien'ts were taught how to respoad appropriately to social overtures and °
mecheb initiator role patients were shown how to initiate interactions. The
patients had twelve thirty-minute sessions in all, in the following o.tder:
cdffee-respondent role, coffee-initiator role, game-respondeunt role, and
game-initiator role (three msiom of each of the four).

The modeling treatment involved cxpo-m to vi,deotapod d-onstracw
of appropriate social behaviors. - The sct;!.pri:. fo'r the twlv.ld.otapu employed
are preseanted in Appendix A. 3Briefly, each videotape showed an eatire
interaction sequence (coffee, game situation) with the wmodel being first

i

the respondent and then the initiator. After displaying the entire sequence,

<
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the tape showed a break-down of the sequence into each component interactioa.

" Each interaction was followed by an instruction to do what the model did

and a fiftéen second blank on the videotape to allow the patient the opportunity

to rehearse what he saw. _ .

,

The therapist instructed the patient to watch the television moni-
tor and then played the appropriate aegnent of the videotape. If the patient

did not resppnd’to the videotape, he was given one repetition of the instruc-

tiomw by the .therapist.

Instructions. The group that received instructions followed the

same counditions as the modeling group. Thatais, th; therapist follgged the
same sequence but rather than exposing §_to£the videotape he rtstructed the
patient on the appropriate respopse. For the respondent condition the thera-
pist initiated an interaction and 1-ediate1y instructed the patient on how
to respond. For the 1n1tiator condition the therapist imstructed tbe

patient on how to initiate each interactionif"ln all cases the patient was

given a lécoadrin-truction‘if-he did not respond. If no response occurred,

then the thq;lpiot moved on to the next interaction. The list of instruc-

tions used for all four conditions is in Appendix B. :

Attention. The patients who received the attention treatment

»

were given opportunities to interact with the therapist but neither saw

the_vidcotaée nor received imstructions. In each of the four di{fcrent types
of sessions, the therapist followed a definite script in his interactiom
with the patient. Thc.-cript is presented in Appendix C. For the respondent

conditions, the therapist said his liné and then gave the patient a chance to

L]

-
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respond (approximately 15-20 secomnds).” He’repeated‘the line once if the
* . - - a ,’ .

-
-

patient did not respond. ' g . N -

r

The initiator’éb@menc-Qg/%hé’iffeniién condition was harder to con-
cﬁptualize but an attempt was made to make it comparable to-ché'treatment
groups. In the'initiatof conditions, the therapiéﬁ waited for the patient

¢

to initiate an interaction and then responded. If the patient did not iniii-
ate an interactioﬁ (after 20-30 seconds) the theraﬁist responded with one of .
‘his lines anyway (Aﬁpendix C). The verbalizati;ﬁs here were chisen so that
they made“seﬁge eithe; as a response or-as an open-ended statement) (e.g. "I
would s;té'liié‘some coffee'"). 1In all conditions the therapist would attempt

to steer any tangential conversation back to the scrI;:T\\\ R

Dependent Measures

- »

Within Treatment Reqponsiveneé;. As'not;d above, patients
were trained both to respond and initiate'verbal'1nterac£ion_in two social
situations. The situafipns employed were h;viﬂg coffee and playing ring
togss with another person. In all three condiE;oﬁb patients were given a ’
structured set of interactions to which they could resp?nd. The only dif-
) ference of course was that'one>group was shown a model and'instrucéed to
respond, another group.was only instructed to respond, a;d the third group .

was only given an opportunity to interact with the thctapist. Oné dependent

measure then was the number of times the patient responded to the therapist

during the respondent and initiator aqaaiéhs. Any verbal response at all,’

' irrespective of itd appropriateness and duration, was scored as a response.

The list of statements that the therapist said to the patient in all the
4 N .

d -
4 ’
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sessions is shown in Appendix C. A further measure of treatment res-

-

ponsiveness was the number of words spoken during one arbitrarily chosen’

session., The session chosen was the first in which the patients were trained- )

on how. to initiate verbal interactions while playing a game. This session

3

was tape recorded and the number of words spoken were counted. The number

Y

.~ . of words spoken by each patient was taken as the dependent measure.

"\ ’ Observations of social behavior' Observers,. The observers

Jked in the present study were both graduate students in psychology. = They

were trained intensively for a period of a week in the use of the observation

L3 i -

scheme outlined below, Both observers were blind as to patient assignment to
treatment as well as the purpose of the research.

Obgservation Scheme. .The definitions of all the behaviors

observed and a sample gecording sheet are presented in Appendix D. Thé method

of observation was a ten second interval time-sampling procedure., The major
categories of interest were: 1) Other-oriented behavior (0)—any one or more

of the followihg social behaviors 1n3qpedent of the response of the person to-

. ward whom the behavior is directed: idoking at, smiling, physical contact

-

¢ LN

with, giving, or verbalizing with another persog;..g) VerbélizationsJ(V)-— i

any verbal behavior directed towards another person. 3) Reciproéatgd other-

4 -

oricnfeg behavior (OR)--any other-oriented response which is followed by or
aoccﬁrs with ‘a soc1a1~rcsponse from another ﬁbrsgp Qg;igg the observation
interval. The roliabiiity for tﬁes; catcgor;ed.weé¢ ;alculated‘by taking thg
percentage of the number ;f agreemants over the total number of agreements

-

and disagreement of occurrences of one of thc/;?kogories by the two observers.
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These reliabilities are based on half of the observations in both hospital

and contrived situations, before and after treatment. The reliability é%
F""’s‘,} . ~
the observers for each of the three major observation categories is presented
Q
in Table 2.

A further breakdowm of the inter-rater reliabilities in both con-
. e
trived and hospital situations is presented in Appendix E. The reliabilities

‘ - -
are somewhat higher overall for the contrived obgeravtions as the patients

vere observed in a more tightly ‘controlled enVironment . ‘In all situations

it was stressed to the observers that their recordings should be independent

of one another. Random checks and the .observer's seating position would sug-

'gest that they did not confer:about their observations.

Observational situationd* Contrived situations. Since the pat;entl

were trained ho; to interact yh;lejhaving a coffee and while playing a gaie_of
ring toss, they were obse;veﬁiin‘tnese‘situationsf . ' .

These observatiqﬁh were dbne'before treatment; immediately after
treatment and a Wonth after :£eacmgnt.' All observations ;cre completed by

.

observing the patients Ehrbugh a one-waf mirror. For the coffee situations

assessment patients were.brought into the room in which there vas a table,

two chaira, magazines, coffee, cups, cream, sugar, two cigarettes, and a

couple of matches, The patlents were randomly paired within treatment groups

for these observations. The patients were given the following 1n§5;ﬁ¢tions:’

"I~uant you two to have some coffee and cigarettes'togecherf Try to talk. to

each other when you'fe in the room.” The observations were commenced after

“ a few minutes and continued unziigtty-two bburvation. were c.o-plctod on

- - ' ‘ y
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e TABLE 2

Reliability of Observers

()

(1A}

Category of , . o Agreements plus .
Observation ) Agreement s* Disagreements ?¢1135§££ky’///,4
’ Other-orientad . . .o )

- -“* Behavior (0) ' 396 i} 511 R & S5
Verbalizations (V) 70 CoLT9 88.62
Reciprocated-Other JREEE o .

Oriented Behavior (OR) 120 147 . "y JB1.62

does not include agreements that the behavior has
reltability caIcuIated is a conservative estimate.

*Agreements refer to, agreements that the behavior observed has occurred aad

not occurred. Thus, che
" .

3




eaéh patient. The game situation assessment was similar except that a'ring

toss gané was placed on the table and the following instructions gi;en: ﬁl
want you two to play a game of ring toss together and then have some-coffee.
Try to talk to each other when you're in the room." In each assessment period
'. . the expgrilfnter (therapist) would leave the room as soon as he had given the
instructions.

.Bospital Situation. In order to test for the.generaliiation of social

bghaviots learned in treatment %situations to hospital situations patients were
observed both during meals and in the lousge. The observations done during
meals were done for lunch and supper. The patients sat atriables for four

and were observed for an average of forty fhter#alg.(range 32—@6). The ob-

sexrvers, visible to the patients, tried to be as unobtrusive as possible.

/
4

/]
Buring observations in the hospital lounge, the patients were brought in groups
of four from the ward and allowed to do as they pleased. The lounge is open

to all the patients in the hospital and contains a éanteen, pool table, colour
television, several couches, and a dozen coffee tables with sets of ;;tching |
chairs. Patients were again observed nnobtrusivel{ for an average of forty
intervals (range 32-64). Similar to the observations done in the "contrived"
situntio;s, the hospital observations were done before, immediately after,

and one wonth after treatment.

Level of Functioning: Tjpe following measures were chosen as 1hdices

of the patients' level of functioning within the hoopital.

4

Privileges: The ward on vhich the patients in the study resided

had two exists. Both were locked because it was felt that for the most part,

\ o e \ S AN
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patients needed supervision. Sone;patients were granted limited parole for

an hour or two if thgir Behavior was "éopd“ as judged by the ward staff

and pgyghiatrist. Work parolé was given to patients who behaved well enou?h
to take a job off the ward. These patients were trusted to go back and forth
f;om work and given additional time off the ward unsupervised. The patients
who functioned at thg highest level on the ward were given complete ground
parole. These patients could leave the ward almost any time just by asking
the ward staff Eo open the door. For the purpoé;;\of the study these
privileges were ramked in order xPat they could be used as an ordinal de-
pendent measure (l--no privileges, 2--limited parole; 3—work parole; A—Jﬁround
parole). The level  of privileges were recorded before treatment and one month
after treafnent. |

Tokens and Money: As mentiqnea previously patients involved in the "

Eesgarch were on a8 token economy. Tokens were pgid for a variety of self—‘
;sre and work behavior. Tokens coﬁi&.be ear;;d déily'for brushing teeth,
general cleanliness in grooniﬁg.and dressing, making beds, performing ward
jobs, and gbtending music or recreational therapy. The amount of tokens
earned per week was recorded before trehtncn? and immediately after treatment.

!
A follow-up measure was unavailable due to a major reorganization in the

hospital in which several patients were moved to another ward and taken

off the program. — \

T~
. -™»
Patients who were performing more difficult jobs on the ward

(cleaning, working in kitchen, running errands) or off the ward (industrial

thergpy) were earning money tn Addition to tokens. The amount of doney

r



earned served as another measure. of treatment effects. Since changes in

b

earnings are not frequent these were recorded before treatment and then

again one month after treatment.
o

Psychotic Inpatient Prefile: ° ?he Psychotic Inpasfent Profile
(Lorr & Vestre, 1968) is a rjtidg scale that focuses on certain dimefisions of
behavior that are th&ughf to ;eflect psychopathologyf’ The te;t is completed
by ward attendantscafter carir-f;xl obsex_'vatio;t of a patien.c over a three day

period. Each dimension (12%n all) is composed of several statements of

behavior that are rated on a|four point scale in terms of frequency "pbt
- N

”

at all" to "nearly always."
i

For the purposes of the present study ‘three scales were chosen ,,
L }

Q

from the Ps&chotic Inpatient Profile that best Feflect i;vel of functioning.
The '"retardation'' scale assesses thg extent to which the patiene'iéAsluggish
in speech and ﬁotot behavior. It attempts to define slowﬁess to the point
of apathy and stupor.: The "seclusiveness' scale describes how withé;awn

the pat{ent appears on the waréj The nu?ber and qu;iity of interpersonal -
inferactions are assessed over a three-day pet:iod. The ''care-needed"

scale reflects how much supervision the patient requires. Lorr & Vestt(ﬁ
(196?) consider this scale aacé measure of -competence. A high score uéuld
:l.ndi‘c'éte a patient with an inability or t:nvillinsneas to care for himself.
Al'1~ é~ Psychotic Inpatient Profile (PIP) scales were completed -
by two wa‘rd a teﬁdanté. Each patients’ score was the averngt of the two
scores given to him-by the attendants. The ward staff was blind as to the

assigmént of patients to the ;arioul treatments. The PIP rat'ingl vere com-
\ -
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;leted before treatsient and again one monmth after treatment. The attendants
wére insgxucted to complete the PIP tatings independently and there is no evi-
dence that they did not comply. The 1nter—rater reliability for each ‘scale
And each.qgsessmont oe:ioﬁ';s presented in Appendix F. The reliabilities‘
(Pearson's f) ranged {rou .65 to .35 with an avefage agreement of .76.

\

Minimal Social Behavior Scale. A further index of the patients’

o

level of social behavior ehbloyed in the present study was the Minimal Social
— e

Behavior Scale (Farina, A:enoerg; & Guskin,il957). This test is an interview
. ’ .

assessment of 1nterperézn¢l beRavior such as appropriate greeting, orientation

to instructions; verbaidzsppbnses to questions ‘and absence of inappropriate

. .
-

mannerisms. The interviéw ‘was completed by an advnnced clinical psychology

graduate student before and one month after treatment. -

Overview of dependent measures. In summary, the dependent measures

v

att%mpted to assegs the potients' social béhavior and lovél\of functioning

» N -

‘within the hospital. The social behavio?gpas assessed wiéhin treétnent within

simtlar siPuations to treatment (coﬁtniv ), and wichinvthe hospital environ-

kg ¢

- 4
" ment.¢ The observations of social behaviors vere assessed before, immediately -

wr

after, and one month after :reatnent For most of the level of functioning
1]

neasutes the data was .collected before treatnent and during the one month

follow—up. A summary of chex-easurea and ‘when they were-collected is presented

{n Table 3. ‘ oY
By . | .
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S T The Summary of Dependent Measures and Assessment Periods - i
- & .
- s u‘ :.. o K .
Before - During Immediately.  OneMonth

Dependent Measure , Treatment Treatment After Treatment Follows=up

— we
@

« Number of’ Verbal

<
o

Responses to Therapist

(Respondent and Initia- X )
tor Sessions) - . )
DRI \ Number of Words Spoken
> during Initiator-Game . X
. . Session
. . - . . » ¢
Contrived Situations X X ° X
: Obgervations . ¢
o Lo Hospital Situations X - X X
o Observations S )
’ Y B 2 FE) . H . " o N 5 w3 : 4
Privfleges ’ : ‘ X .. . X
- o .) s
Tokens b x X
s ° ; - } | 2
' ~° Money | : ox oo , X
' Psychotic Inpatient X K : X
Profile (3 Scales) Vo : : oL . ’ !
i ’ . Minimal Social . _l . X . ) X
. + Behavior Scale . / ’ . _ e
v ‘ . L ‘ a: -
4 ( . ’ j
[ - 5 ~ - ) ) q
I . . > 2. .
2 » ’ ! ] i -
. . ' ) ,
rl . . o L
e 6, o .7 ) >
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Chapter III1

ReSultsl

Hithin—Trentuent Responsiveness

Three measures were chosen to assess how responsive the patients

1

" appeared to. be within—tredtment. The treatments were broken down into
M
sessiohs in which the patients were taught how to respond appropriately

and sessions in which patignts were: trained hov to initiate interactionms.

The highest possible number of responses during each tne respondent and >3
initiator ‘condition was eighty-one (combined for all three sesilons in

both coffee and game situations). The means for the three treatment groups

are presented in Table 4. Also included in this table is the mean number

-

of yorda spoken by each patient during the first gane-initiator session.

One way analysis of variﬁnce for each measure, shown in Table 5, indicates

4

<aign1fttnnt treatment effect on all measures. Individual 8 priori-two-

' tniled t-telts2 were done to test. the original experinental hypothefles |,

U s

about the direction of treatnent pffects. For the respondent conditions

both the -odelins and instruction group patients responded more than the

i

attention group (5 = 3 14, gg 18, p < .01; €= 3,48, df = 18, P < .01).
The modeling and instruction groups did not differ from each other. The

results were similar to patients’' responses during the initiator sessions

<

. . T . e

~

The raw data fdﬁ all the analyses referred to in, this chapter are to be -
found 1in Appendix . ¢ :

2A11 t-testn referred to in this chapter-are two-tailed, a priori t-tests
as outlined by,nrk (1968) .

- - »

~

-y
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) TABLE 4
- * ) BRI
b
Mean Scores of Measures of Within-Treatment Responsiveness ’
e ‘ .
. ‘ Group ‘
3 ' Variable - 1 ~ :
. L ) ) Modeling Instructions Attention
‘ . . ’ , i
. ,
Number of Verbad Responses .
to Therapist in ' ‘ 76.29 . 77,71 63,43
Respondent Sessions (n = 6) BREE ’
" Humber of Verbal Responses ‘ ’ ‘
’ : to Therapist in 70,14 78,43 ' ¢ 42,00
o Initiator Sessions (n = 6) ‘ « .
G . -
¥ e !
Number of Words ‘ ’
N _ Spoken during first ° 11.26 12,30 5.17 | s
" Initiator-Game Session . ' .
(square root transformation) - : .
o. . o -
v - LI P
] o
[ 3 a
L]
° o
| ‘
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Summary of One-Way Analyvses

“TABLE 5

et

of Variance of Within2Treatment

pd

Responses”

d

Ve

v

Variable

[ v

Source
» 3

Ms

.-« Number of verbal o
responses to therapist in
respondent sessions

e

-»lumber of verbal
responses to therapist in
initiator sessions

L3

Number of words spoken
during first initiator-
gane session

Treatments
. -

Error

Treatments

R
-Error

Treatments

+ Error

Y

433.33

- 58.92

2552.133

142,70

103.84

15.86

17.89%%
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with the modeling and instruction groups being more responsive than the at-
tention group (t = 4.40, df = 18, p < .001; t = 5.70, df = 18, p < .001).
‘The instruction and modeling groups were equally i'espons:lve in the initiator

sessions.

In the analysis for the mumber of words spokem in the first
initiator session fol.: the game sitmtioq; cxtrae violation of howo-

geneity of variance (Cochran's C = .94, p < .0l) necessitated a square root
transformation. A priori analysis of the transformed dats indicated

that the modeling and imstruction groups spoke more than the atténtion

group (t = 2.86, df = 18, p < .02; € ¢ 3.35, df = 18, zﬁ‘ll)- ‘Bo signifi-
cant difference was indicated between the modeling and insttuctjim group.

In summary, then, analysis of t& indices of within treatment
responsiveness suggested that both the modeling and instructional treat-
ments produced more patient responses than the attention treatment.
Furtherwmore, there does not appe'ar to be a significant difference between
the instructional and -o\dfling mode of treatment in producing immediate
patient respouse. L
Observations of Social Behavior

- *

Contrived Situations. To assess the effect of treatment om .

N
-

social bellnviot, patimu were observed in pairs in the situations in
vhich they were t.r’ained. These sit'ution; were having coffee and playing

a game of ring toss with another .per.én. For the purposes of the data
anslyses the frequency of each social behavior of interest was couverted to

a percentage of observational intervals in which the target behavior occurred.

‘9

>

e -
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This percentage was the combined percentage for social behavior in b;th aigﬁ-
ations'before, 1-ediaFe1y after, and one nbnch aft;r treatmeet. The'social
behaviors of interest were other-oriented.behaviors (0), verbalizations alone
(V), and recipro;;ted other-oriented behaviors (OR). The percentage of tine>
each of these behaviors occurred for each assessnentjperipd is smnnarized.in
Table 6. The corresponding analyses of variance are presented in Table 7,

’ For other-oriehted responses in general there were no differences
amongst the groups at pti-test (F = .21, df = 2/18, p > .25). The analysis
at post-test révealed n; significant.treatmeht effect. A priori t-tests.
revealed no differences among the groups. At the follow-up period, an over;
all effect was found for the other-oriented social behavior. A priori t-
tests did support one of the research hypotheses. The modeling group dif-
fered significantly from the attention group (t = 2.65, df = 18, p < .02).

Analyses of the verbalization category did not confirm any of

‘the experimental hypotheses. Extreme violation of homogeneity of vari-
ance (Cochf;n's C = .98, 2_< .01) ;t pre-test necegsitated an snalysis of
varisnce by ran;s. The Kruskal-ﬂallis rank analysis (Siegal, 1956) indicated
no pre-test differences in verbalizations amongst the thgee groups. At
post—tect.and follow-up there were no significant treatment effects .(F = .91,
df = 2/18, p > .2; P =,19, df = 2/13;'2 > .3). FPurthermore, individual a
priori t-test dc-ontttnted none of the predicted diff:;encel. That 1is, the

»

-odcling gtouy did not verbalize more than the instruction group or the

-

attentiou.gtoup. The actcntion and instruction group were practically

oquivtlcat in the number of vcrbalizationa they made at both the post-test

[
1




TABLE 6
4

0

Hean Pre—Post-Follow-up.Scores of Social

d Behaviors in Contrived Situations

. 4 B :
== — SSes — —
R - o ~ of Recipro-
i . cated Other- ., .~
- Test % of Other- ~ of Orientied p
- Treatment Condition Oriented Responses Verbalization ‘Behavipr °
r — = . — ..
s Pre _ 34,9 ‘. 12,6 14,47
Modeling Post : 40.3- . l6.1 | - - 23.1
Follow=up 41.6 (11,0 3. 22,3
CT Pre 28,4 . 1.4 10,9
Instructions Post ‘ 24,7 6.4 . 8.8 ;
Follow-up 37.1 ) 10.0 T 18,7
3 . -
Pre 34.7 » 1.7 . % -
Attention Post 19.4 - 6.6 17,0
- Follow-up ‘ 20.7 ‘ 6.3 10,6

(3

| —
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TABLE 7

>

. Sunnan; of One-Way 'Ahalyses of Variance for

Social Behaviors in Contri:‘ved Situations

:at Post-test and Follow-up .

. ] -
\m — ——— ———
h“- - "Ca L]

' . Test .
Variable Situation Source - dag .- MS F
« - iy .o
Post-test * *  Treatments 2 vy _822.99 - 2.Q4
% Error * - 18 403,48 7
"other-oriented - i ;
‘responses’ - Follow-up Treatments 2 . 845,29 2,97*
Ny Error 18 284.89
, Post-test Treatments 2 216.99° .91
y , .+ -Error ™ 18. 239.02 -
Verbalization Follow-up  Tieatments ‘2 +7 43,19 .19
. ) Error 18 231,52
x Post-test Treatments 2 496,43 1.70
" Reciprocated Error— 18 292.4_5»1 -
other-oriented Follow-up Treatments 2 252,33 .92
responses o Error 18 - 274,03
*c P < .l e
‘ . ,



and folloﬁ-ug periods.

' At pre-test the grouﬁs did not differ from each other in terms of
tﬁe percenéage of reciprocated other-oriented behﬁviot. At pdstrtest‘and ‘
foliow—up there still was no treatment effect. Although the individual a
priori t-tests indicated trends in the ;tedicced direction.‘none reached. the
.05 level of significad&e.

In summary, re;ulfﬁ_of observing the patients' social behavior 16
the situations in which they were‘thgéht to fnteract, gave iitcle support of
the experiméntal hypotheses. Although the direction of differences were
mostly as p;edicted, the Bnly comparison tha; showed statisticai significance

~ was the superiority of the modeling group over the attentiom group for all

‘ether-oriented responses at the fol¥ow-up assessment,
. " - .

Hospital Situations. 1In 6;dg; to see how the é%eatment; uou;d
affect the patients in their FQ;ryday';nvirbnment, social behaviors were
also obssrved-in hospital settings. Patients were observed both-during
meals and during visits.to th; hospital lgu;gé; Sinée‘allipifiengs could .
not be'obaefved for exactly the same number of intervals, the observation
frequency of eacﬁ behavior was converted to a percentage of total time ob-

-

served. The observation in the lounge and during meals were combined to

provide one index of i-iospitai social behavior. |The mean percentage of time
for each of the three social behavior categories for the three treatment

- ’ - ' L , ) ‘ .
groups is presented in Table 8. :.The corresponding analyses of variance

are sumn%fized in fable 9.

w
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P TABLE 8 .
Mean Pre-Post-Follow-up Scores of Social
, - * Behaviors in Hospital Situations
-~
Z of Recipro-
. ‘ . cated Other-
Test Z of Other- Z of Oriented
Treatment Condition Oriented Responses Verbalizatiom Behavior
: L
: Pre L22.37 4.7 6.7
Modeling - Post - | | 29.0 7.3 19.7
‘ Follow-up 36.0 .- 6.3 14.6
, .. Pre ' 22,0 3.6 6.2
Instruction Post . 21,1 1.9 &0 .
.- Follow-up 22.6 4.0 6.0
Pre - .  23.1 3.1 9.7
Attention Post ) 30.9 2.3 9.6
Follow-up 19.1 0.9 6.9
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Summary of Om

TABLE 9

ay Analyses of Variance

for Social Behaviors in Hospital Situations

at Post-test and Follow-up

i ., Test . .
Variable Situation Source - df MS F
Post<test Treatnents -2 186.14 1,18
. - Error 18 157.87 — .
other—-oriented 7 .
responses ‘Follow-up Treatments "2 555.62 3.99%
- o . Error 18 139,03
Post-test Treatments 2 63,76 1.73
- . / Exrror 18 36,87
Verbalization ' Follow-up Treatments 2 51,99 1.82
Error 18 28,57
- Post-test Treatments 2 90.33 2,62
” 8 4,
Recip ed | Error 1 34,51
other-orlented , o)., .5 Treatments 2 155.99 2.03
responses Krror 18 76.70

* p < 05
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For other-oriented responses in -'general, the three groups were

almost equivalent at pre-test., At post-test, the overall treitmené‘effect
was Insigwificant. A priori Eftesés showed th#t the modeling group was not

significantly diffferent from either the instruction grodp or the attention

’

group. The attention group was exhibiting the same amount of other-oriented

behaviors at post-test as the instruction treatment group. At follow-up,
there was a stronger ove*all treatment affect fg = 3.99, df = 2/18, p < .03).
As predicted the modeling group outperformed the instruction group (t = 2.13,
df = 18, p < .05) and.the attention group (t = 2.68, df = 18, p < L02).
Hovever, the instruction grou§ jhé not significantly different from the at-

tention group.

»
«

Examining the verbalization category alone showed somewhat weaker

~

. E 4
effects than the overall other-oriented swcial behaviors. No overall differ-

-

ences existed among the groups at pre-test, post-test, or follow-up.
Inspeétign of the results .of the three groups for the percentage

. of -reciprocated other-oriented behavior indicated no pre-test differences.

‘At post-test there was no overall effect althovh the a priori test guggescec_i .
that the modeling group spent more time interacting than the instruction

group (t = 2,13, df = 18, p < .05). At follow-up there was still wo overall
) ’-
‘\' effect. The modeling group was not significantly different from the instruc-

“»

tion and attention group.

In summary, generalization of treatment effects from che‘ttqining

sessions to the hospital milieu, slightly favored the modeling group over

~

A .
. -
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the\instructions and attention groups. At post-test the modeling group was
supef&or to the instruction group Ain the percentage of reciprocated social *-

responé@s. The data presented in Tables 5 ﬁnd 6 appears more eonsistent at

follow-Jp\fot the other-oriented responges. Tbe modeling groﬁp was engaged -

o

in these bzkaviors mére often than the instruction and aktention groups.

N
) ‘ Measures of Level of Functioning// .
N g V/
\ Privileges. As outiined in Chapter Ifjipatients on the ward

3
were given one of four levels of ptgvileges. 'These were no parole,
limited parole, work pargle, and ground parole. The level of privilege

L
h patient had before treatment and at follow-up is listed in Table 10.

rx;

For the purposes dof data ﬁnalysis, the different levels wer€ given an ordi-=
Y
‘nal rank from onme to four ‘respectively. At pre-test there’was a slight

difference dQerall amongst the groups (Ktuskal-Wallis H=.5.03, df =2, p<

A1), At follow-up this difference bécame extremely- pronounced (H = 15,44,

- df = 2, p < ,001). Individual a priori Mann Whitney U tests (§iegal 1956)
indicated that. the instruction group had the. highest level of privilegea
compared to the modeling (U = 10 P < .05) and attention U= 3 pP<: Ol)

., & groups. The modeling and attention groups had a sinilar level of privileges.

L4

In summary, the instruction group had a elightly higher level of ®

privijeges at pre-test which.became much more accentuated at followrup in -

: Y
comparison tO'the modeling and attention groups.

o

Tokens and Money. Patientsllegrninge in tokens and money per'veek

.
L]

O T L.
are presented-ﬁn Table 11. Table 12 summarizes the one-way snalyses of

© variance at the post-test period for the tokens and follow-up period for
- . ) o - o
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TABLE - 10 » ’
.
. Patients' Level of°Privileges (Rank)
. Before Treatment and af Follow-up
Qe o - e )
14 . _ - ’ —
Treatment . Beforéd” One Month
Group ¢ Treatment Follow-up
4 & ) .
Limited (2) Limited (2)
Ngle (1)~ Ground (4).
o ) ione” (1)  None, (1)
"Modéling None . (1) None (1
o lione (1) None (1)
None. (1) None (1)
None (1) None (1
3
Xione (1) ° None (1)
None (L ‘Limited (2)
p . - None (1) Limited (2)
Instrui®ions Limited (2) Work (3)
Work (3) Ground (&)
i Work  (3) Work . (3)
‘Work (3) Ground (4)
9 - .
) one (1) wone (1)
° None (1) Notie 1)
. . . 'Noune (1) None (1)
Attention None . (1) None (1)
, None () None (1)
None (1 None (1)
Limited (2) None (1

43
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- .p TABLE 11

. .
» . .
-

oo Mean wegkiy Token and Money fiarnings

¢ . ) B ‘o .
. 1 v 2 -
A o o a 4., _
< _Test )
°  Group Period " Tokens ° Momey
3 v O . . : : . & v
a i ' ®
T Pre-Test » $1.14 . $1.do
' : Modeling -~  Post-Test 48.29 | -
L T Follow-up = — $5.03
- . - ) /Pre-'rest- . 42,86 $2.99
Ca ' Instructions Post-Test , 42,86 S - ’ ..
. : s Follow-up —_ $2.29 :
;‘- . . b * “ ’
‘ S Pre-Test, . - 33.00 0
. I " Attentiomn .. Post-Test 31.86 -
. ) . 0

*Follow-up —

-

']
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Summary of One-Way Analyses of Variance for

-~

Tokens Earned at Post-Test and Money .
“ fa * v
Earned at Follow-up

<
]

Variable Source . df MS

Tokens st . Treatments ° 2 420,33
Post-Test Error 18 . 118,57

Mone':l at = Treatments . ‘ “:-.13;1
Follow=-up Error 30,95




the money. For tokens earne& there was no signifieant ére-tesc difference

aqpng;t the. groups (E_-'l.74, df = 2/18, p > .1). Immediately after treat-
- _mees a slighe significant'Bverall'effect was indicated (F=3.5, df = 3/18,
E < .1) A priori t-tests-demonstrated that the modeliné groﬁp was earning

more tokens than the attention group (t -2 82 df = 13, 2 < .02).

The three groups show do overall difference in money earned at-
pre-test or at the follow-up period. Inspection of the“iaw data’ in Appendix

)

E indicates that less than oné-quarter of the pstients were earning any _

money at all during e€ither pre-tést or follow-up assessments.

~

In summary, analyses of variance suggest that the modeling group

3

earned more tokens than the attention group at post-test, No trend was found
) for money earninga.anong the three groups‘

. Peychotic quatient Profile. The Psychotic Inpatient Profile

4
. was filled out by two ward attendents’ before treatment and then again ome
. .
month after treatment. The average raw scores at pre—test and follow-up for

the thrge scales of interest, retardation;Acare-needed, and seclusiveness, are
‘ - e o X

presented in Table®l3. Table 14 summarizes the follow-up analyses of vari-,
ance for the three scales, S ‘ . ‘

. . The potential range for the retardation scale was 0 to 24 with the

ﬁigher score tepreaenting increased apathy. At pre-test the groups did mot

differ overall on the retardation scale. At the'fplloqrqp period the groups

LY

again did not differ from each other. ? e .

The potential range of the care-needed scale vas 0 to 18 with

- the higher score designating a pat{Eﬂt requiring more care and supervision,

o ' "‘ - ) ]




‘on'this ascale ipdicates a paﬁient more socilally aétive on the ward. and

in their ratings. .- At the follow-up assessment a significant overall effect

'Plychotic’lnpafient Profile scales’at pre-test. One month after treatment

-modeling and instruction groups were rated as needing less care and super-

needing less care than the modeling gropp.(t = 2,50, df = 18, p < .05).
= ' —

'the'nodgling and instruction groups appeared. to the attendent raters to be

less seclusive and less in need of constant suget#ision}

There was no overall pre-test difference among the group. However, at the
follow~up assessment a very significant overail effect was dempnsttated'(z_-
14.82, df = 2/18, p < .005), A priort t-tests indicated that both the

vigion than the attention group (t = '2.93, df = 18, p < .01; t = 5.43, df =

18, P < .001). Contrary to prediction, the instruction group was rated as
The seclusiveness scale could range from.0 to 33. A higher score

less withdrauﬁl At pre-test the three treatment groups were almost-.identical
. S .

emerged (F = 8.23, df = 2/18, p < .01). A priori t-tests confirmed two of

the rgaearch hypotheses, The modeling and 1nsé§uctional treatment groups

were' seen as less withdrawn than the attention control (t = 6;06, df = 18,

P <~00l; t = 2,17, df - 18, p <.,.04). The attendents rated the modeling

group as being slightly less seclusive than the instruction group but not
‘ »

significantly so (t = 1.88, df = 18, p > .05).

In summary, the three groups appeared similar on the three

Y]




TABLE 13

.. ) ) Mean Scores on Psy;:hotic Inpafier;t Profile Scales .
. - Assessment : Group
Scale Period Modeling Instructions Attention
Retardation .  Pre-Test 4,43 8.14 6.14
: Follow-up 5.43 6.43 9,29 -
Care~-Needed Pre-Test ( 6.71 3.57 8.57
Follow-up ' 5.57 .57 11.43
Seclusiveness Pre-Test 9.8 . 7.43 7.57
Follow-up 13.14 be 8. {33 3.90
\'_‘-- T
' {
a




TABLE 14

Summary of One-Way Analyses of Variance of Psychotic

Inpatient Profile Scales at Follow-up

]

Scale . . Source df ™S F

Retardation Treatment _ 28,05 1.09
. Error 25.60
- . .

Care-Needed Treatment Ve 206.71 14, 82%%
Error 13,95

a

Secluaiv@ness ‘Treatment 180,33
Error " 21,92
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Minimal Social Behavior Scale (MSBS)

The interview assessment of social oohavior was done by means of
the MSBS before and one monthjafter treatment. Scoreo on this test have .
a potential range of 0-32, with the.higher scoring patients denonat}atiné
more éppfoorfﬁte social behavior;. The mean score on this teot at the t;o
assessment ooriods are presented in Table 15.. Table 16 summarizes the
analysis of variance of the MSBS scores at the follow-up period. The
three experimental groups ﬁiffered'froq.each other neither at Fhe pre-

test nor at the follow-up assessment. -

Overview of Results v .

- - - a

Summary of Individual Comparisons. An overview of the re--

search findingé is presented in Table 17, Except for privileges which were

,in ordinal data form, all tﬁe dependent: measures are listed as well aa the

probability level at which the experimental hypotheses were confirmed (twv-
tailed t-tests). The Bypothesis.:hat the hodgling group uould benefit nofe"
from treatment than the attention control quhars‘torbe the one noot often

coniirﬁed.— The tastruction group appeated to. fare bet:ér than the attention

. groop on several measures. Fevest confirnations were found for the hypothesis

that the modeling treatment _would have more impact than the ‘ihatmctional
treatient. Tﬁé one gooup of dependent  measures that.appeared consistent in -
,favor of the modeling treatment over its instructional oountergart ware the
observations done in the hospitll environment. Thio finding may auggelt

that the modeling treatment lead to stronger genoralization effects. The

c Q °




TABLE 15

Mean Scores on !inimal Social

Behavior Scale‘_

e ——— — -

Asaeésment :
Period

Group

Pre-Test Fbllow-up

v hd
b
oy

.

" Modeling 24,00 25,29

© -

Instrdctions- + ,24~4§ . 26,14

Attention L2314 23.57




TABLE 16

-

Anal}sis of Variance of MSBS

Follow=up Scores

¢
e ]

Source df MS F

Treatments

Error




TABLL 17

Summary of Cdnfirmatinnsl of Research liypotheses for fach Dependent ‘‘easuxe

————— 4
) i Hypotheses
: Modeling Ingtruction Yodeling
Croup » Group Croup
. Dependent > Attention > Attention > Instruction
‘Measures Control Control Group
Within Treatment:
ncqunscs in re- .01 .01
spondent sessions
Responscys in un- 001 001

itiator scssion

Words spokea in -
first iniciator N2 ’ .01
game scssion

Contrived
Situations: )
Z O-post-test
X 0-follow=-up ) .02
X V-post-test
a V-follow-up
- X OR-post-tent
Z OR-follow~up

Hospital
Situations:
« O-post-test
4 O-follow-up .02
Z V-post-~test
X V-follos-up’ s
X OR-post-test
X OP-follow=-up

MSBS

B

Token Earnings .02 T '
Money Earnings

© PIP - .
seclusiveness .001 .05
PIP ~ retardation .
PIP = carc needed .01 )

.05#

]

’ ) .
1Probabillty aswociated with a priori two-tailed t-tests.

) E
*pDfrection of difference is opposite from prediction.

¢ -

()

(N
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strength of this conclusion is dampened by the lack of a comparable difference
in these measures between the modeling group and attentionél control.

. . L) .
Summary of Changes from Pre-test Assessment. Change scores were

) Falculated for each dependent. measure ft;ll pre-t;esc' to post-test or frc;n
pre-test to follow-up. The medign change scores for each group and the
ensuing rank order analyses of .variance are presented in Tables 18 and 19
Tespectively. Also listed in Table 19 are a priori individual cg risons °*
done by means of fgam-mmey U tests (Siegel, 1956). Inspectibn of Table
19 z:ev;zals similar trends to those 'found in Table 17. The modeling and
ins;x;nctional treatments producad more chang'es4over time than :the attention
group. The modeling treatment pfoduced ‘-ore change\g\ in social behavior in -
the iiospital envirénnént .conpared to the instructiom group. However,
several levels of functiondng measures Ea.vor the instructional treatment.

The attention group changed vefy- little on half of the measures and showed

some deterioration over time on several other indices.

L]
+

To geperate an overall or composite -easui'e of treatment impact
the following procedure ﬁas used, Twelve dependent measures were chosen
. . » ' "

: . . (<} '
which had been given at two assessment periods. Six of these were observa-

-

tiup ratings in the contrived and hospital 'situations and six of these
m were indices of level of functioning, Each patient in each group
was given a score of -1, 0, or +1 on each measure depending on whether his

score oh the -easure‘dbzrea.ed, stayed the same, or incressed from before —

treatment to the last assessment done. This analysis provides an index of
R \ . ,
K _J
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TABLE 18
Median Chanje Scores
-8 ‘ o .
. " MEDIAN CHALGL SCORE
q o
MEASURE - Modeling Instruction Attention
; N .
Minimal Social Behavior Scale 3 3 2 )
Token Earnings 4 0 0
’ Money Earnings 0 o 0
Level °fh Privilepes 0 1 0
Functionihg  prp_care-i.eeded 1 -2 3
F1P-Retsrdatioa 1 0 27
PIP-Seclusiveness 5 2 -5
X other-orfentrd hehavinr (0) Post-Pre / ' 8 2 -11
" 2 other-oriented hehavior (0) Fu-Pre 14 12 -10°
%2 reciprocated other-oriented Lehayior (OR) S 1 -2
Contrived ) Post-Pre .
Situations ~ reciprocated other-oriented behavior (OR) 5 2 © 2
Observatiouns Fu=-Pre
X verbalizations Post-Pre 1 0 0
X verbalizations Fu-Pre o] 0 0
2 other-oriented behivior (0) Post-Pre 5 1 8
X other~oriented heravior (0) Fu-Pre -’ 13 0 -1
L. % reciprocated other-oriented behavior (OR) 8 -2 -3
Hospital Post-Pre
Situations. 7 reciprocated other-oriented hiehavion (OR) 6 o -1 ¢
Observations Fu~Pre .
X verbalizstions Post-Pre -1 ~1 -1
X verbalizations Fu-Pre -1 1 =2 -
y -
. ] . .
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TABLE 19 th .
Rank Order Analyses of 'fedian Change Scores /
- a
== ———== = ———— e
KRUSKAL-VALLIS T OMAIN-WHITNEY U
B ©
. " MEASURE " MvsI MvsA TvsA
1 N .
- Minimal Social Behavior Scale .38 22 20 16
Token Earnings . 5.79 The 12 24
Level of Money Earnings 1.16 20. 20 % 24
Fm"ii °m' *$privileres 15.44%% 104 18 Ixx
. CLIoning  * pIP-Care-iicaged . 11,314 1117 ge
’ PIP-Retardation 3.20 - 17 16 11*
PIP-Seclusiveness . 7.03% 19 4% 13
L N\ a
- - X other-oriented bghavior (0) Tost-Pre 444 17 g 17
% other-sriented bekavior (0) Fu-Pre 5,08 ‘24 10 Gx
%Z reciprocated ot‘ner*\orien'ted behavior (OR) 3.34 18 12 19
Contrived Post=-Pre '
Situations % reciprocated other-o\iented behavior (OR) 1.10 17 18 22
Observations o Fu-Pre ;
y 4 verbalizations“?ost-f‘rq\ .39 2] 21 23
% verbalizations Fu-Pre \ .72 21, 15 21
oL \
- . .
o Z other-oriented behavior (O) Post-Pre - 3.12 13 19 111
% other~oriented beimvﬁ:r (0) \Fu-Pre 6.11% 12 8% 17
. ) % reciprocated other-oriented behavior (OR) 3.56 13 . 18 .20°
’ - Hospital Post-I're T »
’ ; Situyations % reciprocated other-oriented behavior (OR) 5.45% g 1. 15
Observations ; Fu-Pre - v . .
% verbalizations Post-Pre ' 45% 20 21 X
Z verpalizations Fu-Pre : 4,62 19 13 6r%
: A g .
. - -
* p < ,05 - . . - .
S i ol f
! T . difference in direction of change opposite of pre ct‘ed; -

R

7

Y
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direction.of change-regardle‘s-of the magnitude of- the chanée. The score for

each patienc"could Tange ¥rom -12 (decrease on each measure) to +12 (1ncrease
‘on each measure)

minuses-fof_each“gatiept.

Table 20 presents the overall pattern of pluaes and
Table Zl.summarizes the aqalysis of vatiance for

this composite measure. The overall analysis indicates a strong treatment

effect (F = 9. 10, df = 2/18, p'< .01). Individual a griori t-tests confirm

that the modeling and instruct103 groups ‘cthanged more across all the measures’

than the attention group. (t = 3574°, df = 18, p < .01; t=3.67, df = 18, p <

.01). Hoée#er the instructional and modeling treatment did not differ from

'

/ each other on the composite change index.

v

<
2

i
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DR " TABLE 21 J
,J .
P &

" Analysie .of Variance for Composite

’

Index of Change s

. Source af . =~ . MS . F

. . 1\ kX ) . »
¥  Treatments 2 121,48 g,10%
Error " 18 13.35
4 r :
. ¢
* p < 01 | .
¢ -. [} [ . R r
. M . s - r ’ '
(29 s N ’ -
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“ Chapter IV
3
Discussion .

-
The purposggof,the present research was to investigate the efficacy
[

~

of modeling therapy in enhancing social behaviors in chronic psychiatrdc *
patieﬂts. A further goal of the study was to evaluate modeling in compari-
son to a purely instructional treatment. The study pro%ided geveral findings.

‘Patienta who received tﬁ? modeling and instructional trea:megts interactgd

more with the the;dbist thi; the group provided only wi;h the oppo gLnity

.to interact (Attention). Patients' responsiveqess within treatmen£ sessions
showed weak generalization to both slmilat contrived situations and hospital .

hd -

activities. ' ‘ , _ ‘ ' o

Some results were also found for patients' level of functioning

“

in thé hospitai.' Parallel to,ﬁhe increases in social bghavior, ghe modeling
group were earnigglmore t;kens and the instruction group had more privileges
after treatment. Both these groups were raced‘as being less secluded and

less in need -of superQisién as ;oipatéa éo the attention group. The overall

pattern of results suggesté tpat the two treatment groups differed little
from' each o;he;. . D ’ . ' "
) Examining the results more closely.lea&s té some inpértant qualifi-
. cationg. Alzhdughlthe within-t;eitnent responsivenegs of patients wﬁs very

significant in favor of the instructional and modeling treltnlnts'the same

K4

cannot be said for the behavior of gg in the contrived lituation.‘ When pairs
’ h 9

4 >
~ - A
.~
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of patients were observed within the sigyationq'in which they were trained,
that i&, playing .ring tos#® and having coffee, the only significant difference
found occurred in thé follow-up period between the modeling an& attention
. 0

group for all other-oriented beh(yid’r combined. One would predict th:t the
stfougesé generaliz;tion effect would have occurred for these contrived situa-
tions as they were designed to most cl&sely resemble the training situation.
Experimental resuilts, howeve; , 4id not support this prediction. A likely
éxplanation of the failure of generalization lies in the very nature of the
cbntrived sftuations and the observations. In order to carry out the observa-
tions unpbtrusively they were done 'in a special room with an attached observa-
tion room separated by a one-way‘mirror. 'In contrast to all other observa- ‘

tions done, this placed the patients in a novel.situ;tiéa which may have
inhibited their behavior. Furthermore, each patient was exposed to’.the
confrived situations with a randonly_#ele;ted fellow subject rather than a
pa:ien;,of hia own choosing. f&e hospital ob;efvaiion done in the lounge

and during meals was a much-more “natural™ situation for the .patients with

a free and greater choice of paéients with whom they could interact. _1:

~.
& e

seems possible then that the nature of the-‘contrived situation may haveuin;
. L J -

_ A
hibited rather than faciliated the performance of target behaviors.

. A transfer of social skills from the treatment sessions to the

-

hospital milieu was clearly demonstrated by scores on the Seclusiveness Scale

of the Psychotic In-patient Profile. This scale is composed of a dozen items

€ A

vhich are rated to reflect the frequency with vhich patiente converse with

others and join in social activitiea. Ward sthff who were blind as to which

L] a -

w
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patient had been assigned to which treatient group rated the social behavior .
of patients over a three day period ome month a_ftex; treatment. The results
coinci;led almost exactly with the within—-tre;t-ent .-euure. The modeling
‘and' instructional groups were equal to each oti:er and significantly greater
than the attention gtoup in sociauution. The Seclusiveness scale results
suggést some generalization of treatment effects across situations and time.

The level of functioning measures are thought to reflect the extent
to which patients are involved in the mainstream of hospiul activities. Al-
though the measures cannot be pinned dowm to a fev specific behaviors they
were chosen because it was hypothesized that if p;tients vere more social
tl;ei could raise the'ir status within the hospital. The results indicated a
parailel rise in status as exemplified by l:hg3 mtrdctio:: group increasing
their level of privileges and the mdeling group mcrming ‘their token eara-
ing. goth groups were 'tated as geeding less mpervuion by the ward ctaff
‘l'his finding may suggest the hporunce of social behniorl in uising the
general level of patients’ adaptive Wiotl.

Before dealing with the i.-plications of the research some ducmi.on
is warranted about possible sources of experi-enul biases. The major biases
that -..i:ght partly account for the results lie in the attendants, observers,
and the tharapnnt. The: attendants who completed the Psychotic Inpatieat
‘Profile were .mc::qsfuily :kéyi blind as to the nature of the tmtinfs and

patient assigmment to ‘groups. Although they‘were aware Ehat a'rciutch' pro—

ject was ongoing and certain patients were taken off the ward, they remained
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unaware of further details. The observers wgre also blind as to the nature

" of the treatments and patiént assignment to groups. Overall, it would be

reasonable to rule out the observers and attendants as sources of contamina-
tion. -

The most likely source of bilas is thehtherapist. Only omne therapi;t
was employed in all treatment conditions and strong expectatidns about outcome
could have influenced the results. Infor;al observations of the thérapist

would indicate that he did not know the research hypotheses and was mainly

concerned with patient improvement across all groups. Furthermore, an exact

<
o A

script and instructions for interactions with patients in each group did .

minimize differential treatment for patients aside from those outlined in

Chapter II. Although the possibilicy of therapist expeétatiQns 1nf1uéncing

the results is acknowl;déed it is qogsideri§ dougff;}\that this could accoqnt‘.

for the overall outcome of the research. | )
The overall rénults.of the study have several implicdtions for the

understanding and treatment of chto;ic patient; as well as forcmodéging

therapy itself. Eacﬁ of these areas vill b& discussed in turn. £

The focus of the research provides information relevant to a major

controversy in psychology. This controversy centers on psychodynamic

~

' theories wegsus social learning theories. The former views behavior as a
" . sign or symptom of underl generalized dispositions. The latter theory
* on the other hand focuses on behavior directly and its relatiomnship to the

- environment (e.g.| Mischel, 1973,-a,b). In the présent context, a psycho-

o



"

64 G

dynamic approach would view patientsi withdrawaL as ‘a symptom of an underlying
éonsistent disposition toward people. it is not clear what the therapeufic
approach mighf be; however, it woulg not attack these symptomshditectly.
Sécial learning theorists would Qee the patients' seélusiveness not as a

consigtent trait but rather a behavior approptiate for the situation (institu-

tion) in which they find themselves. The therapeuéic attack in this case as

- [ Y .
exemplified by this r@earch is the provision of new situations (treatment

sessions) demanding interactisns as well as the tgaching\of social skills
through instfuctions and models, The pfesent study supPorts theovalue of
this approach, : ‘
The majority of the patients involved in the present reséargh had

been diagnosed as sufquing from some psfchiatric disorder, (e.g., schizo-
phrenia). This model, at its qptreme,.suggests patients’' behavior can be
unﬁgrstood by biochemicél and structural dysfunctions. Chronic patients, in .
the eyes of the hediqal model, will most.likely‘follow an intrinsic course of
illhesg and are bound, more or less, to regress. over time.‘ Th?kfaCt, howev;r,
bthat many.of the pagients teceiving treatment in ghis qtudy improved on a .
‘variéty of measures dictates againgt this intrinsic coufse of 111;ess.‘ The
overall tféatment effects ;uggest rather that many of behavi;ra of the chronic
patienthare produced by the institution and are reversible, (Strauss, 1973).

3 s .
That is e intrinsic course of illness and continued regression is modifi-
able by .behavioral treatments. .

Perhaps the model which suggests that chronic patients change little

over time is reinforced by the usual choice ofﬁugaiurcgain assessing their

Y
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:Featmepéiyf For the nogt part,mgteatﬁents have be;n evaluated éblely by dis-
charge and tecidiv\fm rate,;(Paul. 1969{ Maley, Feldman & Ruskin, 1973). Many
chronic patients ylll probably never leave the hospital.. They may\however,
beqefit from active treathené prograﬁs that increase their level of function-
ing within the hospital. Even though remaining inst}tutionalized‘lhe patients
‘may "be taking better care of thanselvgl...and’living more dignified and

¢ pfodyctive lives within the institution'”, (Maley et al., 1973)., The present

study utilized such indices of improvement and Hemonstrated sizeable gains by

i - - several paéients receiving modeling‘and instructional treatments.

A coﬂsistent finding in the present feseﬁrch was the outcome of the
attention treatment. Althougl matcheq’witﬁ e othe¥ groups at pre-test, the
attention group showed no iﬁﬁrove;ent ahd; in “fact, deteriorated on several
measures. One possible explanﬁtiqn for this firnding is the fact that the
stu@y began in. the beginning of the summer and the post-test and follow—upl
:ssessnents took place: in the fall. Duringgthe summer there is Qn increaée,
in activity in the hospital and an 1nfus£dﬁ of.ngv part-time staff. At the
end ‘df tHe summer, the ﬂos#ital becomes somewhat deadened by.the departure

A9

~of staff and lgss;ning of activities. This may account for a general trend

-

for all patients to be slightly.m?re withdrawn and secluded at'thefendAof
summer . it seems u;likglx that the results of the attention group refigct
- anything specific to the'tregtment but rather show what niéht have happened
P ‘,vith a; untreAtfd control group. ’ i - 0

" The consistent fineing that all the individual attention which

patients in the attention group received had little impact -on their behavior
v '“ N
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has profound implications. The attention "treatment" is extremely similar in

<

principle to much of the effort hospital staff direct toward chromic phgients.
e . . - .

Analogous to the treatﬁént,.hospital staff interact randomly v%th patients.
For the most part, patients are simply exposed to a series of situations in
y
which they are given the opportunity to interact. Some evidence would even
suggest that patients are often ignored in their display of prosociaP behaviors

-

(Gelfand, Gelfand & Dobson, 1967)

The present’ study indicates%that unprogrammed atténtion is not
eqough to significantly alter behavior. It becomes obvious in comparing tpe
attention group to the modeling and instr;cton.group, tha; time spent with

patients must be explicitly. goal directed. Pérhaps, only when the goal {is

made explicit to the patient and he is trained or instructed to behave in

L1

certain ways will his behavior be modified.

The failure of the attention grouﬁ can be explained in retrospect
by examining the variable‘qf structure as suggested by soclal learning Ehéoristst
(e{g:;.Mischel, 1973a). In the attention treatment patients are given a
situation with no structure, just an opportunity to interact. What this
produced for the most part was v;ty idiosyncratic behavior. Patients either

demonstrated their varieties of bizarre behaviors or vithdrew completely in

,8ilence. On the other hand ‘the instructional and modeling treatment provided

better defined stimulus situations which clearly demanded social responsive-

[

‘'ness. The structure in.the treatment provided a situavion in which patients

responded more consistently. S
3 - !

»
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Both médeling and instructional treatments had some impact om
patients' social behavior on the ward., Parallel to the increase in sociali-
‘zation, these patients als¢ improved their level'of‘functioning Hitéin the
hospital. These results suggest the potential of both modes of treatment for
the chronic patient. It should be no;ed here that both treatnents ﬁa& a stromg

effect in relation to their brevity. Overall, patients in each conditiomn had

'only twelve half-hour sessions with the therapist. Onme can only postularce

what impact a longer modeling or 1nstructioual treatpent may have had.

-

Bandura (1972) has strongly Yecommended attempts to employ. modeling

. or observational learning with patients having gross behavioral deficits. The .

»

present study followed this lead and nglicated similar findings with the
chronic psychiatric populétion. Wilson & Walters (1966) had trained patiemts
to verbalize to a set of coloured slides afCer vieuin% a model. The preseat
study was guided by some -of :heir suggestions in being wmore tfeatment-oriented.

3

That is, specific 9ocial interactions were trained that were closcly related
to the patients' milieu. . More recently, Gutride, Goldsteia & Hunter (1973)
proquced a treatment package that included modeling as a centtal component .

HhLle this package was directed at enhancing social skills and appeared some-

. . ,
what successful it is unclear how vital the modeling and imstructicnal imgredi-

-

ents wvere co?pated to others (e.g. group:discnsaions, videotaped feedback, -
psychotherapy, general increase of atten:iﬁn). The present research isclated
these gffective ingredients. The impact of instructions oun the pa:ien:s'aiso‘
geplicates some previous efforts along this line (Ayllon & Azrin, 1961)- The .
instructional approach is relatively straighgforv!rd and simple but oftem’

overlooked as a ﬁot,ntial therapy. °




Kazdin (1973) has suggested the use of both modeling and instruction
to priné or initiite ~l:»eha‘zv:l.ors so that they may be reinforced. This idea is
based on the no/tion that it is difficult to reward behaviors occurring very.
inérequently. it is. necessary to raise the frequency to the point that the
bebavior can be easily rewarded. liazdin (1973) has encouraged the use of
modeling and instructions to compliment the reinfot:ce:nent system &f a token
economry . 'In the presen; study several social behaviors were shown to have
been maintained wirhout explicitly; outlined or programmed rewards. However,
little variation occurred with patients' verbalizations to ‘ other. It is

conceivable that an approach combining either modeling or instructions with

tokens could have raised and maintained more verbalization among patients.

' i »
It shoufd be pointed out that the present research had a shortcoming

in its design of a treatment program. According to thé principles of behavior
change, programs shoufd modify not only the person but also his relevant
envigorment (Atthoge, Jr., 1973). 1In tl;e present study an ;ttenpt was made
to increase /gl;e level 6f social behavior by modifying the patient's behavior.
However, Do attempt was made to program the patient'i natural environment
(hospital, ward) to emsure that the increase in social behavior would be
maintained gver a longer period of time. 'An‘ attempt to make new behaviors &
moTe pétsistmt would have had to include_ such things as a token economy for
these Wims as well as training -t_:afrf 11; 'ulizfg 1nst:tucti;nl and appro;‘u'i-
ate social reinforcement witix éitients

A . : . .
Although the results of the study are encouraging in demonstrating

v

the successful extension of modeling tlfertpy to a new population, there/Te-
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mains one qualification. Consistently across élmos@ all depéndent measures ‘

there was no superiority of modeling over its instructional counterpart. That

-__//::, ovefall, exposing patients to agmodel demonstrating appropritate social

behavior added very little to simply instructing patients on how ko interact.

This finding replicated previous {eseaféh that found modeling and instructions

equally effective in improving students' self-disclosure and undetgtandiné
(Rappaport et dl., 1973) and increasing patients' independent behavior

(Goldstein et al., 1973). B

£ . »

Theoretically, this question is not too interestirg or controversial,

Modeling's major proponent, Bandura (1569), would simply suggest that under- ’
lying theatreétment'g-efficacy’is a verbal coding procéss.° Whenever patients
have the‘requisiie langu?ge skills and component behaviégs in their repetoire
instructions should be as effective as modeling in teaching a*vqfiéty of target
behéviefsu However, the 1ssue becomes very 1mgortant in ;erms‘of pragmatics.

. Developing ;laborate videotapéa modeling displays may be extremgely inefficient.

~  in terms o{ tige and effort 1f_aq?analogOus treatment baSgd gél;ly oé instruc- .

tions works jpst as wéll. Nﬁngxous h?plicatibds of modeling to ciiéicéli
prqpléﬁﬁ (Gutride et al;, 197%;;McFall & Lillgggng, 1971) have involved rather7
complex modeling preparations and g;oceduréﬁ.“ No evaluations were done in
these studies to is@late,tbe instructions that were iﬁherent 1n the treatment.
‘The onus is'clearly on future clinical apbligationa oQ;modeling to compare

/

their treatment with the potentially more efficient iﬁstructional approach.

“
*
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In Summéry,'the conclusxonélto,be drawn from the: present reseanch

LX)

indicate: o ‘ ¢ - ] N
L . . . »
) 1) Significant within hospital changes were effected in ’
. - A . R . \ N . N ?" .
a chronic psychiatric population. . S, Q:;Q"
2) Payiﬁg individual-attention to’patientslin'inleradiing
with them had little impact on their behavior.
- ® ’ .
3) Both’exposure to a model and instructions increased
. . . . -
[ N M . [N \ P
social behavior among chronic patients. C : - ’
T ' . o ." o
4) | Preparation of modeling displays did not’ enhance )
instructions alone in effectfﬂk behavior cknnge. :
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Scripts for Modeling Videotape
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- , : Appendix A
Scripts for Modeling Videotépes P
Videotape A - Social Behaviors in the Lounge

Description: Two people are habing coffee tqgether. The eéphasis is on
social behavior - looicing at\énd smiling at each other‘.
simplf conver;ation. simple'dboperatng behavior (offering
coffee, cigarettes, and ﬁagaéines);'.bpe person inigiates
mdst of the interactiong and the other person rtsbonds'to

~

sthese overtures. Videotape is pfepared so that the whole Sy

. v : v
sequence is shown first and then each interaction is de-. ~
2 - 1
s
/

monstrated. Fifteen second intervajs are’left between /
- /// each segment to allow the patient s)‘watching the tape to

practice what was. modeledv”xhpth_;hé initiation and
¢

respondent aspects of 2he interaction are modelad. e ,
¢ : N . . N .. & .

Outline: I \ Introduction : ) ‘ o '

i

Paul: Hello /; m Paul and this is- Peter..

We want to teach you w ays to talk to -dthet people. v

. 1 want yo watch Pctet'carefully--pay attention
. . : - to what” he says and does, 4 ‘-

N »

, ) I am goin;_to ask you to’ do the same things he 8
> . doing. . PR
. 3 ’ . i
_ ) Now, we dre going'to show you what might happen in
a ¢ ’ the lounge or what might happen whcn twd people "/
: . have coffee togcthet. :

. - ’
.
. .
‘\ . ; ' .A" . ’ - - .
.




LI ¢ §

[4

Remember, watch.'Peter closely.
; -~ o ——————— +

P

-~

Whole Sequence A ~ Model as Respondent

‘Paul: Hello, may I sit down?

Model: Sure, have a seat.

How are you doing? \f\\\\

Not 'bad, thanks.

How long have you been here?
Oh, about 10 minutes ¢

" Have you had coffee yet?
No, not yet. - e .
3 Y
~ 4
Would you like m& to get you some?
Sure, I'd like that.
Goes asiae, brings back coffeé and cups and says
"1'11 get the coffe and cups - could you get.the
cream and sugar?" R |

Sure, here they are.

Pours coffee, lodking at.ﬂ.
"Tell pe when to stop.'
Stop, that's plenty.

Do youxtaﬁe cream .and sugar?”
Just some sugar, thanks.

Adds sugar, pushes cup toward M. .

"'There, how's that? It looks strong doesn't 1t?"
Yeah, that's the way I like it.’

-

' P'and H sip their coffee

That' s not bad.
Yhah that's not bad coffoe.

Well, Peter, how have things been going lately?
Oh, not bad, I'vc been fceling pretty good lately,

Takes out pack of cigaret;es holds one out.
"Would you like a smoKe?"

“Sure, thanks a lot." .

Tach cigartttc'frnn pack




P: Here, here's a ligh£}<\

oo Lights M's cigarette. C .
'y N : M: Thanks for the light.
i . A} T
B ) ) . P and M puff on cigarettes. /
/T . .
N . . P: Could you get the ashtray from the next table’
s o, o oMr o Oh yeah, we need one. ~
4 M gets up, brings “ashtray from nearby table.
c P: Thanks, P -
P an& continue to puff on cigarettes and drink ..
, coffee. '
L ) .\.
- o , P Thege are Rothmany (holding up cigarette) do you
- usgally smoke Rothmans? ]
. M: Sémetimes, ‘but I usually roll my own. These aren't .
. . bad, though. . .
. . . » ' . " . ¥
P and M confinue to puff oﬂmcigarettes and drdnk .
coffee. . . .
. . . "
: N P: 1’ m going over to get a magazine; Do you want, one?
M:o Sure I1'11 Cake a look.
€ ) . / ‘ L] ‘ .
i P: - What kind do you want?” T
M Oh, one with pictures, 1 guess,
P: - 0.Ke2 . .
» - . ’
¢ - . .
. . P Leaves-table, bring magazines back.
‘v ' "Here we 8o (handing one to.-M). That one's full of .
' » pictures. ‘ . ¢
M Chod 1'11 take a look :
g : . A ' S T
End of ;etene: M and P lqokiqg at magazine, puffing on cigarettes, and sipping
coffee. . - ‘" - ’ *
P Outline: III : Individual ngmdnts of Seqpence A - Rehearsal of Modeled
. L Behavior ~ -
‘ s - T : R . ) F ’
‘ B Paul: A lot of things happened when Peteégand'l'had coffee
| . ¢
. ‘ e 3
. . » together. .- . . .
,\' . Now we are goin§~tofqhoé you one thing at a tima'gnd e
u , : give you a chance to practice what you gaw. !

.
A .

t .

’ /




Paul:

Model :

Paul:

U X

hy 3

. P

u X

Fata -k~ -

(R %)

Remember, watch Peter, carefully.

Hello, may I sit ‘down?
Sure, have a seat. T e

, (to camera 1) Now you do that - offer me a seat when

I ask you.
fade out - 1l5.setonds. °

" 4

How. are you doing?
Not bad,:thanks. s _
(to camera 1) Now you say that - tell ne now vousare
when I ask you.

fade out - 15 seconds .

How long have you been here? N

Oh, about 10 minutes. : - -
(to came:p 1) Now yoy say that - tell oe ncw iomz
you've been here when I ask you. . -

fade out - 15 secopds . ' .

iave you had coffee vet? -

No, not yet, i

(to camera 1)/ Now you ao/thav - :cll oe if vou'we zac
coffee yet when I ask.

fade out - 15 segomrds- s

- .

. Would you like me to- get you some7 n

Sure, I'd like that. : -

(to camera 1) \ow you say that - tell me vou': lice

some coffee when I offer _you some. ’

fade out - 1) secondg . -
¢

«
s

Goes aside, brings back coffee and ¢ups, and savs. °
"I'll get the coffee and cups' - could vou get twc

- cream and.sugar?" : B .

Sure, here they are. i .

”(to cam&ra 1) Noy you do that —<ggt the crean anc

the sugar whem I ask you to.

"fade out - 15 seconds .

Pours coffee, looking at M.

"Tell mé when to stop."

Stop, that's plcnty

(to’ camera 1) Now you sqgrthat - tell ze uhcn to stop.

pouring. :

fa@g out - 15 seéconds s ) -
' ¢ R TR I
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Do you take cream and sugar? .
Just some sugar, thanks. 3
(to «camera 1) Now you say that - tell me what you

want in your coffee.
fade out:-~ .15 seconds

1

Adds sugar, puéhes tup towards M.

Yeah,

."There, how's that? It looks strong doesn't it?"
that's the way I like it.

P and ! sip their coffee.

{to camema l) Now you saLthat -‘tell me how you like

your coffee.
fade out - at - 15 seconds.
4

’

That's not bad.

-

Yeah, that's not bad coffee.
(to camera 1) Now yeu. say that - make a comment about

“the coffee after I do.
fade out - 15 seconds.

Vell, Peter, how have
Oh not bad, I1've been
(to camera 1) Now you

things been going lately?

feeling pretty good lately.

say that - tell me how you've

been feelinpg when I ask you.

fade out - 15 seconds

"W

Sure, thanks a- Iot>”

- » ’ '
Ia out a. pack of cigarettes, holds one out. - ,
oul you like a smoke?“

Také!‘a cigarette from pagk. ,— -

(to camera 1) Now you

s

say that - thank me when 1

offer you a cigarette.
fade out - 15 seconds

Here, hgre's a Jight.
Lights !'s cigarstte,

‘~—-——¥haﬁks for the light.

(to' camera 1) Now you

say that - thank me for a light
% o : o

vhen 1 offer;yoq one.
fadé,out --15 seconds

Could you get that aghtray from' thc nLit table?

' Oh yeah, we need one,

Thanks, P

1

»



J »
: 3
’ , , §3
5 "P: - (to camera 1) Now you say that - tell me ‘we need
~ - & an ashtray when I ask you, and .get it for me.
' fade out - 13 seconds
. < ; .
. -P: ' These are ‘Rothmans (holding up‘cigargﬁée); do you
- usually smoke Rothmans?
L M Sometimes, but I usuélly roll my own., These aren't
" . bad, though.
' P:- (to camera 1) Now you do that - corment’ on the kind
. of cigarettes after I do. ‘ .
A - fade out - 15 seconds : ~ v
. ‘ o o ‘
) _ o P: I'm going ovgf;to get a magazine, Do you :!'t one?
. M: Sure, 1'll take a look.
_ " P (to camera‘1l) Now you try that - tell me you want to
« . see a magazine when 1 ask. '
’ ) fade out - 15 seconds .
- P: What kind do you want? {
-f M: Oh, one with pictuxes, I guess, S
: P: 0.K. ' . ,
" P (to camera 1) Now you say that - tell me what kind M
., of magazrine you want when I ask B
. . ] - fade out - 15 seconds '
P: Leaves table, brings magazines back., ‘
© ., - '"Here we go (P handing one to M), That one's full
L of pictures :
, €. Mee ‘Good, 1'll take a 1001
Lot ' : . Pi. * (to camera 1) Now you jsay that - tell me.zou will
) o o look at the magazine when 1 give it to you.
fade out -~ 15 seconds
/ - . - '
‘ haad o2 . . p
Outline: IV Whole Sequence B - Model asgInitiator in Interaction )

. co "7 PaGl: ,This time Peter and I are going to Change parts. °
e s-going to joim me and offer me coffee
, 2 Remember, watch Peter carefully.

/ Model Heljo, may I sit down?
Paul Sure, have a seat. , *

« v How are you doifig
! ; P: - Not bad, thanks.




e

.
st .
’ -

» Goes aside brings back’ coffeé’gnd cups and says

' "Tell me when to stop."

~

1 Just some sugar,,

) Yeah,

“?

N
& L
L R&- 4
9 L4 ,
8 4
]
How ,long have you been here?: ‘
:Oh, about 10 minutes. . S . '
Have you had coffee yet? = . ° - . ; -

No, not yet, . - - -

Ld ‘ . » ‘~ “a . . - )
Would you like me to fet you sdme? <
Sure 1'd like that. "

"1'11 get the coffee and cups - could you'get the \

crgam and ‘syigar?'" .

Sure, héfé/;hey are, = . *- . -
. * ° . . 5

Pours cqffee, 1ooking'at P. -

~

Stop, that's plenty. K

Do you take cream and. sugar” . '\\
thanks, T
3 ) . “&
. Adds sugar, pushbs cup fpwards P. .
"There, how's 'that? It looks strong doesn t it’" .
that s the way r 1ike it. ‘ -

P and M sip their coffee

ThaJ s not bad. . T vy
Yea];i that's not: bad?offee :

‘ Hell Paul How have tSings been going lately’

Oh, not bad 1' ve bee feeling pretty good lately. 'j
Takes out a pack of cigarettes holds it out, -
"Would you 1liké a smoke?" . v
Sure, thankg a lot. . . .
Takes cigarette from pack ’
7/
Here here's a light. ) : ‘ .
fights P'srcigarette, . ' . , .
Thanks fot the light, “ . o
. ﬁ 1.
P and M puff on ciyaretces.

- AN
Could’ you get that ashtray feom ‘the next table?
Oh yeah; we need one. 3‘ by 5

P gets up, btings ashtray from nearby ‘table. ¢ ‘\

Thanks P . », sz
: FEAS ~ﬂb

Noa e
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M: Tl‘mese are Rothmans (holding dp cigarette)s; .do' ¢

-

° - . ! you'usually smoke Rothmahs? .
» S . Sometimes, but | -usually roll my own. These sren't ¢
- bad, though. . - " . N
v ) ' L )
vt =P and M continue to puf ‘on -cigarettes and drink -
. .o , . coffee, - . N . -
L] - - e N ‘ * N P
. . ‘c . ) :.M“_\’f I'm going over to get a magazine. Do you‘ waft one?
b T - P S-ute 1‘11 take a look. -
- - . ! ) P IR ‘l\-- Mo Nhat\kind do you want? t - .
S, 2. . T P Oh, ohe with pictures. I guess.
e ce — M. 0 l\ It .;‘-' - Toe -" ’ ("A
P R N . N LY -— - a “".‘
e | . P . [ #
7 ‘% ,’. "\ . : M ‘ Leaves tabl& brings magaz s back. SR
L s ’ o . '"Here we .go (M handing\ one to P). That 'one's full
| & ." ., o of picgu,resl . . T t - )
. ’ BT e P: - qud 1'1y° take & look,» . _ ‘ .
, - » R . . . ° by
. SR S 3 / \
e e \ End of scene: M and P ﬁloo'k"ing at mapazines, puffing on cigarettes, and .
[ ‘ - \‘ s%ing CO,fer.’ P ' ‘ ” oy 2 N . e . / i N 1 N . By R -
, S S M : .
\‘\ . . PR ) . - Lo N ? -
' O%tli‘ne: v & Individual Se.gnents of f Sequence B —‘_R_e_ile_a‘rqsa_.l_HQ ‘lcld_e_lzd_
, ’ R Behay_i_gg - . : :
. . - A . . . (' - - ) ) . Lt . -
. ) . - Paul; A lot of things happened when Peter and’'I had -
c ‘,.' o cof fee 'together, This time we're going to gshow
N you oneé thing at a t$he and- qive vou a chance to
practihe what you saw, :
4 - LN “ ’ ' . T <
] . . . f i .
. ‘4 \ i/ , - Model: -, iieylog mav-1I 'sit down” : % ”
- ¥ ° ‘ .« Paulp “sgre, have a seat'~., ¢
L4 e t . " Paul: ( o cam&ra 1) low Jye?u _say t.ll".‘.t —ms.q.\_r__’h‘gl‘l_o"‘tgpi
g . T o T -~ 7 and as® me If vou can eit down. e -
e Tl fad-e out - 15 seccmds ¢ )
n\ ] . . . v 5 ey .9 - _
{ ' S .- My llow ‘are y oin ’ ' , .
) n. X a \OJJ zl“ B . - .
.. ' P: “._ .Not bad, thanks. | . s )
e P:ﬁ' L(®o camera 1) Now ¥ou sav tha_t f*;ask me héw 1 am,
b fade out - l) seconds ™ o : :
o . 3 > - v ¢ » AN .\.-' L] -
- M, S How/lo?; have- you been, here? B
ED - : _P: n Oh, about 10 minﬁtés. X )N . Q,,f
’ voPe ‘ (tn (Jamenrp 1) Now }r)};ﬁﬁ_@ﬁr _-: as:‘lf,:'_rlej_ : ﬁ‘l_on',_: §n
y A TR NPT ”
FORR S T ST ' RS . . ‘ S .
- - 3 &" ] . )
e ) . - v
r P s F F) L - i’ -
- ol M ‘ .
o ‘ , ™ e . -
< .
. < 4 > -
| ‘ ws , 9
4 v P . S e - 4 .







M:
P:
P:

- M!
P:

" - fade out - 15 ‘'seconds

4 ) 86

I{ve baen here. N

@

f&dc out - ]}scconda

Havo you had’coffee yot’

No, not-yet." { B ’ h
(to camera 1) Now you say that - ask me if I've
had coffee. s

Would you like me to get you some?

Sure, I'd like that,

(to camera 1) Now you sqz>that - ask me if you
could get me some coffee,

fade out ~ 15 seconds

Goes aside, brinps back coffee and cups, and says
"I'll get the coffee and cups - sould you gét the
cream and . sugar?” -

Sure, here they are.. .

dto camera 1) Now you say this - offer to get the
coffee and cups and ask me to get the cream and

Ssugar, - . ¢
faﬁc out - 15 seconds ' - d

Pours.coffce. looking at P,
"Tell me when to.stop." Tl

.

Stop, that's plenty. : -

(to cauora 1) Now you say that - .ask me when I

want you,to stop pouring.
fade out ~ 15 seconds

' Do you take cream and sugat? g

Just some sug\?\ thanks, ‘ v ®
(to camara 1) Now* ‘you say that - offcr me cream.
and sugar, .- . R .

fade out - 15 seconds

Adds sugar, pushes cup -towards P.
‘"There, how's that? It looks strong doesn't it?"
Ycah that's the way I like {it, :
(to ‘camera 1) Now yot say.that - ask me _how tho .
coffee is? .

fade out -~ 15 ncondo

. - o

' ‘l'lut.'o not bad

Yesh, that's not bad coffes.
(to ch.ra 1) Now you say that - make a mt

about the coffes.




fade out -~15 seconds : , .

N M: . Helchcer’hauhavnthings’bwgomg],auly’

g P: Oh not bad;, I've been feeling pretty good lately. .
P: _(t.ocaural) pruuythat-ukmhovthiqg_
N bave .been going lately. -
fade -out - 15 soconds .

Ms: Takes out ;fpat.k of cigarettes, holds it out. B

e ) Would you like a smoke?
. P: - Sure, thanks a lot. " ‘ .
’ P: (to camsra 1) Now ‘you do that - offu;-n a snokc.

fade out - 15 seconds

LY

M: Here, hu;e s a light. N »
. N Lights P's cigsrette. -
? P: .Thanks for the light
. P: - (to camera 1) Now you do that - offer me a light.
N fade out - 15 seconds

. . -

M:* Couldyougot that ashtray fro-thcnutublc" LR
P: * Oh yeah, we need one: .
M: Thanks P -
P: - - (to camera 1) llow;oudotlut-ukucojc;an , -
ashtray. . ’
\ - fad.out—lSa.conds. L.
M: These are Rothmans (holdj.ng wp cigatotte) do
. ' you usually some Rothmans?
P: Sometimes. but I usually roll-ym These aren't
bad, though. .
P: (tocaptal) Nw’ousgthat-co-.ntonthc
ciE“tmo " M
fade out - 15 seconds N
: 'I'Kgoingourtpgotaugutu Doyoumtono‘l
®  Ps " Sure, 1I'll take a look. ° .
,'. . P (to camers 1) lwyoudothat-offcrtojgta»
N : o mnagazine. é .
fad.out—l.Snconds . \ .
M: What kind do you went? ..
. P: _ Oh, one with pictures, 1 guess.
S ¢ M: .0.K,
: (to camsra 1) lov;ondothnt—uk-vhatldnd
v of magazive I went. ‘

fade out - 15 seconds

’




. . M:- Leaves .table, brings magazines back
. ‘ _» "Here we-go (M handing one to P).. That Qne s full
- ' of picturcs.".

g P:  f€ood, I'll take a look.
. P: . (to camera 1) Now you do that - give me the y
¢ magazine and comment on it. '
. ’ °
. [
St . .
Outline: .VI . Final Imnstructions 't
! hd -
] Paul: Today we have showed you how to talk to peOple.
A 1 We gave you a chance to practice what you saw.
-~ Try to do the things we did on the ward or whenever
: ’ you go to the lounge. .
v .
. ) ALY
- - ) ‘
.j ' r ’-‘ - ‘ » s

.- It

[
$
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Videotape B~ - Social Behaviors While Playing a Game with Another Reéﬁbn -
- . . . f ;
Description: 1 " Iwo people are playing a game of Ring Toss. Emphasig on

rY

4 . :
‘social behavio¥ - looking at, smiling, passing :1ngs/back )
- . ‘ \ +

"and forth and making comments on each other's shots while

R
playing game. .Tape is prepared .so the whole sequence is

shown first and then.each interaction is demonstratpsd.

Fifteen second intervals are left-between;each se t to

°

allow the patient(s) watchihg the tape to practice what was

* medelled. Both the initiation and respondent aspe ts of

@ 1 *

the interaction are modelled ' }

¢ Outline: I Introduction ~

Paul: Hello, .I'm Paul and'this"is'Peter.

We are goiag to try to teach you how to talk to
people. s

Today we are ‘going to show you how to talk to
people’ while playing a game

o

¢ . . Watch Petst carefully. SRR .

. . 1 am going to ask you to do the things he did and
« say the things he aajd

»

Remember watch Peter carefully.

Outline: II ~ Whole Sequence A - Model as R.qpoedent
.. * Paul: . How are you today Petet?
‘Model: I am fine thanks Paul.
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This is a Ring Toss game Peter,
1 see,

Have jou ever played before? .
No, I haven't.

Would you like to play a game? = I
Yes. I think I would, L e

Well, I'll explain the way it's played.
0.K., 800d .JV

First, you have A board here and in the centre

.1s a peg. Then we have 3 rubber rings. The whole

idea is to throw the ring over the peg (gives
demonstration) like that.
Oh, I see, like that. ..

Q.K., do you understand? ° .

I see, so you try to throw the ring over the peg.
) S

Right want to try 1t° . . C

“Yes. Is it very. hard? i

P
’

No, it's not too hard.
O.K.. 1'11 tl‘y._ ’

L

[ , P

. (Givos rings to Peter) saying. "You try it"

1 got one. It s not tod hard.

That was goqd. Now it's my turn. .

(Gives rings to P). O0.K. your turnm.

Oﬁ I miaged that one.
Yhs you misch N : )
(P’ and M continue play making comments on the

shots made or missed and passing rings back and’
forth) .t

'l

-

Prottj good game.

Yas, it's fun. T

. .
What do you say we have one more turn then maybe “_

‘you would like a cup of coffea. Would you?

Oh yeah, that would be nice. I would like gome.

PR !




PandHtakelastturns.

-
Maybe we can play'’ again sometime. Uould you like
te? - g
Yeah, I'd like to.

What would you like in your coffee?
Oh, just some milk I think Paul.

(Paul goes and gets coffee)

There you go. Does that look all right?,
Oh yeah, that looks good,

; r : :
End of Scene: P and'!i drink coffee and%a some small talk.

“Outline: IIR Individual Segments of SQqugnce A - Rnhe&mal ‘of Hodcllod
Behavior

Paul: A lot of things happensd when, 'Pctcr and I played
Ring Toss together.

Nwmaregoingtoshowyouomthingatatm'
and gin youachance to ptactico wvhat you saw,

-
v

R.ubct watch Pct.nr carefully, >
How are you today Peter? ) ,

I'mn pretty good today Paul thank you. )

(to camera 1). liowpudothat-tcn-ohwlouu
feeling when Y ask you. B T
. fade out - 15 seconds : ' :

-

This is a Ring Toss game Peter. Have you ever .
" ‘played before? - - .
" No. I havem't. -

(to camera 1) No\?yondochn:—uuuifm‘

hmgmdxgg‘tmboforootnot\dmlﬂm

fade out - l.Snt;onds :

\louldyouukol:ophyapuwuhn?

Yes. I woyld like that.

(to camera 1) llév;oudothu-uup-youmld
m.:ap Pf&h}“lmm
uyont seconds




;s P:~ *  0.K. I'll explain the rules _of the game ‘to you. -
. - (P explains rules and asks M 1f he understands) .
(repeats rules of game to Paul).
i (to camera 1) Now you do that -~ repeat the rules ¢
) of the game afteér-1 have explained them,

. fade out- - 15 -seconds

~

«
- Je 4

LY Y

L .

- A ¢ 4 and M play game and make- comments)
) (30 second tade on camera)

. P: (to camera 1) Now you do that —J)lay the g ame “with
- me .and. make comments about it, s

P: ¢ How, d1d you like gane?
M: - I liked it fine, it's fun, -
p P: ¢(to camera 1) Now yoy do that - tell me you énjoyed
‘ playihg the game,.when I ask you, ‘ .

fade out -'15 seconds

P: Would you like a cup of cof‘f‘ee" -
. M: Yeah, I would ‘1 like coéfee.. : .
P; (to. camera 1) Now you ‘do. that - tell me you would '
like a cup of coffee, when I ask you. '
A - : ) . - .

-

-

End of 'écure: - “p and M drinking coffee. . |

. ,‘. fe-
.
.2 4

. Outline: IV . Whole Sequence B -~ Model as Initiator in Interaction|

» .+ - pPauly -Now Peter and I are going to change places. , This
R ) © time he 18 going teo invite me to play Ring ’Hbss
b - owith him,

» .

-

- : ' 1 am going te’-"ihi you to da the t;h'ing's he does. - & °

’ : you todayf Paul? _
.-~ Pauls I}m ine thanks M. ‘ . ¢

e T e M: ' This is a Ring.Toss gapﬂ Paul. - _ &
: IR £ S ¢ ‘& S . . N
N Mt luvc you ever play‘d betore? f -
' P: . No, IJum t. . Y
R , . - » - e o - h - (
‘ © .- UM . Houl.d. you 11ke .to, ﬁ\ly a ginme? ‘
. S Py Yesy t thial;. 1 would: :

L] ‘ - <
- .

S
~




. M:
P:
’ M:
is a peg. Then we have 3 rubbér rings. The
] whole idea is to throw th ring over the. pch -
(gives demonatration) like that. C ot
PT - Ob, I'see, like that, - .
‘ ‘e
y M: 0.K.,’ do you uqderst?nd" : ' /.
, o P: I seP, so you try to throy the ring o\t\er ‘the peg.
) ! : o -
- M: Right, want to try it?
P: Yes. Is‘'it very hard? !
M: No, it's not too hard. ’ ’
P 0.K., I'l1l try L
M: (Gives rings to Paul) sayin,g "You try it" )
" P: I got one. t' 8 not too hard. ~
M: That -was good. Now it's my turn. ,
. P: 561 to M). O0.K. your turm, PN ¢
M: ok I uissed that one. . -
P: Yés, you m}aacd A
, ™ : play making comments on the .~
- shots made or mis passing rings back and °
‘-, forth) . . - ‘
l , s Pretty good game. . e
P -?es‘ it’s fun. ' 3 ’

What do you say ve have one nor. turp then, nqyba

you would like a cup of coffee.
oOh y.ah.l‘tha: \;ould be nrice.

Mand?:akolut'tum

Maybc ve can play again aomtiu

to? -

N

’

«

Would you?
_I would like some.

.

-
-

-~

Would you like

P: Yeah, I'd'liko to. . L
M: " What would you m:a Dux aaffu'r
‘P: - Oh, just soms milk I tiftak M. . .
. - "“ )
. g S Y \




: Thete you~ go.
Oh, yqah t{nat

%

M and P drink coffee and mgke ‘s m\small talk,

X
~In{1v\idual Segments of ' Sequekce B '\-\qdel Initiator

Paul Rggpondent \ . .
Paul: A lot of things happcned while Peter and I

-played Ring Toas tOgether.

Now we re going to show you one thing at a time
and practicc what you saw. . /

‘ Remember, watch Peter carefully. .

£

M: How are you today’ Paul?
P: I'm fine thanks  Peter. '
_Paul: (to camera 1) Now you do.‘qn - ask me how I m "

feeling today.
fade out - .15 Beconds

{ This 1s a Ring Toss game Paul. Would you like to
" pldy with ne?

Yes, I would.

(to camera 1) Now you do that - ask me if I would

like to play RLLTon with you.
fade out - 15- uconda
[}
0.K. Paul, let me explain the rules of the gamc
" to you.
'(explgins rules and says do you undcrstand)
‘Explains rules back te M.
(to camara 1) Now you do uhat - axglain the rules

~ &

of the game to me. B
fade out - 15 seconds fo

. ~ -'\

,

2

< W.K. Paul, it's your tumn now.
0.K. my turnm.

P and M play the game: and make comments about it.
fade out - 30 seconds

L4




-y

~ ! Vs v
P: (to camera 19 Now you do that ~ play the ‘game,
taka turns and make comcmts about the _pame while
we 're El_yini. v
‘ M: How did you like playing the game Paul’
. P: It was very good, I enjoyed it. :
. [ P: (to camera 1) Now you do that - ask me how I
. enjoyed playing the game,
fade out - 15 seconds
. N
- M: Well Paul, how would you like a cup of coffce"
- P: Fine, I'd like that very much.
n P; (to’' camera 1) Now you do' that - ask me if | I would
r : ' like a cup of coffee. R
. fade out - 15 seconds .
Outline: VI Final Instructions - ' | L .
. . - : ) . .b )
Pa’ulz . Today Peter and I showed you how to talk and act
. . with paople while playing a game,
.Now you try to do what we did on the ward or in
the lounge while playing a game.
) ‘ 4 \
0 . . : £ ) : ' o - - i - ‘
. ‘ _ .8 .
* - [ s ¢ . . ! - ' '
. L . . ' 4 - ' ) . : v | " .8 '
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. , . ' Appendix B : _
) ."C.’;-'-’:'x ; ' . <
’ » Therapist: Instructiouns 8 5 .
AR
® A. Coffee Situation .
' [4
T e Patient Role ' ’
,0- s - i ‘ ~ ! ’
) RESPOXDEINT INITIATOR
] . . ° .
1. . Offer me a seat (when I ask you): 1. Say hello to me and ask me
! ’ , if you can sit dowm, )
Y T ‘
2. Tell me bow you are (wben I ask you). 2.,Asknebow1am.< ¢
, 3. Tell me how long you've béen here 3. pkmhawlonglvabeeu .
, (vhen I ask you). L here.’ ;
& .
A a, )
¢ - 4., Tell me-1f you've had coffee yet 4, Ask me if I've had coffee.
(wvhen I ask you). > A, 5
oo 5. hlL me you'd like some coffee 5.  Offer to get me some coffee.
*  (vben I offer you ao-z).‘ . . ’
4 = . . . -
6. Tell me what you want in your . 6. Ask me if I y@nt cream and
coffee (vhen I ask you). _ : sugar in my. coffee.
Q . ~ s ’ ¢
* 7. Tell me hévyw 1like your s ’ 7« Ask me hov the coffee is.
5 coffee (vbgn 1 ask you). - \ o
8. Make a comment about the coffee » 8. Make a comment gbout the
after 1 do. " . _ ©f ‘coffes. :
-, L T -
. 9.} Tell me how ;w'n been fealing 9. Ask ma how thi.ngs ‘have been
(vhen I ask ypu). . . -going lately. . )
10. Thsnk me vhen I offer you s " 10.- offer me a cigarette.
. .. cigarette. -, - - . . ° ’ .
, . A JIPEY '\ IR
11. nmit-foramcmr.q . 11. Offer me a light. . e
Off.t m m. _f-d . ‘ : . ) ‘ : ’
12.° Tell mpwe need an ashtray when I . 12. Ask ms to get an ashtray.
ask , and get it for me. “\ .
a2 ° v "’”. f’~

- - . . ¢ O\
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@ .

. A, Coffde Situation

- L UV ,P‘?tian't Rode

RESPONDENT .

+ , 13, Comment on the kind of cigarettes
we're smoking after I do.

. o Y. ‘.)\
14. Tell me you want to see a magazine -
(vhen I ask you). . o

15. Tell me you Itke the pictures in
. the magazine (when I ask yom).

°

|

¢. : 11‘

Q -

L4

Bl

g8

_INITIATGR

13. Make a comment on the

3

cigarettes. . !

14, . Offer to get me a méga;@ng.

-

15..

<3

.

Make a comment. about the

pictd%gsvin'the magazine.
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7. .
B. Game Situation >
o ,? : Vs . h
. Patient Role LN -
Jn' ~— L4 I: i
-~ RESPONDENT B o  INITIATOR 6
. Q § @ ° L ® .
i P M .
1. Tell me how you're feeling (when I 1.+ Ask me how I am. .
ask you}. o ‘ : /
. . M - - )
2, Tell me if you're doing anytiving 2. Aqsi me if I'm doing anything.
. (when I ask). ' _ . v - /
3. 'Te,ll ne if you want to play Ring . 3. Ask me 1f I would like to -
Toss en I ask) s o ‘ Toss. ‘
s _(h B play Ring -
4. Tell me ydu understand the rules - ‘4,’, Explain $he rules of-the
.9 (when I ask). - : ' game to mg.
6 . a’ . @ , '
5.. Tell me you '11 throw the rings . 5. | [Tell me to go first.
. (vhen I ask) # . .
,6.' Pass the rings back to me vhen its 6. Tell me its your turn.
' my turn. . v . : :
Y e .
7. Make a coument on my sh6t (when 1 7. .Make a gomment on youm shot. .
\0) . & R ' : , H /
8.. 7Tell me you like play:lng the game - B. Ask me if I like the.game.
' (when I ask) v c, . ' o
> K o
- 9. ‘:l'eu’ me what you want in -your® ° \ % Askme if I want accoffls.
coffee (whdn I offcr you one). . . ’
- Py - L
10. Tell me how your coffes taatu- #.  10...Ask me how my coffee is.
5 (whcu I ask you). . ' S ‘u .. :
2 ¢ v “ . » ¢ . .
11. Tell me you'd 11ke to play Ring 11. Suggest we.play Ring Toss
Toss again (vhen 1 ask you). again, .
: : Coon
12, Tell me that ,you'll ne a'rounq. 12. Tell me you have to go and
(wvhen_ I tell you ve to go). uga goodbye. r'l
9 . . " ‘ i ) .
) ’ A.. : ’ 1. ’ .
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Therapist's Script of Interactioms with Patients




. Appendix C
_ Therapist's Script of Interactions with Patiemt

P L2
Coffee ﬁtuation

‘.

%

RESPONDENT

-

Hello, may I sit dowm? °.

How are you doing? - |

How long have yt;u been hare? &

.

Have you had coffee yet?

Would you like me to get you some
coffee?

&

. (Gcts coffee and pours) Do you

. take cream and sugar?
o
(Adds sugar, pushes cup tomrd R
There, how's that? It looks
strong doesn't it?

 That's not bad.

Well, R, how have things bo-n_goina
"lately?

(Takes out pack of cigdrettes and
". holds 1it out) ﬂouldyou}iha ,

" smoke?

Bere, bere's a light (11ghts R's -

cigarette).

e

/,.

o

1

Patient Role

101

INITIATOR

I wouldn't, mind if you
sat.dovn

I's feeling fine

(thanks)

"1've been here for a.

. couple of minutes.

I haven't had coffee .
yet. .

I would sure like some

coffees. -,
/

I usually take sugar

. in my coffee
I 1ike my coffee <

-strong.

That's not bad coffes.

I'vetbeen feeling fine
lately.

I'like ci;nro_tt’é. ,

Imivquidliha
light,

L 4




. : | 102

-~ . "/
A. Coffee Situation °

»

. .
s “ , ) «

Patient Role
_ . RESPONDENT . . , . INITIATOR
- - . Y
12, ‘Could you get that ashtray from 12. We need an ashtray.
the next table? :
'13. These are tailor-made cigarettea i 13. These aren't bad
do you usually smoke them? cigarettes,
14, I'm going over to get a magazine. ‘14. I'd like to see a ‘
Do yqu“uunt ona? ) ] magazine. -
;\: - ‘ . P
Y 15. (leaves table, brings magazine back) 15. I like the magazine
That one's full of pictures; do’ . with pictures.
.you like At? . .
o . :} ,
N .
o ®
»
. " J}!
¢
1 The scripts presented are for the most part what the therspist said in

all trestment. The "respondent” lines were identical for all groups with

the only difference being that in the modeling snd. instruction groups

there wers puouuu cues in the form of a modgling displsy or an instruction. .
. Por the. a group the thgraptnt Just said the lines on a fixed time . .

scheduls. *f{nitiator” lines there are some differences. The modeling

and instruction group got similar lines if they (the patients) initiated inter-

sctions ss cued. The agtention group got tha line no matter what, The lines

as shom in this sppendix are gsared to the attention group--i.e., they make

sense by themselves even if-thepatient doesn't initiate m interaction.

) N .

.-



B. Game Situation

S

- Patient Role

RESPONDENT

1. How are you today, "R"9 L Y

k]

f{ Are you doing anything right now:

3. > Would you like to play a game of
Ring Toss with me?

You have

| a board here and in the centre is

/| a peg. Then we have 3 ringd. The

' whole idea is to throw the ring
over the peg.

4. Let me explain 'the rules.

5. You go first.

6./ Now it's my turn.

7. Nqg a bad shot was 1t? ' . ’

. 8:- 1 like this géﬁe, don't you,

9. Could 1 get you a coffee?

[N

' x
‘10, Does you coffee taste a11 right?

11. Haybe we could play Ring Toss again
another timo?

".12. I have to go how, so long "R".

10.

11.

12,

: | "~ 103

INITIATOR “\
I'm fbeling fine today.-
'm not deiﬂg anything.
I'Y like to play Ring Toss.
I understand all you do is

throw the rings over the
peg.

[

I1'll try to throw some.

Here are the rings.

I bét you're a-good player.
I enjoy playing. h

I'd have a coffee with
cream and sugar,

JI like. my coffec,

1'd 1ike to play Ring Toss
again another time.

Goodbye, I'llls.e you again.




ol

: APPENDIX D " )
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Appendix D . . 2 L
& - ’ : -
Observation Scheme: Definitions and Recording Sheet
- - " f
Defin:ltion of Behaviots Observed , o
Ap-Apathy - behav:lor which reflects a very low act:lv:lty level and 1or"'
vhich indicates a lack of attemtion to social situatio or
even self-produced stimuli.

- constant staring, eyes fixed-tnot R éyes closed, head in
. hand with covered. :
. ' ~ \ : - A
Mo-Perserverative Motor (- repetitive and stereotyped motions and gestures .
" Behavior vhich do not appear functional or which'preclude = =~
. socul interaction - rocking cing, tics, rituals,

PO

. unusual movements of mouth, éyes. ‘or other parts of.
- face. .
Au-Autistic Behaviors - beuuorg'uuch to be in respouse to-self-
o . produced stimuli - bizsrre behaviors such as talk-

ing to omeself, muttering, mumbling to oneself,
lip movements suggesting subvocal speech, inmro—
prhte laughing, crying, calling out, P

So-Adaptive-Single-Person - engagement in conltrnctive activity which requites
. Activities-Solitary or can be successfully completed by that person
A . Activities- alone. Watching T.V. or ongoing activity, smoking -
cigarette rolling, layi.ng solitaire, pool, eating. -
L 4
0-Other directed activity - qocul behaviors directed tmrﬁ. other pttianto.

Ost e oo o tOWRTd hocpital staff social behlvior refers
.to general category of looking or smiling, touching,
‘verbalizing, or giving. Behsvior is. rmrdnd
independént of other persous behavior. slmzific ° .
categories dcfiud below. . o

I~Looking - glance or eye ‘contact with person within ﬁn feat of mbjoct. :
‘ If distance grester than five feet and L hss to follow by S
-, approach or verbalization or wave,

- S-Smiling - Smiling or laughing/with amother pgt;m(s); ) - _ .




| “r-PEylical'Codtact - touch another person which might signify affection,.

v , greeting, or attention getting. ’
C-Giving - giving an objec: or help to another person such as picking
. «- dp sonething, giving a cigarette or a light. -
V—Verbal:ii_nb!.on -~ any verbal behavior directed touard anothér person; can’ -

i - 4nclude anything fron a ore-word response to conversa- ‘<~
. N tional speech. )

' . e T ' B ) . o ",
* Rules for Observing: . IS . “

-~

LI

. In first row the .general behavior of "target subjects is‘marked-iAp;

-

o Au, Ho °So, or.o. If any 0 regponse occurs only that is recorded. The

]

specific kiﬁl(c) of 0 responses (S.L, P .G.V) is marked in the next row and the

behaviot of the "othet" person is mrked‘in the third Tow. If no 0 occurs in

.
-}

interval Au nd/or Mo takes precedence 1f they occur.” Ag is recorded only

5 n’/;I.t cg';ur%: for full period of 1nte_rva1., An ‘interval is judged to be So
" only 1f none of the other behdviors have ocgurred. )
' s T . - .
.. ~ ) ’ b -
- . ~ Y . . ~
/ -ﬁ , v \ o l //
5 '3 . ' ! -
. ?
. \\
> ? \ . ( i “ . )
. , . ' .
¢ at
\r- - ’ «
. . - ) & !
N * \
] . ’
& he ]
« -
- . / R
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MODELING FZSEARCH m‘&r ‘

OSOERVATION SHEST FOR o .

- Y o . } ’ S
' - . o C e e
Date/Tire: - . -, Ap-Mathy " S+Smiling
Activitys s — - hu-dutism . L-looking st -
. of et - . . © Mo-Motor. Perseveration . P-physical contact

Rater! . i o ~_.So-Solitary Behavior. - G-giving
Reliability Chécks “ 0/0st-Other orientation Va-verbalization
) . T —————————— T - v

LY

> [y
- - A-
. Row 13 General Behavior Row 21 Specific Soclal Behavior  Row 3t Pehavior of other
. w
(Code) . o a ) ,c
V-4 J -
- ‘ -~
o~
" ‘ -
< ¥ . x
. ‘ 5 .
. 7‘ > ' 47 . ' o
Vi - ' N
-y D\ R - ©
- - .f
t bl A
- - e
) L:’ = -7 i :
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APPENDIX E

2 . . i
Reliability of Observers in

. ' Differept Situations
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Appendix E
(, : Rq;iability* of Oburvgra in
Different Situations
' o
. - situation’
Category of i | ot ) .
Observation . Contrived Hospital
Other-Oriented .
Behavior (0) 81,9% 72.82
Verbalizations (V) . 85,82 95.1%
Reciprocated-Other ' :
Oriented Behavior (OR) 87, 3% 74,62
: ' .
* percentage agreements over agreements plus ) -
disagreenents, . .




APPENDIX F : -

_ Inter-Rater Reliability for the

Psychotic Inpatient Profile
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. . ' ‘Inter—Rater Relisbility* for the .
o ' : Psychotic Inpstient Profile
v : . ] '
V . ' ' - Q-u#t- Period e,
] ' ‘ Group Pre-Test Pollow-up
‘ o - s R %
- Yodeling - + * .957 o g1 .
. . Instructions ‘ .73 : 57 o
3 vsi ® °  Attentiom _ 48 ° 2 .69 * 0
o All Ss (N = 71) .78 - 76 v
, Modeling~ .84 .57 o
. Instructions A4 <36 A
Cave-Needed- . . srtention -. ) .93 n  +80 ‘
. < . _AllSe (N'='21) .85 .75
Tl - . Modeling L .59 o
Instructions - "« 36 .92 .
. Retardation eation . = - .82 6 . . .
] : Ss (8 = 21) .65 . .69 *.
* relisbility as calculsted by Pearson's ;.’
a ’ o o
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. . ‘ R Appendix € .
° Raw Data ’
Requnsxs During Treatment Sessions - . . ° -
[ . \$ o h M i
- Number of Verbalizations During Respondent-Training Sessioms .
- . 9 .
_ " lModeling Instfuction Attention °
' . . 14 81 - . 76
.18 80 . 54 4
. 2. - 72 65 @'
v S & A 19 66 e . .
. - n SR - B 47 o ?
. " o 81 ' 79 . 81 o
. . } o8l 76 - 55 k
- , . K % . .
Number of Verbalizations During Initj.ator-'fraining Sessions )
! R Mode"ling : Instruct ion Attention
) 81 KO |- Vo580,
P 79 a T 78 .19 °
@ 55 .75 0 . .
., 83 81 - 48 ©
® % . " 189 , 23 .
73 ' 81 o 66
;6 : 78 40
..I
e s - .
iy ¢ o o Number of- Words Spoken " . °
' ’ . s g
(Squarc Rnot Ttmfomtion)
aa Dur:lng Fi,rst Susion of Gane Initiator Susions
. T Modaling Iﬂatéucum' Attention .
- > 124 (L18) . S8 (24.2D), 17 (4.12)
- ) 151 (12,29) 185 (13.60), .. 8 (2,83)
. e - 203 . ‘. 25) t . . 85 ( 9. 70 °(80 37)
' 54 ( 7.35) 67 «{6.86)
Lo -~ ,237 €15.39y . 1 “22.(3.46) . -
. o 240 (6,32) 124 {11.14) 37 (6.08) . |-
.. 146- (12.08) . 47 ( 6.86) , 20 (4.47)
N .
” ]




Raw Data

N~

>’ Observati of Social Behavior
- In Contrived Situations
El

: N

_Z of Other-Oriented Behavior (0)

Modelingo , * Instruction Attention
'Post FU Pre Postr 8 4] Pre Post

28 20 37 30 42 T 46 .. 16
13 16 .. 32 53 . - 52 52 24
65 72 13 .21 . 23 23 44
66 64 38 . 40° 40 40 ©22
Kk 38 29 °8 13 13 5
5 20 35 16 40 40 16
7 61 25 3 48 48 9

d,,‘,

- % of Reciprocated Other-Oriented Behaviors (OR)

Modeling ' - Instruction . Attention
Post FU Post  FU : Post

'3 5 25 42
7 ] 11 17 40
53 2,10 11 8
52 18 21 20
2 -33 2 .0 3
2 Co21 6 6
44 '8 3 12

-

2 of ,Vcrbavluat ions (V)

Instruction _ Attention

Post FU Z’Pre Post

22 32 . Co
19

o3

wn

T ~
NOOWON
w

WMNWOONROO
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Rav Data d
Observations of Social Behavior in Hospitgl - )
< . _ Situations (Meals + Lounge) S
. : . ; ) o .
) Z of Other-Oriented Behavior (0)
Modeling ’ Instruction N B ' Attention -
Pre Post Fellow-up " Pre Post Follow-up Pre Post Follow-up
. A
| 18 19 , 52 10 1 21 2 - 15
! . 17 15 20 40 20 40 26 16 13
23 37 53 -22 2% .22 43 25 3
21 40 45 7T 41 30 29 34 50 - 32 (
34 41 29 : 9 22 5 23 7 4
10 15 23 23 29 15 3 46 26
33,3 30 9 9 26 14 &2 - 14
. - . e
s « % of Reciprocated Other-Oriented Behavior (OR)’ |
Modeling . Instruction . Attention
Pre Post Follow-up Pre Post —~Follge-up Pre Post] FPollow-up
6 3 .27 ‘ 1 -4 6 11 13 . -8
V2 .11 6 - 116 15 6 3 7
, 16 28 41 37 6 -3 17 6 7
2 10 - 8 . 5 2 5 .20 13 14
18 7 6 2 3. 2 8 & .0
0 5 5 10 7 7 . 0 .18 7
o~ 3 1 9 2 0 4 o 1 S
_ . ) . .
2 of Verbalization (V) L .
Had(lhg ) ] " . Instructiom L Attention -
_ Pre Post -Pollw;txp ‘ Pre Post . Pollow-up " Pre ~Post FPollow-up
LT s 3 § & s o o o
) 4 3 - 1 2 5 12 1 "0 0
) 4 28 24 o 1 .0 2 3 0 . 0
1 1 & 0. 0 o .6 2 0o
13 10 8 0 0 2 - 0 0 -0
2 1 3 7 & 5 7 5 2
4 5 0 1 -0 "2 J 6 9 6
y -
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Q.
Raw Data ) '

Scores on Minimal- Social Behavior Scale (MSBS)

© " odeling " Instruction . Attention
Pre. - Post - Pre Post Pre  Post
27 27 v 27 30 20 28
28 27 26 26 25 22
24 28 23 27 25 . 23 .
23 . 26 . 23 29 : 25 28
26° 19 25 . 27 24 21
17 23 284, 23 24 26
23 27 3 - 2 18 17 o -
: ‘Money Earned on Ward (Per Week) Lo
— ) i
Modeling - . Instruction s . Attention .
Pre Post _ Pre Post " Pre Post )
7.00 ~  7.00 0 0 0 0
. 0 24,00 0 0 0 0
0 4,20 0 0 0 0
] 0 " 8,00 8.00 0 0
o - 0 ] 0 0 0
0 0 8,00 8.00 0 0
0 0 0 0 0 - 0

Number of Tok.;:;s Earned Per Five Day Week

. 8 - : .
Modeling Instruction . Attentiomn
Pre Post. . Pre Poat . Pre Post
63 - 63 45 45 29 29
58 - 62 35 35 22 32 .
- 32 59 35 35 2% 23
. 60 40" . 62 62 - 3 32 ‘
29 . 40 33 33 » 38 36 .
27 34 59 59 - 40 &0
39 40 .3 31 39 39
/’l.‘ ? [



Raw Data

Scores on Psychotic Inpatient Profile (PIP)

- PIP - Care - Needed Scale :
Modeling Instruction - Attention .

Pre Post Pre Post Pre * Post
-3 -2 4 -2 . 7 8
-3 -2 4 3 16 14
2 7 2 0 17 12
8 9 1 3 9 13
~ 11 8 .6 -1 -1 7

v 8 11 9 3 1 12 .
13 8 -1 -2 . 11 14

PIP - Retardation \cale

- : Modeling ’ Instruction . Attention

' Pre Post Pre Post. Pre Post
3 1 9 1 15 18
-4 -5 5 5 - 4 o 10 N
3 5 4 3 9 15 ‘
4 9 6 9 5 7
9 2 10 10 6 8
o 7 8 12 0 1 2
- 1 8 11 17 3 5
- PIP - Seclusiveness Scale
Modeling. Instruction : Attention ‘
Pre Post Pre | Post " Pre ~ Post . .
. . ’ 19 18 - . 12 15 7 1
10 11 14 -7 3 1l
17 22 10- - * 6 4 -1 "
14 - 11 17, - 12 7 4
-1 . & -2 - 7 5 L]
5 . 11 3 12 11 5
5 15 -2 .. 0 16 6




Raw Data

. Level of Privileges (1-4)

Modeling Instruction
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