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ÃBSTRÀCT

Based on a Conceptual Model for Àggrêssive BehavÍour in
the Elderly, thls study exarnined the relatíonship between a

Çhange in coLour in the physical environment and the

frequency of aggressíve behaviour of nursing hone residents,

Using a quas i - experimental pretest-posttest design, the

frequency of aggressivê behaviours of twenty-seven

cognitively inpaired elderly nursÍng ho¡ne reEidents were

docu¡nented for seven days prlor to introducing a change in
colour in the environment and for a further seven days

followíng the intervention. The Ryden Aggression Sca1e Form

L & 2, the Miní-Mental State Examination (MMSE), the ü¡ard

Atmosphere Scale (WÀS), and a socio-¿lemographf c data sheet

i^rere used to collect pretest data; the Ryden AggresEion

Scale For¡n 2 (RAS2) was used to collect posttest data.

Reeults indicate that the frequency of aggrêssive

behaviours before and after the change in colour, tested

wlth Spearnan Rank Correlatlon Coefficíent and the Wilcoxon

Matched-Pairs Sígned Banks Test díd not change

sígnificantly. Hor^¡êver, the findings suggest there were

fndividual differences in the frequency of aggressive

behaviours fron pretest to posttêst for some residentE,

although the direction of change varied. The relationshÍp
between aggression and cognitive functioning, ward

atrnosphere, and demographic variables uslng Spearnân Rank

Correlation Coefficient and Chi-Square wêre not signiflcant.
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À scatterplot índicated that both non-aggression and

aggression were associated wíth lmpaired coginitive

functioning.

some support for the Conceptual Model for Aggreseive

Behaviour in the Elderly, which guided this research, is
demoûstrated in the findings and suggests utiS.ity of the

model in clinical 6ettings, Further research exploring the

impact of learned responses¡ cognitive functÍoning,
envi ronment, and nuraing behaviours on aggressive behaviour

is necessary.
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I. STATEI.IENT OF ÍTIE PROBLE!'I

Aggre6sive behaviour has fascinated rêsearchere for
more than one hundrêd years. This behaviour hae been

studied in a varíèty of populations including children,

Juveniles, adults, peychiatric patíênts, and psycho-

geriatric patients (Baron, 1972, Hilgard, Àtkinson, &

Atkinson, 1979, Schauss, 1979). Many studfes suggest that
aggressive behaviour is a result of the environment, both

its physical aspects and its psychosocial aspects (Baron,

1972, Brehm, !966, Desor, L972, Lanza, Milner, & Rí1ey,

1988, Meddaugh, 1990, Morrison, 1990, Standing & Stace,

1980). To date there have been no studies whích explore the

role that environment plays in the expression of aggressive

behaviour of elderly perÊons in Iong tern care facil-itles.
The envíronaent is fil.Led with essential informatíon needed

to ¡nake accurate predictions about human behaviour (Moos,

!974, p.2L) ,

AggresÊive behaviour can compromise the quality of life
and care needs of the frail ând dependent residents of

facilities for the elderly. Nursing staff are often the

target of aggressive behaviour and the behavÍour has an

impact on work sâtisfaction, work attendance, and the

therapeutic míLieu (Bolger et aL, 1988, Cunming, Cumning,

Titius, Schmelze & MacDonald, L982, Feldt & Ryden, 1992,

Meddaugh, 1990, Moos, 1974, !976, Munns, 1985, O'Driscoll &

Evans, 1988, Ryden 1992, Ì,rlinger & Schirm, 1989). Nursing
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staff in these facíIities prefer to prevent the occurrence

of aggressíve behaviour and intervene effectively when it
does occur (MHO, 1990 ) .

The Iink betwèen aggressive behavfour and the

envíronment has been demónÉtrated in school age children,

college students, prison inmates, psychj.atric inpatients and

adults (Baron, 1972, Breh.m, L966, Brefun & Brehm, 198L,

Desor, 1972, Munns, 1985, Schauss, 1979, stãnding & Stace,

1980). While aggressive behaviour of the elderly residents

of nursing homes has bêen described, these descriptions have

tended to neglect the environmental eetting as a factor

associated wíth aggressive behaviour (Beck, Baldwin, Modlín

& LewÍs, 1990, Boettcher, 1985, BoLger et al , 1988,

Chrísnan, Tabêr, $thall, & Boehn, 1989, Coben-Mansfield, Marx

& Rosenthal , 1989, Cunrning et aI , 1982, Kingdom, L992,

Meddaugh, 1990, Rockwood, SÈolee & Robertson, L989, Ryden,

1988, Ryden, Bossênmaier & McLachlan, 1991, Winger & Schirm,

1989). Other studies that have explored thê influence of

the environ¡nent on elderly persons have not focusêd on the

effects of environment on aggressÍon (C1uff, 1990. Kayserr

Jones, 1989, Kolanowski, 1992, Lawton, 1980, 1989, Mccrackên

& Fitzwater¿ 1989, Roberts & Àlgase, 198e).

Thís study was an attempt to shed ligbt on the

relationship between the physical environrnent and aggressive

behaviour in elderly residents in a nursing hone.

Specifically, this study explored the impact of colour on



3

åggressive behaviour of eldêrLy resÍdents of nursíng homes.

Knowledge gained from empiricaL research on the relatlonship

bêtween the envíronment and aggressive behaviour can be

applied in practice settings to enhance thê qualÍty of 1ìfe

for residents and increase work satisfaction for caregivers.

The specific reseârch objectives were:

1) To measure the frequency of aggressive behaviour before

and after a change in the physical envlronment.

2) To examíne the relatíonshíp between cogmitive

functioning and aggressive behavíour.

3) To examine the relationship between ward atmosphere and

aggressive behaviour.

In addition the relationship between aggressive behavÍour

and selected socio-demographic variables lncluding age,

gênder, length of stay/ diagnosis, and nunber of medications

were explored.



II. I,ITERåTIJRË REITIEW

The literature on aggressive behaviour i.s very

êxtensive and dateê back to the early 1900's. The diversíty

of topics related to aggressive behaviour is so vast that
the scope of this review wiII be linited to thosê

publfcations concerned with the concepts of aggressive

behavÍour, aggressive behavíour ín the elderIy, and

influences in the physical environment that producè

aggressive behaviour. This review r¡i11 be organized as

fo L lows :

1. .\ggressive Behavlour as a Learned Response.

2. Aggressivê Behaviour : Description and Predictíon

3. Aggressive Behavlour in the Elderly

4. Aggressíve Behaviour: Staff Behåviour as a Contextual

Factor

5. Aggressive Bebaviour and Cognitive Functioning

6. åggressive Behaviour and The Influence of the Physical

Envi ronmênt

1. Aggre8Bivè Behaviour aa a Learned Reôlronae

SeveräI theoríes have been devêloped to explain or

bettêr underetand aggreÊsive behaviour as a learned

response. The contributions of Lanza (1983), Boettcher

(1983), Brehn (1966) and Meddaugh (L990)are notable. In
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particular, Lanza's work has guided much of the thínkíng in

thÍs area.

À11 índividuals have the potential for aggressive

behaviour expressed through interactions with the

environment (Lanza, 1983). ModelLing as described in social

learning theory is the process by whích a cbild learns

behaviours by observing and imitating others (HiLgard,

Atkinson & Atkinson, 1979). Modelling of physicaL and

verbal aggression, along with reinforcement fro¡n the

envi ron¡nent, leads to the acquísíÈÍon of aggressive

behaviours. Whên this behaviour is expreËsed, the aggressor

perceives a consequence, eithêr positive or nêgative, which

mãy support further expression of this t]æe of behaviour.

Lanza (1983), has proposed a "Theoretical ModeL for
Aggression" which is intended to simplify, categorize, and

pronote an understanding of varioug aspects of aggresslon

and their interre lat ionships (Àppendix 1). The model is
based on the líterature on aggression, dating back to 1905,

depicting the behaviour as a human phenomenon râther than an

age specifÍc phenomenon (such as children, teenagers,

adults, or the elderly). Embedded in thè nodel is the

assulption that cognitive functioning ís intact.
Lanza (1983), suggêsted that both innate factors and

those from the human-environment lnteraction contrlbute to a

person's potential for aggression. Àggressive behaviour is

Learned through nodelling and is reinforced by the
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environrnent (Lanza, L983), The model further suggested that

the aggreÊsive lndividuaL'6 percêption of the consequences

of aggression determines future aggressive acts.

The ¡nodel is very detailêd and complex. Unfortunately,

the model does not indicate the degree of influence each of

the oríglns has on the manifestations and it further faí1s

to define clearly how it can be used by nurses in cLinical
practice. (See Àppendix 1 for a graphic representatíon of

the rqodel which identifies thê origins of aggressive

behaviour as four innate facÈors and three interactions with

the environment. )

Much of the aggressive behaviour research has focused

on the violent behaviour that occurs in psychiatríc

institutions. Lanzarê (1983) nodel deals only v¡ith

aggressÍon Êuggesting a conceptuaL diÊtinction from

violence. Aggressibn is defined as an offensivê action or

procedure while vioLence is dêfined as the exertion of
physical force êo as to injure or abuse (Webster, t97L).

However, the t$ro words are uÊed alnost interchangeably in

the literature rnaking comparisons of etudies difficuLt, The

research conducted Ín psychiatríc settinga concerningl

violence must be carefully exa¡níneil for its appJ-icability to

aggressive behaviour in elderly residents of nursing homes,
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According to Boettchêr (1983), violence is defined as

one of several subcategories of aggression. Violence is a

very powerful way to communicate an intenêe human need.

(Boettcher, 1983). The examples of violence presented by

Boèttchêr (1983) include any event in which a patient

struck. shoved, hit, yankêd, grabbed, punched, kicked, bít,
threw sornêthing, pulIed hair, or tore at clothing in an

'raggressive nanner. Need Theory was used as a foundatíon

to describe an I'Integrated Theoretical Model for NurBing'r

(Boettcher, 1983). the pêr6on displaying aggressive

behaviour perceives that one or more needs have been

blocked. Perceptions of unmet needs may be at the conscíous

or unconsciou6 level . For exannple the need for greater

personal. space, $rhere the need itself is recognized and the

integrity of the self-syste$ is threatened (Boettcher,

1983). As anxiety and tension increase, the pêrson resorts

to behaviours whích previously provided a sense of self
mastery and control over thesê troublÍng feelings. Violent

behaviour may have been nurtured in the past or the

individuat may have been the victifii of physical abuse and

may never have learned a nore acceptablè r,ray to obtain thiË

sense of nastery and control (Boettcher, 1983). Organic

problems, for exanple dementia, dísturb the ability to

tolerate need deficitE or may intensífy needs beyond the

usual norms and increase thê tendency to use aggression to

express thís need (Boettcher, 1983).
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Boettcherrs model emerged from work in psychiatric

settings and caution ís warranted in using this set of

assumptions to aggressive behavíour of chronically ill older

adults in long term care settingÊ. Nevertheless, this rtodel

presents some useful insights, such as how ídentification of

an underlying factor, that of an unmet need, might lead to
expression of aggressive behaviour.

Aggressivê behaviour night bê used in some settj-ngs to

satisfy the needs of the individual , if the aggressive

bet¡aviour was effective in the past for satisfying a nead

(Boettcher¡ 1983). This work conaidera psychiatric illness
as a factor without clarlfying the amount of cognitive

impairnent. It vrill be necessary to explore the application

of this interpretation of the literature in other sêttingÊ

as the ideas are preeented from the perspective of pèrsons

with psychiatric íllness who display aggrêsslve behaviour

whiLe in hospital . The modei. needs to be subjected to

rigorous scíentífic study to identify Íts utility in
explainìng violent, or aggressive, behaviour.

Taking a êIightly different perspective on aggressfve

behaviour ås a learnêd response, Meddaugh (1990) suggested

that Reactance Theory, the vtork of Brehn (1966), predfctg

that people will reÊpond with aggressive behaviour if the

freedom to choose behaviours which wí11 rnaximize need

satisfaction are Ilmíted. Brehm (1966) has suggested that



freedom of behaviour is an important aspect of human life.
ÃIthough choices are sometimes limited, people perceive

personal freedom ín choosing their behaviour (Brehm, 1966).

Reactance theory proposed that wÍth appropriate

freedon, one chose behaviour that ¡naximized need

satisfactfon (Brehn, L966). when this freedom was

threatened or reduced, a person nay respond as if that

threat werê a barrier to oners personal freedon (Brehm,

1966). Thís rê6ponse to the reduction (or threatened

reduction) of a person's potential for acting, considered a

counterforce for acting, was called lpsychological.

reactânce" (Brehm, !966, p.2) .

Reactance Theory was developed over time in several

laboratory experimênts. Choices were reetricted by the

experimenter and the response of the subject to these

restrictions h¡as mêasured. Aggreseíve behavfour was not

specifically considered in the original work but findings

indicated that the more important a freê behaviour fs to an

individual, the greater the magnftudê of reactance (Brehm,

1966). Meddaugh (1990, 1991) uÊed thÍs work to guide two

qualítativê studíes of aggressÍve behaviour ín elderly
rèsÍdents of nursing homes, although the original work did

not speak to the impact of cogr¡itlve ímpaírment.

The influence of the physical environment was a

peripheral consideration in the laboratory Eettings used to

develop Reactance Theory. The value Reactance Theory has
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for this current study is to reinforce consideration of the

psychosocial environment as a settlng which limits free

behaviours of lndividuals and as such may contribute to a

I'reactance rèËponse" in the residents. The nagnitude of

thís rêÊponse may be interpreted as aggressive behaviour.

Brehm and Brehn (1981) reviewed all the studies that
had been conducted by several dleciplines in the years

between the origínal work, 1966, and 1981. Based on this
revier.r, the basic motívational processes to maxinizè

satisfaction that are addressed by Reactance Theory are

asgumed to be ubiquítous (Brehm & Brehn, 1981) that is
existíng or being everywhere at the sanne time, omnipresent.

SI¡EEary

The potential for all human beings to display

aggressive behaviour is reinforced by Lanza (1983),

Boetteher (1983), Meddaugh (1990, 1991) and Brehm (1966).

These approaches, focused as they are on individual.

processes, seem inadequate as explanations for aggressive

behaviour that occurs in the nursÍng home settíng. Tbe

perspective needs to be enpanded to include the social and

physícaI aspects of the environment as well as the impact

that cognítive functloning, individual learning and

motivation have on aggressíve behavfour.
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2. AggresÊtve Behavlour ¡ Descrlptlon and Predlction

Research on aggressive behaviour has been conducted for
decades in several seÈtíngs and with diverse subjects. The

Nursing studies of aggressive behaviour have been linited,
until recently, to explorations of the violence in
psychiatric settingÊ. A 6ma11 number of studies describing

aggressíve behaviour and violence, along r,líth studies

attenptíng to identify fâctors thât can predict expression

of aggressive behaviour, will be included in this revie$¡.

NotabJ.y studies by Munns (1985), Morrison (1988), Lanza,

Mii-ner and Riley (1988), Rix and Se:¡nour (1988), Blomhoff,

Sej.m and Friis (1990), Convit, Isay, Otis and volavka

(1990), and Lanza and Carnpbell (1991) are presented as the

central r,rorks describing aggressive or violent. behaviour and

predictíng the expressíon of aggressive behaviour. The

decislon to limit the exploratíon of the psychiatric

literature is based on the assunptÍon that the criminally
insane ånd acute psychiatríc clients are a popui-ation with

unique characterietics largely unlike the elderly
populations of nursing homes, Given the disparity betvreen

psychfatric patlents and elderly residents of nursing homes,

only selected studies have been included in this review,

Central to this research is the nursing definition or

diagnosis of violent behaviour. The nurging díagnosÍs
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"Potential for Vio1ence" hâs been included on the taxonomy

list of North AmerÍcan Nursing Díagnosis Assocíation (NÀNDA)

(Munns, 1985). In fact, Munns' (1985) study waÊ desÍgned to

validate the defining charactèriêtics of the nursing

diagr¡osís rrPotential for víoLencetr. Examples of thesê

defining characteristics include overt and aggressive acts;

body language including clenchêd físts, rigid posture, and

tautness; rage; and self destructive behaviour (Munns,

1985). A sample had been drawn from a largê psychiatric

facílity: one acute care unít ând one long term care or

nursing home unit. À retrospectlve chart audit of thírty
subjects valídated the followíng defining characterístLcs :

1. body language: clenched fists, rigid posture, or

tautness

2. hosti l-e threatening verbalizations

3. increased notor activity
4. overt and aggressive acts

5. suspicion of others (Munns, 1985)

The retrospective chart review has been a cor¡ulron ¡nethod used

to study aggression or violence but the data obtained arê

limited by the guality and quantity of records kept by the

nursing staff on the units being studíed. Several

Limitations were inherent in thiÊ study including those

relating to: the knowledge and experience of the staff
creating the record; the staff-patlent ratio; prior

knowleilge by the staff thãt the study would be done; and the
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population mix on the uníts at the tíne of the study,

Unfortunately the report to NANDÀ di.d not address these

l ini tat i onÊ .

The issues related to rÍeasurenent of violence in
psychiatric settings r¡rere identífíed in a Iiterature review

written by Morrison (X988), The overuse of indirect
measurês of violence such as incident reports and the lack

of psychometric testíng of direct rneâEurês of víol.ence has

lead to random sources of error and has limited seriously

the use of a study (Morrison, 1988). Incident reports have

tended to reflect the reportíng behaviour of the staff of a

particular unit and are likely a poor represêntation of

frequencies due to high rates of under-reporting.

Two direct rneasures of violencè werè er(alnined in this
review: the Behavioural Rating ScaLe (BRS), and the Overt

Àggression Scale (OAS). the BRS resultE are intèrval level

data and the OAS produce noninal 1evel data. It was

Morrison's (1988) view that the psychometric testing
potential of both of these tools has not beèn dèmonstrated.

In additÍon, a Btrong theoretical baee wíll be needed to

conduct nore Etudies on violence and aggression from which

enpírically tested resêarch instrunentÊ can be generated

(Morríson, 1988 ) .

The issues raised by Morrison (1988) about thè

literature on aggression and violence havw been echoed in
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the literature on aggressive behaviour in long term care

settings. DefínÍtions of, aggression, violence and assault

have overlapped, clouding conceptual differences.

Furthermore. aggression, violence and assåult have been

mêasured using the sa¡ne or siníÌar tooIs.

ItPredictora of patient assault on acute inpatient
psychiatric units" was a pilot study deslgned to empirically

exanine predictors of violence with violent a6Eãu1t (Lanza,

Milner, & Ri1ey, 1988). Lanzars Theoretical Model for
AggresÊion (1983) was modifíed to identify predictors of

assault and other outcones (Lanza et a1 , 1988). Personality

factors, Êituational factors, and interactionE betweèn

personality and situation were considered essential to
predicting a coûnission of assault.

A nurse researcher attendêd daí1y patient/staff rounds

to make direct observations about patlents, both assaultive

and non-assaultive, usfng a two page invêntory tool
developed for this study. The next day, thê nurÊe

researcher collected data on the actual behaviour that had

been displayed by each gatient in the last 24 hours. Two

varíab1es idêntífied in the patient/staff rounds: íncreased

motor åctivity; and strong aggressive drlves in
psychological testing were signíficantly related to patient

assaults which occurred later the aame day (Lanza et aI ,

1988 ) .
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Unfortunately, the research protocol r¡¡as not clearly
outlíned making it difficult to understand hor^, the study was

related to previ.ous work in this area. The lack of

descriptlons of how the data were collected, or why the data

were analyzed in the way that thêy were, made it very

difficult to interpret the results.
The process used to develop the two page inventory tool

and to establish reLiabilíty and våIidity for the tool was

not included in the report. The êuggestion, however, of
predicting future behaviour based on direct observations ts

worthy of careful exploration as it could facilitate
planning and management of nursing care for those

indivíduals who display aggressive behaviour.

A study of the víolent incidents in a regional secure

unit, in Great Britain, rated incident reports f,rom the

previous year according to the severity of thê outcone (Rix

& se]¡mour, 1988). The conclusions reached were that only a
few patients com¡nit thê ñajority of the incidents; nursês

trere most often the victims; and threats grere ¡nore co¡ünon

than actual assaul.ts. A concern raised by the researchers

was the undêrreporÈing of incidents. They estímated that

only 208 of alL incidents are formally reportêd' raísing

serious guestions about those incidents that are not

reported. A Euggestion was ¡nade to conduct direct

observation Etudies to asÊeõs nore âccurately the magnitude
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of thê pf,oblem (Rix & Seymour, 1988). A previous history of

violence was not a predictor of violent behaviour whiLe on

the unit. Student nurses e¡ere least oftên assaulted, a fact

expLaíned by the reseàrchers as a function of the setting in
that students are not expected to provide care for unstable

and violent patients (Rix & Seymour, L988). The

nethodology, of retrospective íncident report review, has

been criticized as being very weak (Morríson, 1988).

Another retrospective study of violent psychiatric

inpatients aLtempted to identify factor€ Èhat would

facilitate the prediction of such violent evêntE (Blomhoff,

Seim & Fríis, 1990). Previous studies had suggested that

violent behaviour before admission was the most common

predictor of violence after adnission but if ít was used

aLone to prêdlct violence, false negativeg were reported

(Janofsky, Spears,& Neubauer, 1988). The demographíc

varíäble rrviolence in the family of origin" was used to

correctly separatê patientÊ into violent and non-violent

groups (Bl.onhoff et al, 1990). A high leve1 of aggreasion

before ad$ission along erith an absence of anxiety strongly

predicted violent behaviour and prevíous violence was the

single best predíctor (Blo¡uhof f et al , 1990).

The dâta for this study were collected in Os1o, Norway

in 1985 and 1986. A reviehr of medÍcal records, including

incident reports, of all patients in the previous year who



!7

had comnitted violent acts on the unit and the first 34 non-

vioLent patients. who were ad¡nitted to the unit in the same

tíme was conducted. The ward milíeu was mêaËured uslng the

'rl,Jard Àtmosphere ScaLe'r and the violênt actÊ werê quantified

uÊing the "Overt Aggreêsíon Sca1e". Violence was defined as

physical aggression directed at another person.

The strength of this study lies in the fact that direct
observations were recorded on the uredical record by a
physicían. Each patient was assessed according to bpecifíc
criteriê and then the entire hospltal admission was revlewed

for presence or absence of violent incidents (Blonhoff et

al, 1990). Tlre staff on the unit knew that the data

coll.ection was occurring which nay have helghtened âwareness

and improved the quality and quantity of records.

The ward milieu, an emergency unit, was rneasured using

the 'rl¡lard Àtmosphere ScaleÙ once during the one yeâr of data

collection, Êuggestíng thãt thís eras a stable factor Ín the

study. The Overt Aggression Scale l¡as been criticized for
lack of psychometric testing and for providlng only noninal

data (Morrison, 1.988). Infornatlon about elther tool is

absent from the report, whlch once again makes

lnterpretation of the results difficult.
The report gives very few details about the unit

itFelf, the stâffing patterns, the professional to non-

professional mix, or the general populâtion of the unit. It
indicates only that the study took place on a 16 bed
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emergency unit. The energency unit in the Canadian context

is considered ambulãtory care with any patients requiring

admission being transferred to the appropriate unít. It is
difficult to envision the unit under study from the brief
description provided. It is guestionable whether 6uch an

environ¡nent could be described as stable over a one year

period,

Incident reports of fights and assaults were reviewed

in a study designed to conpare two groups: those who were

repeatedly víolent (recidivist) and thosê who were violent
only once or twice ( non-recídivi st ) (Convit, I6ay, Otis, &

Vol"avka, 1990). A fight was def{ned as a violent incident

where two patients were physically harming each other. An

assault was a physical attack on another patient but the

victím díd not fight back. The role played by the patients

ín the fights or aôsaults were coded as attacker, victim, or

unclear, (À1.1 reports wíth unclear roles were encludêd fron

the study but the nu!0ber of excluded rêports ís not

revealed. )

A startling 538 of al.1 lncidents of violence were

co¡nmítted by 58 of the subjects (70 of a posslble 1,552

patients ) ( Convit et aI, 1990). Further, 70å of the assaults

by r^ronen were conmltted by 88 of the women in the hospital

while 40E of nale assaultÊ were cornmitted by 3E of the men

in the hospital (convit et al, 1990). Recidivlst wo¡nen had
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the same mean age as recidivist men and were significantly
younger than non-recidivist women (Convit et al, 1990). The

percentage of $romen claesÍfied aB recidivist was higher than

the percentagê of men (Convit et aL, 1990).

The rêsearchêrs reported analysiÊ of the relativé rates

of violence among psychiatric Ínpatíents rather than the

actual base rates of violence believing that the contrasting

of the recidivist and non-recídivist groups reduces the

concern of underreporting of j.ncldents. This holds true
however, only if underreporting is not systerûic for a given

group Õf patients.

ït would seem that the entire data pool was based on

incident reports and there was no evídence to compare pre-

study reporting rates with the reporting rates durlng the

study. Specific informat,ion about the incident report in
terms of when it was conpleted, by who¡n ft was conpletêd, or

what détails of the event are included on the incídent
report were not provided. The reader is not certaín if
environmental factors or any precedíng events are rêcorded

in the rêport which would provide a context for'the violent
incidents. The findings of thls study Êee!û to lend aupport

to the idea thåt a êmâll. number of inpatients coÍunit the

majority of vloi.ent acts, but further exploration uêing nore

rigorous rûethodology ls essential .
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The approaches to psychiatric care have changed in the

past decade to include more effective psychotropíc

¡nedications; increased connunity-based treatment prografis;

and assertive 1egal-judicÍal initíatives (Lanza & CanpbelI,

1991). This has led to changes in the populations of state
psychíatrlc hospitals such that the patientE are younger,

nore acutely ill, and more assaultive. Many studiès have

suggeste¿l that formêI reports of assault represènt as little
as 20å of the actual nu¡nbe r of assaults (Lanza & Campbell,

1991) .

Two dlfferent reporting methods v¡ere compared to
facilitate identificatíon of strategíes to increase the rate
at which asÊaults were reported, The nursing staff of the

facilfty under study corununicated to onconing shifte using a

daily wErd report designed to conmunicate important issues

and events over the last eight hours. These daily ward

reports were scrutinizêd for asaaults, agitated behaviour,

and combatíve or threatening verbal and physical behaviour,

over a êix month perfod without the nurÈing staff being madê

aware that the data wêre being collected. The formal

incident reporting procedure required al-1 serious agsaults

to be reported and vras not nodífled in åny way during the

study Þeriod.
The results indicated that more serious acts of

aggression were being recorded on Íncident reports $rhiIe the

Iess serious physical asÊau1ts and verbal aggression were
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recorded on the daily ward report. The conclusion drawn was

that a wider defínition of an incident, as well a nore

efficient reporting €rystem, produced a more comprehensive

picture of thè range of assaultive or aggressive behaviours

on a unit and ínproved the reporting rate (Lanza & Canpbelt,

1991). The underreportÍng of incldents suggested in the

llterature was not supported by the results of this study.

In6tead there !,räs an indication that nursfng staff
díscrininatê between serious and less Ëerious incidents and

only report thosè r^rhich require closer follow up and rnore

cornplex problen solving,
guûtrary

An increase in motor activity (Munns,1985, Lanza et
al, 1988), víolence ln the fanily of origin, previous

dfsplåys of vlolence, and high leve1s of aggression coupled

with an absence of anxíety (Blomhoff et aI, 1990) energe

from thfs revíew as factors which might predict aggressive

behaviour, asËault or vioLence, None of these studies

explored or included physical aspects of the environment as

a possible predictor of this behaviour. Indeed none

considered the physical aepects of the environment In
attenpting to describe or predict the expression of
aggreêsíve behaviour.

The descriptions of the behavlour varied frorn

aggressive behavíour to assault to vioLêncê using these

tèr¡na ínterchangeably and conceptually cl.ouding
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underÊtanding of thís behaviour. In addition, the

inconËistent usè of rneasurements of the behaviour includíng

both indirect incident rêports and direct observation tools

makes comparison of the reÊults dífficult åt best.

The finding that only a Êma1l number of patiénts are

respon8ible for most aggressive incidents was repeaÈed in
two studies (Convit et aI, 1990, Rix & Sê!¡mour, 1988)

however, these studies used different nethods for obtaíníng

these results.
Little or no lnvestígatton of the effect of the

physical envíronment as a predictor on aggressive behaviour

has been done although there is at i.eaÊt one theoretical
modeJ. which suggests that thê physÍcal aspects of the

envÍronment explain Ëome of the origins of this behavÍour

(Lanza, 19983).

3. Äggreesl.ve Behavlour in the Elclerly

The aggressive behaviour exhibítêd by the elderly
residents of long term care facilities differs from the

aggressive behaviour of psychiatric patients, younçf

offenders, and prison inmates consldered in the description

and prediction section of this revíew. The êpisodic nåture

of this behaviour (Cumming, Cumlrling, Titus, Sch¡nelzle &

MacDonal.d, !982), the suggestion that aggressive behavlour

is positive coping (Letemendia, 1985), and lts similarities
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to ågitation ( Cohen-Mansf ieId, 1986, Struble & Sivertsen,

1987) are described here. The characteristics of aggression

and its relatÍonship to other factors (Evans, L987, l,{ínger,

Schirm,& Stewart, 1987, Rockwood, StoIee & Robertson, 1989),

such as tíme of day ( Cohen-Mansfield, Marx & RosenthaL,

1989) and touch (Marx, þJerner & Cohen-Mansfield, 1989) will
also be preÊented. Finally the differences and Eimilarities
between aggressive and non-aggressíve cognitively impalred

institutional ized elderly are described (Meddaugh, 1990,

1991) including those factors that are thought to contrlbute

to staff abuse of thêse re6fdents.

The staff within facilities nay exert pressure on their
adminístrators to transfer elderly residents whose behaviour

deviates too far fro¡n the I'acceptable level" (Cummlng et aI,
7982) - Transfers ínto or out of one systen or thê other

requires the approval of a central officer ln the Ministry

of Health in the province of British Colunbia. The

Governnent of British Columbia explored the possibility of

building a nu¡nber of fifty (50) bed facilitíes to accept the

transferE of patiênts whose behaviour "deviat,es too far from

the acceptabler'.

The staff of facllities in British Colu¡nbia were aEked

to identify the patients who were the most challengíng; to

describe the t¡oublesome behaviour; and to nominate patients

for transfer if such a facility werê avaílabIe. A total
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population of 4250 elderly pêrsons in extended care unit's
(ECU) and long term care (LTC) in the grovince v¡ere incl.uded

in the study. Only three per cent (3t) of the patients in
the system r,¡ere nornínated for transfer, supporting other

erork in thiE area suggestÍng that only a srûa}l nunber of
patienta are rêêponsible for the majorfty of víolent äcts

( Cumning et aI, 1982, Convit ét aI, 1990, Rix & Seymour,

1988). A fol-Iow up was done two months later on the same

population, using the same approach. A s1íght1y higher

number of patients r,ras nomfnated during the follor^r-up, but

onJ.y approximately 1E were the same patíents who had been

noninated initially. A third, telêphone, follow up done on

aL1 patients who were noninated at time one and time two

found that one third had Lost their no¡nination for transfêr.
This was interpreted, by the reÊearchers, as evidence that
difficult behavíour is cycllcal or is an episode of stáff
intolerance ( Cum¡ning et aI, 1982).

The tlpes of behavfours that were identifíed by the

staff as being troublesome were: intrusive behavÍour

(noisiness, wandering, or demandlng); aggression (physical

and verbal); psychíatric Éymptoms (depression, paranoia, or

neuroÊ1s); re6istance to the facility rules (tobacco and

alcohol use); and willfully unacceptable behaviour

(exhíbitioniBm, or deLlberate smearing) ( Cumming et al,
1982). The elderly subjects of this study had not

demonstrated the serious, frightening, violent behaviour
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that is described in the psychiatríc êettings but it was

behaviour which had not responded to management strategies.
The researchers concluded that development of segregated

units wae not necêssäry as difficult behaviour, because of

its cyclical nature, would simply rrgo awayrr given enough

tíme (Cumming et aI, 1982).

"Behavíour is a conplex product of genetic

determinants and social learning" (Letemendia, 1985).

Aggression ín the elderly can be seen as an appropriate

response in sone sltuations and may be a nore effective
coplng Etrategy than either heLplessness or fear.

Letenendia (1985), suggested that clinical psychology can be

used to understand the factors that infLuence aggresslon and

can provide methods of nanaging the behaviour Ín both normal

and demented elderly personÊ. Techniques for nanagement

auch as observâtion and analysis, altering consequences,

counselling and identifying äIternative behavÍour were

suggested for use wÍth the "nornalr' elderly perBon. The

denented elderly person lacks inelght and the abittty to

learn sinple associãtions and thus techniques such as

anticipation and avoidance of gituatlonÊ leâding to

aggrêsslon, distraction to Êonething pleasant in the

environment, and medication to reduce arousal may be needed.

Letemendia's (1985) article was an anecdotal account of why

aggressíve behaviour occurs in the elderly residents of
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institutions and was intended to provtde practical guidance

in managing the carê needs of such residents. The origins
of the behaviour were not referenced ånd casê studie6 of
applications are not Íncluded in the report. The value this
article is its auggestion thât the aggressíve behavíour is
posltíve coping behaviour which needs to be channelled into
more socially acceptable forns of expression. The thene of

aggreÊãíve behaviour aÊ positivê coping has beên raised by

others in the literature and is reinforced Ín the clinical
context (Boettcher, 1988, Brehm, !966, Lanza, 1983).

Agitation has been described as behaviour such ae

ínappropriatè verbal, vocal, or motor activity r,rhich fs not

due to confusion or apparent need (Cohen-Mansfie1d, 1986).

The agitated behavÍour of 66 cognitively impaired elderLy

1Íving in a nursing hone was observed using a tool developed

for this purpose ( Cohen-Mansfield, 1986). Exa¡nples of

agitated behavíour included cursing, biting, and fighting.
Agitated behaviour was manifested in a nursing home

environment in three syndromes: aggress ive-physical ,

aggressive-verbal, and non-aggressive. The non-aggressive

slmdrome was the Least disruptive behaviour on the unft but

was the moÊt frequently occurring syndrone ( Cohen-Mansfleld,

1986). The Cohen-Mansfield Agitation Inventory (CÞIAI), the

Rapid DisabiLity Rating scale, and the BrÍef cognitive

Rating Scale were used in an attenpt to llnk cognitive
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inpairment vríth agítatÍon ( Cohen-Mansf ield, 1986). Only

behavioure that occurred several times a day were lncLuded

in the study. Several agítated behavíours v¡ere found to co-

exist: spitting with hitting and biting; and cursing with

hítting and constant requestÊ for attention. The report

could not, however, link these behaviours to the level. of
cognitive functíonÍng.

Agitation is a syrûptom found often in elderly confused

patíent6 with organic braín changes (Struble & Sivertsen,

1987). This ågltation can escalate lnto aggressive, violent
behaviour threatening the safety of both the individual and

othèrs (Struble & Sivertsen, !987). Assumíng that agj.tation

was an episodic behaviour which occurs once or repeatedLy,

but not contLnuously, Struble ând Sivertsen's (L987) study

was designed to examíne agitated behaviour assocíated wtth

nursing interventions.

Nurses recorded on a checkList four catêgories of

behaviour that resulted in the nurse giving a psychoÈropic

drug or restraining the residênt. The câtegorles included

psychornotor behaviour, aggressive/antisociaL behaviour,

Fpeech patterns, and physiological behaviours. Increased

gêneralized movements occurred in all 23 subJects of this
study and was considered an early warning sign of agitation
(Struble & Sivertsen, 1987). Aggress ive/antÍsocial
behavlours were promptly attended to by nurses, within five
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to fifteen ninutes, whereas nurses responded to othêr

agitated behaviours within 30 ninutes to three hours

(Struble & Sivertsen , 1987).

The most conmon cãtêgory of behaviour was psychonotor

behaviour, foIlo¡¡ed by speech patterns, aggresE ive/antisocfal
behaviour, and finally physiologicaL behaviour. Definitions
of the categories provided in the report. were vague and the

checklist used to record the behaviours was not included.

The strength of the study lies in dírect observatÍons of
bèhaviours recorded by staff at the tine they occur. There

was no mention of agsesgment of environment, although the

report acknovrledgeã that overstimulation, underÊtinulation,

and nis interpretation of the environnent ßay occur in
confused elderly patients.

Sundown syndrome, an increase in restless and verbal

behaviour as evening approachee, r.Jaa studied ín attenpt to
describe the relationships of this behaviour to
psychosocíal, physíologic, and envlronmental factors (Evans,

1rg87). BehaviourE consfdered to exenrplify sundown syndrone

ineluded wandering, scratching, banging, screamíng, calling
for help, and so forth (EvanÊ, 1987). The findings

supported the existence of Eundown eyndrome by demonstrating

an increase ln these t!Þes of behaviours in the eveníng.

Mental inpaírment, socÍal isolation, and linited actlvities
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wêre assocíated vrÍth sr¡ndown s:mdrome as was viÊuaL

impairnent and low environmental Iight (Evans, 1987),

The behaviour in Evans (1987) study was c1early

agitation not aggresslon, although other êtudies of

ag¿tation have included aggreÊsive behaviours (Cohen-

Mansfíeld, 1986). The implication that physical

environ¡nental factors was reLated to agítated behaviour,

whicb may or may not include aggressive behaviour, is
important to note. Further, conceptually confusing

aggrèêsive behaviour with agitatíon continues to rúake

comparison of fíndings dífficult.

A study designed to describe the incidence of

aggression, the characteristics of aggressíon, and hoe, thís
behaviour rêlatêd to such factors as length of etay, health

status, f,unctionãI dependence, and perception of controL

over daíIy situations by aggressive patíents $ras conducted

in thê long term care arêas of a veterans facílíty (wínger,

Schirm, & Stewart, 1987). A totaL of 101 subjects who

resided in eithêr the nursíng home unit or the extended

treatment unit particípated in the study. Tools 6uch as the

Mental Status Questlonnaíre (MSQ), the Katz Index of

Activites of Daíly Living (ADt). the Situational Control of

Daily Àctivíties (sCÐÀ), and the newly developed Behaviour

InvenÈory (BI) were used to collect dåta. Thê frequency of

aggressive behaviour was found to be 91* for the nursing
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ho¡ne unit and 668 for the extended treatment unit. The

aggressíve residents had longer lengths of stay, lower MSg

scores, and less control over situational actlvities (Slínger

et al, 1987), Ihe more functionally dependent nursing home

patients, as measured uslng the Katz Index of ADL,

demonstrated the most serious aggressíve behaviours that
were injurious to self and others. Almost all behavíour

that endangered sêlf or others was presênt in co¡nbination

with disturbing behaviours (l¡ringer et al, 1987). The

part,icipants of this study were almost entj.reLy male, alI
veterans, and retained orientation to person and place.

TheÊe are charactêristics which were unlque to thê setting
of the study, limiting the general izabi l ity to other

settings,

Long term care residents of Saskatche!'ran were surveyed

in 1981 to detêrnine the prevalence and characteristice of
problem behaviour (Rockwood, Stolee & Robertson/ 1989). À

stratífiêd rando¡0 Eanple of 990 elderly Long Term Care

reãidents r,ras surveyed by a group of four nurees using a

protocol of demographic, self-reported, staff-reported, and

test datê, Cognitive Inpâirnent vra6 quantlfied using the

MêntaL Status guestionnaire (MSQ). The resultÊ indicated

tl¡at 213 of rèsidents demonstrated some for¡n of problem

behaviour on a daíIy basis. The problen behaviours inctuded

dísorientation (15?), aggression (12t), wandering (7å),
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noísiness(118) and rrothêrrr (14â). A hÍgb MSQ score

lndicated absence of cognitive impairment and a low MSe

score índlcated a severe level of cognitive impairment. The

problem behaviours of disorientation (87t), aggression

(84t), and wanderins (888) were associated with low MSe

ãcores but 4.88 of reeidents with h19h MSo gcores exhibited
verbal aggrêssion and manipulative behaviour. Res j.dentê who

were not cognitively inpaired but êxhibited 'rproblern"

behaviours were identlfied as reêidents who were

dissatisfied with Þlacement or had been opposed to placement

in the fírst place (Rockwood et al, 1989). A small nurìber

of residents were again reported to be responsible for the
majority of problem behaviours, of which aggression iB only
one such behaviour. Sadly, thiÊ group of researchers

concludes t.hät LTC facil-it,íes must expect to accofiunodate

these resfdènts, offering nothing in the way of suggestions

for further study or nanagement strategies (Rockwood et al,
1989 ) .

An ínvestigation of the rei.ationshíp betweèn personal

dietance and manifestatlons of agitatlon in nurslng hone

residents included over 1r000 observations of 24 resldents

in a three month period (Marx, Werner & Cohen-Mðnsfield,

1989). Ihe Cohen-Mansfíeld Agitatlon Instrument and the

Brief Cognitive Rating Sca1e wêre used to select
particípants who were highly agitated and cognitivêl.y
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impaired. The Agitation Behaviour Mapping Instrument

systematically observed and recorded agitàted behaviours as

they occur in the "naturalr, envíronrnent. The physical

diÊtânce from the closêst person in the envírorunent wâs

recorded along with direct observations of the resident.
Aggressive behaviours were specifically targeted in

thís study due to disruptíve and painful conêequences, along

with behaviours found in previous research to occur rnost

frequently among agitated elderty residents of nursing homes

(strange movernents, strange noises, påcing). Different
agitated behaviours were differentially related to Èouch.

More aggressive behaviour was manifested in response to
touch than any other interperêonaL distance, along r,¡ith

requests for attention, and stra-nge noiÊes (Marx et al ,

1989). WhÍle touch eraÊ an ínexpensive fntervention for
certain agitated behaviour, the findings of this study led

Èo the recommendatíon that personal space should be extended

for those residents who tended to displäy aggressive

behaviour (Mârx et al, 1989).

The three ÊyndromeE of aggression rêported in 1986 by

Cohen-Mansfield were reported agaín in 1989 in a study of
nursing home residents ( Cohen-Mansfield, Marx & Rosenthal ,

1989). A larger sarnple of 408 residents was used ln this
Éecond Ëtudy and the Cohen-MansfÍeld Agitation Inventory

(CMÀI) was again u6ed to coLlect data. The CMÃI ratee 29
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behaviours on a seven point Likêrt Écale: "1" means the

behaviour is nevêr displayed by a subject and r,Z" meanÊ the

subject displays the behavíour several tínee per hour, The

charge nurÊe, on each unít,for each shift, rated the

subjects using the CMAI . The resuLts indicated that 933 of
the subjects displayed one or more agftated behaviours at
least once per week ( Cohen-Mansfield et al, 1989).

Factor analysis was used to identífy three dimensfone

of agitation: äggressive behaviour ( hittins, kicking,
pushlng, scratching, tearing things, cursing or verbal

aggression gråbbing, biting and spitting); physicalS.y non-

aggressíve behaviour; and verbally agitated behaviour. The

behaviours were found to be Etab1e åcross aII shifts for
particular indivíduals and to decrease frorn day to evening

to night shíft, The findings suggest that agitated
behavÍours are specific to individuals and represent robust

s!¡ndromeE ( Cohen-Mans fie Ld et a1 , 1989). The procêdure of
asking charge nurses to rate the behaviourÊ and the

frequency at whích they occur for each Êubject, for each

shift, raises a concern for yet another 'rindirect" nethod of
quantifyíng this behaviour. Actual sisrultaneous recording

of behaviour as it occurs, using the CI1AI , mÍght produce

nore accurate frequenciee of indíviduaL behavíours.

Meddaugh (1990) raises the questíon of the differences

and sinilarities between aggressive and non-aggressive
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cognitively inpaired, ínstltutíonal i zed elderly. Brehmts

Reactancê Theory (1966) was u6ed as a framework for a study

deeigmed to anÊwer thiÊ question (Meddaugh, 1990).

Aggressfve and non-aggressive subjects were recrulted

from three different sites to participate. The subjects

were directly observed for â total of fifteen (15) hours

ovêr a five (5) week period, À grounded theory approach was

used to deternine whether or not thêre were any changes or

threat6 to freedom, as suggested by Reactance Theory, Ín the

long tern care setting. MuItip1e rìethodÊ such as direct
observatfon, retrospective chart review, lncident repott
revievl, and êeni-structured ínterviews wlth the farnily and

resident were used to colLect data. In addition, alt
changes in the social environaent were docurnented (Meddaugh,

1990 ) .

Differences r^rere observed in the wãy in hrhich these two

groups of residents were approached, The non-aggressive

rêsidents were given more choices about their care whereas

the aggressive residents were not gfven many cttoices.

Epieodes of aggressive behavlour were observed during the

study that could be lÍnked to the lose of the freedom of
choice. Aggressive behavlour also occurred in relation to
forced paínful treatments about which the resident was given

no optíons. [he aggressive residents were not as verbal as

the non-aggressivê group but did retain some ability to
Epeak .
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I'deddaughrs study (1990), fs noteworthy because it was

theory based and data were collected through direct
observations of the behaviour by the researcher. The need

for controL and deciÊion nakinE in Èhe lives of even

cognitively inpaired older pêrsons !¡aÊ not relinguished with
admia8ion to a long term care faciLity and must be

rêcogmÍzed when developing care plans (Meddaugh, 1-990).

Rêsidenta who had been very active prior to thei.r need for
placenent were more likely to become aggressive in the
nursing hone (Meddaugh, 1990). This study described a

social environment but made no reference to the physical or

structural environment or the role it might play ín
aggressive behaviour.

In a second study, Meddaugh (1991) used Brehm's

Reactance Theory to guide an ethnographlc study to ídentify
factors about the aggressive behavíour of el.derly residents

of nursing ho¡ues that contributed to staff abuse. A total
of fourteen residents of three different nursing homes were

directly observed twlce a day for five weeks from O?30 to
1130 hours and 1630 to 1930 hours. fhesê fourteen rêÊidênts

i{ere responsible for seventy-one (71) aggressive acts fn the
previous six months including hitting (12), yetling (9),
spitting (8), punchins (7), grabbing (?), Êcratching (7),
swearing (7), plnching (5), rude comments (5), kicking (3)

and biting (1). The resídents !,rere not given opportuníties
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to expreÉs opinions, interact with othêrÊ, release Èension

Ín acceptable way6, or make choices about the dail-y care

regime. The resídenta were not allowed to choose where they
6at for neals or what food Ì¡râs eâten, Aggressive residents

erere lsolated from thê daily activities of the fací1ity
(Meddaugh, 1991) .

At least two incidents of aggreêsion were directly
observed during data collectlon that were not documented on

the chart or on an incident report. The gtaff exp3.alned

that thís t!4re of behaviour was ,'taken for granted ,' and

"part of the Job" (Meddaugh, 1991, p. 115).

Elderly nursing home residents have a vêry limíÈed

àbility to freely ¡nake choices about the detaÍIs of tlreir
daily care (Meddaugh, 1990, 1991). As suggested earlier in
thls review, Reactancê Theory predicts that people wilt
respond with aggressÍve behaviour if, the freedorn to choose

behaviours whích wi.lI maximizê need satisfactlon are limited
(Brebm, 1966; Brehm & Brehm, 1981). This indepth study of
äggrès6ive behaviour displayed by the elderly residents of
nursing homes would suggest support for Reactance Theory

(Meddaugh, 1991).

Sunnåry

Írhilê thêêe studies represent progress in describing

the aggressive behaviour of the elderly resldents of long

têrm care facilitíes, thêre continue to be methodological

Lesues which ¡nust be addressed. Studies have included
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rêsídents of both long terrn cåre units and extended care

units wlthout considering the similarities or differences ln
these two groups. There is continued use of Lndirect
measures of aggresslve behaviour and retrospectÍve chart
reviews as a means of data collection. There fÊ need for
clarifícation and consistency in what Ís recorded.

The críteria that indicate aggression, assault,
violence, agitation, and problem behaviour need to be

delíneated. The context within which this aggressive

behaviour is dfsplayed needs to be described, particularly
in rêlation to the physical aspects of the environnent such

as variety, colour and lightlng.

4. Aggreseive Bêhavlour: Staff Behaviour åE å Contextual

Factor

Some descriptions of the social context of aggressíve

behaviour are now ernerglng in the litêraturê. The roLe that
the nursing Êtaff play in establishing and consístentl.y

interpreting the social or therapeutic milÍeu (Élorrison,

1989) was described along $rith the impact of care approaches

ernphasizing patient control and reasonable 1l¡nits for
behaviour (Morrison, 1990). The ski1l with which nurses

establish care these approaches has been Linked to fewer

assaults of these nurses and a reduction in the frequency of
aggressivê behaviour (Beck, Baldwin, Modlin & Lewis, Lg90,
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Blaír & New, 1991, Ryden, 1992, Feldt & Ryden, 1992,

Kingdom, 7992).

Nursing staff are responsible for givíng patients the

ínformation that they need to assume the roles expected of
thêm r/¡hÍIe on the psychiatric unít (Morrison, 1989). A

study to detêrníne, from a nursing perspectíve, the cauaà1

factors contributing to psychlatríc patiênt vlol.ence found

that the therapèutic and social rules that patients werê

expected to adhere to were not conãf st,ently interpretêd for
the patientê by the nurses (Morrison, 1989). The

therapeutic rules were defined as ì'expectations that the

nursíng staff hold for the patient's participation Ín

trêatnentrr and the social rules were the I' expêctationÊ that
the nursing staff hold for the patient's participation Ín
group 1ívingrr (Morrison, 1989, p. 33). The inability of the

patíent to perform the expected behaviours resulted in
violent behaviour. Morrison(1989) was concerned that recent

research about vfolent behavfour did not identify the effect
of environment or of interpersonal factors that lnfluence
patient behavj.our. (Specific environtnental fåctors thåt
concerned MorrÍson were not identified in the report. )

The datâ rvere collectad from four different psychlatric

bospitals and íncluded at Least one psychogeriatric unit but

the average age of subjects was only 39 years (Morrieon,

1989). The length of hospital stay, prevfous violencê
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against others, and a hÍstory of substance abuse r¡¡ere three
demographíc factors which had a relationship with violence.
Inadequate socialization of patients by nursing staff in
relâtion to roLe expêctations was positively relatêd to role
incompetence and violence in psychiatric inpatients.
Morrison (1989), suggested that nursing care plans need to
focue on consistent ênforcement of Bociat enpectations ín
order to decrease negative behavíour such as violence.

Morrison (1990) conducted a qualitatíve study using
particípant observation to idêntify the characteristlcs of
violent patients and the components of nursing care that are

relatêd to violent patient behaviour. Violence was defined
¿rs any verbal , non-verbal, or physical behaviour that was

threatening (to seIf, others or property), or physical

behaviour thât actually did harn (to self, others or
property ) ,

Data v¿ere collected for a nine nonth pêriod, on day and

evening shlfts, for about I hours each week. The

observatLons took place on a number of diffetent units
íncluding a psychogeriatrÍc unit. The rêsearcher was able

to identj.fy Ëix categories of viol.ent patients: the useri

the outlaw; the rebel without a causè; the litt1e big man;

the child; and the vanp. violent behaviour was used to
naximize short term gains, euch äs tine-out wbich would

allow the patient to avoid unit activities. The violent



40

patient had a strong need to control otherE in their
environment and used negative reínforcement to accompLlsh

thís control. The víolent patient wou1d, for exarnple,

become argumentative and hostile if the nurse that the

patient had approached refueed to stop what helshe was doing

and talk wíth the patíent, negatively reinforcing the

nurse I s behãviour.

There werè many positive rewards for viol,ent behaviour

and nêgative consequences were not consi6tently applfed by

alÌ nursing staff or contingenÈ on thé vioLent behavlour.

Violent patients were very consistent in theír choice of
targèt although the choice of target was dependent on the

category of violent patient: the user targeted a vuLnerable

other; the outlaw and vêmp targeted staffi the chÍId was

sel f-destructive; and the little big man targeted male

staff.
Morrison (1990) has suggested that aIl vlolent patients

r{rouLd bènefit from nursing care plans that enphasize hlgh

patient and low staff control building in reasonable Linít
Êetting. Further research, includlng observation of the

sarne patient in another seÈting to identify the lmpact of
physÍcal environ¡rent of violent behaviour and careful

examination of the nurÊe-pâtient reLation8hip, is needed to
understand bettèr the impact of the6e factors on aggressive

behaviour (Morrison¿ 1990 ) .
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inIn another study, fornal caregivers wêre intervíewed

an attempt to identify the characteristics of aggressive

behaviour and how caregivers responded to aggressíve

cognitively fmpaired nursing home residents (Beck, Baldwin,

Modlin, & Lewis, 1990). A conbination of nursing assistants

and nurses participated ín thê study. These caregivers

reported high levels of verbal aggressíon (958), and

moderate levels of physical aggressíon (68*). Aggreêsive

behaviour occurred throughout the day (378) nainly during

direct care activÍtieÊ such as changing. dressing, feeding,

transferríng, and gívíng nedication (Beck et aI, 1990).

New staff were thought to be the target of aggressive

behaviour (258) which may reflect a lack of co¡ruûunication

skilIs or thê inabillty of new staff to maintain effêctively
stability in the environment (Beck et aI, 1990). Staff most

often attenpted to comfort the patient by talking when

aggressive behavlour erupted (37t).

The researchers approached each of the caregivers and

asked them, in an interview, to descrfbe aggressive

behaviour. !,lhi Ie descript,lve data such as this ig necêssary

to formulate new reËearch queetions, the concern with thiÊ
study is that the interview wàs the only aource of data.

Qualltatíve nethodology uses tríangiulation as a method for
eståblishing relfability and validity, to provídê a

convergence on truth (Polit & Hungler, 1987). Additional

approaches to data collectíon would have strêngthened the
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confidence in these findings. À specifíc definltion of !,rhat

r.¡as meant by aggressive behaviour might have elicited data

that could have corroborated or disputêd the findings of
other studies.

Assaultive behaviour, as suggested by Blafr and New

(1991), is precipÍtated by a combinatÍon of peraonal risk
factors, situational factors, and treatnent characteristics
which then lnteract with the pathology of the patient. A

codbination of history of assault, dÍagnosis, and fegal

status on admissíon has facílitated identification of risk
for assaultive behavíour in particular patiênts. The

individuaL approaches used by nursing staff, and the arnount

of direct cor¡tact they have wfth patients have been the most

helpful in deslgning care to reduce assaultíve behaviour

(Blair & New, 1991).

Interpersonal conflicÈ and a desire to be left alone is
offered by many assaultive patients ås a rationaLe for their
behaviour. Assaultíve patients believe that their behaviour

was provoked by the víctím of the behaviour (Blair & New,

1991). FaíIure of nursing staff to Eet límits effectively
for behaviour of patients egcalated into asaaults (BLáir &

New, 1991). Staff with training and experlence in li¡nit
ãetting and control techniques had nuch lower assault rate

than did etaff who did not have this training.
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Treatnent that is perceíved by the patÍênt to be

coercive, controlling, or threatening ls thought to reduce

behaviour options of patients to desperate acts of violence
and âBsault (Blair & New, 1991). The review concJ.udes by

Êuggesting that Êtaff may provoke assaults by imposing

Eevere negative consequencee for assauttlve behaviour out of
a need for power ând control (Blair & New, 1991).

The ínterpretation of the Literature provided by Blalr
and New (1991) iÈ consistent with the conclusions being

drawn in this current review. The suggestion that the

eolutions lie only in the training of staff, however,

neglects the fnpact that structure and bul.lt environments

have on bel¡avlour. There nay also be solutions in creating
supportive, caring environ¡nents for both pãtients and staff.

Most aggressive behaviour Ín cognitiveLy inpaired

eldèrly occurs in response to Eone environmental stimulue,

such as touch or invasion of personal space (Ryden, Lg92).

Modification of interpersonal approaches and environmental

etimuli has been suggested as a neans to reduce aggressive

behaviour in light of the knowledge that persons with
de¡nentia have a limited capaclty to learn (Ryden, 1992).

The need for identification of spêcific target bêhaviours

and antecedent events is essential to development of
individualized approacheÊ to the aggressive resident. Five
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primary goals for the care of aggressive cognitívely
impaired residents were outlined by Ryden (1992,p. BB):

1. For the cLlent to feel safe.
2. For the client to feel physically comfortåbl.e.3. For the client to experieñce a 6ènsê of control.
4. For the cLiênt to experience optimal stress.
5. For the client to experience pJ.easure.

Envíronmental Press was defined, by Lawton and Nahemow

(1973), as forces in the environrûent that together wíth an

indivÍdua] need evoke a response. stability, routlne, ènd

predictabilÍty reduce environmental press for cognitively
impaired elderly who were no longer able to adapt to changê

(Ryden, 1992). Nurses need to design care plans for the

elderly aggressive individuaÌ that encompasses these goals

in order to reduce such behaviour.

Recognizing that 80-908 of direct care of residentË of
nursing hoines is provided by nursing assistants, an

educational progra¡n was devel.oped and tested to dètermine 1f

it was an effective strategy to reduce the prevalence and

Êeverity of behaviour probJ.ems, lncluding aggreBsion (Feldt

& Ryden, f992). the education strategy included role
nodelling and problen solvj.ng by a gerontologicaL ctlnical
nurse specfaList.. The components taught in the progråm

included cognitive inpairment, underetanding preclpÍtants of
aggrêssive behavlour, coÍununication têchr¡iques, identifying
basfc goals for aggressive residents, strategies to prevent

aggressive behaviour, preventing escalatlon of aggrêEsÍve
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behaviour, managing personal feetings, and indivídualizing
the care plan. Measures of pre-test and post-test scores fn
three areas resulted in signifícant f,indings for only one

meaÊure: the Experienee of Caregivíng. The nursíng

assistants were more positíve about caring for aggressive

residents and less frustrated (Fel.dt & Ryden, L992). l^rhat

remains uncLear from thiÊ Êtudy is whether ít was the

èducational program aLone which resulted in thê åÈtitude

change, the role modelling provided by the clinical nurse

specialist, or å combination of the two strategies.

À Canadian nursing home in Ontario developed a training
program to ènaure that the care cllmate vraÊ both supportive

and caring (Kíngdom, 1992). The program was developed ín

response to frustration and anger explessed by staff who

were attemptÍng to nanage the carê of aggressive nursing

home residents. A task force funded by the Ontario Minístry
of Skills Developnent and the MunicípaL Health and Safety

Program created the components of the traíning package. Thè

impact of the progr€rm was not tested for neasurablè outcomes

but it is perceived to have had a positive impact on the

behaviour of the nursing staff (Klngdom, 1992). Nursíng ls
a research based practice whích ¡nust be strengthened by

scíentíficalLy measuring and contraating outco¡¡es of
innovations in practice to the status quo.
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gu!ûåry

These studies draw attention to the role of nurses fn

establishing and naintaining a therapeutic and supportive

social environment. A,s the consistency hrith qrhich the nurses

interpreted the therapeutic and socíal rules for psychiatric

inpatients lncreased, thê anount of violence decreased

(Morríson, 1989). Care plans enrphasizing patient control
rather than staff control, within reasonable J.imits,

reÈulted in reduced incidents of violence on one psychiatric

unit (Morrison, L990 ) .

Staff who were trained and experíenced in Iinit setting
and control techniques were involved in fe¡¡er assaults
(Blair & New, 1991). Nursing approaches designed to rêduce

environ¡nental press: stability, routine and predíctabiLity
for cognÍtively impaired elderly resulted in fewer

aggressive epísodes for those residents (Ryden, L992).

Finally, å poÊitive attitude of carègivers towarde the

aggreÊsíve elderly resídents lêd to a reduction in the

frequency of aggression in two fiursing hones (Feldt & Ryden,

1992, Kingdom, 1992). ¡{ursing behavfour as e contextual

factor in aggressive behaviour in the elderly has been

reinforced with t,hÍs study.

The use of different terms such ae víolence, assault,

and aggression makes conparisons of these findings
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difficuLt. The conceptÊ of viotence, assault and aggreesion

are not almonl¡nous. The physica3. aspects of the environ¡nent

were not included in these Êtudies Iimíting further the

utility theÊe õtudies have in answering the research

question at hand. In addít,ion, strategies such as education

and modellíng are suggested as a solution for nurEes to
inprove their abilíty to support aggressive eLderLy

residents, which may at best be prenature,

5. AggreBsive Bshavlour and Cogoltive FuncÈfoning

The level of cognitive function has been studied in
relation to aggressÍve behaviour of the elderly, as a
possible contextual factor, Cognitive functioning was

studied in relation to abilfty to interpret the environment

(Roberts & Àlgase, 1988), the severíty of pathology (Ryden,

1988, Chrisman, Tabar, ldhall, & Boehm, 1989, Chrisman,

Tabar, WhaLl & Booth, 1991), decisions to place aggresÊive

elderly in nursing homes (Hamel et al, 1989), and in
relation to the meaning given to this behaviour by for¡nal

caregivers (Beck, Baldwin, Mod3.in, & Ler,ris, 1990, Bolger,

Dougherty, Bray, Confroy, Dodson, JoneÊ & Vesey, 1988).

Alzheimer's Diseasê impairs the ability ót tn"
individual to access information and process it within the
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present and past context (Roberts & ÀIgase, 1988).

Legibili-ty of tbe environ¡nent refers to the dêgree that the

environaent promotes predictabilÍty and direction flndíng
(Roberts & Algase, 1988). Persons with Alzhelnerrs Disease

nay respond to the environ¡nent in a maladaptlve way because

it is the only response they can make based on the

information they have avaílab1e to them (Roberts & A1gase,

1988). The amount of informatlon presented by the nurse may

be adequate for a more conpetent individual, but the

cognitively inpaired individual needs more precise direction
and guidance from the environ¡nent. Accêss to the

environment and to fnternal "personal" infor¡nation is
essential for bêhaviour outcones. Cognítive impairnent

disrupts both the ability to interpret envlronmental cues

and the abílÍty to íntegrate thi6 infornation with lnternal
cues (Roberts & Àlgase, 1988). Câtastrophic reactíons, such

as emotional outbursts and aggressive behaviour, are

symptoms of environmental demandg which exceed the

lndívÍdual's capacity to adapt (Roberts & A1gase, 198e).

The model of I'Person-Environment InteracÈion" Êuggeata that
the interaction betwêen the environment and key functional

abllities (sensory function, nobility, and memory) of the

person with Alzhêimer's Disease wÍ1I produce behavíour

(Roberts 6. Algase, 1988). The model $raÊ intended to guide

assessnent and plannlng of appropriate ênvironnents

specifícally for lndividuals r,rith Àlzheimer's Disease.
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A positive relatianship between the severity of
cognltive lnpairnent and the extent of physicat and verbat

aggression has suggested that pathological cl¡anges ín the

brain operate as an lnfLuentíal factor in the occurrence of

aggressive behavíour (Ryden, 1988). Ryden (1988), examined

the aggrêssive behaviour of indivíduals with de¡¡entÍa living
in the comnunity and found that 65t displayed aggreseive

behaviour. lhere sere 183 subjecÈs in Èhe study of whom 1.19

displayed one, two or a1I three tl4)es of aggresslve

behaviour (Ryden, 1988). The aggressive behaviour was

expressed in threê ways: verbally (49.7t), physlcally
(46.4å), and sexually (17.58). There were 84.7t of the

subjects described a6 noderately to severely cognítivety
írapaired. The mean age of the eubjects was 71,13 years

(Ryden, 1988).

Studíes of aggressivè or asÊaultive behaviour in
psychiatric settings have suggested ttrat a history of
assault is predictive of further aseaültive behaviour

(Blonhoff et al ,1990; Boettcher, 1983i Convit et aL, 1990;

Lånza et al, 1988; Rix & Seynour, L988). Ryden (1988) found

prior aggressive behaviour had occurred in 40.4t of
subJects before the onset of the dementing illness,
suggesting that innate ínternal drives for aggression, or

long standing learned behaviour patterna continue to operate

in the indivldual with cognitive impairnent.
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A state psychogeriatric facillty exêriíned the forms of

aggressive behaviour displ.ayed by the eLderly residents of

the facility and the effect such behaviour had on the job

satisfaction for the nursing staff (Bolger, Dougherty, Brây,

Confroy, Dodson, Jonea & Vesey, 1988). Aggressive behaviour

was defined as physical aggression directed at another

patient or Etaff menber, verbal aggressÍon directed at

another patient or êtaff menber, or generaL disruptive
behaviour. A total of tr.renty eight (28) staff: 16 nental

health workers. T Licensed PractlcaL Nurses, and 5

Registered Nurses participated in the study. Using â seven

poínt Likert type scale the nursing staff identified the

frequency of expoÊure to the three tl?eê of aggressive

behaviour in the past month. ("1" rneant never exposed Ín

the past month, "7" meant exposed several times per day. )

The 'rlndex of l{ork Satisfaction Questionnairê" was used to
neasure job satísfaction.

klhile physical aggression was the moÊt frequêntly
occurring form of aggression, verbal aggreBaíon was morê

strongly related to Job satÍsfactlon. Denentia was the nost

frequent diagnosis for aggressive residents (21*), followed

by psychosis (18?), and alcohollsm (143). Aggressive

behavíour occurred throughout the twenty-four hour períod

buÈ half (50t) occurred in thê mornlng. Job digsatisfaction
increased with exposure to verbal aggression, physical

aggression, and to general disruptive behaviour indícating a
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neêd for support for nursing staff to increase theír abllity
to cope (BoLger et al, 1988). Unfortunately, the data were

collected from a 6e1f report of the nursÍng etaff who were

asked to recaLl behaviour over the past month.

Retrospective data collecÈiotr has been questioned in terms

of its abí1ity to represent accurately the detâíls of

aggressive behaviour.

Agitation in the cognitivêIy impaired elderly often
egcalates to violent behaviour resultíng in danger to self
and/or others and leads to 'rburnoutl of nurse caregivers

(Chrisman, Tabar, WhaIl & Boehn, 1989, Chrisnan, Tabar,

Idhall & Booth, 1991). Recogneizing that several tools had

been developed to measure 'rdisruptive behaviour", Chrisman

et at (1989) designed this study to assess the non-

partlcipant observation process and ínter-rater reliabÍlity
of these tools. The Cohen-Mansfield Agitatlon Inventory

(CMÀI)was modified to become a direct observation tool and

used along with the Wård Behaviour fnventory (WBI), and thê

Confusion Inventory (CI) to neasure dlsruptive behaviour

(Chrisman et al, 1989, Chrisman et aI 199L).

The êubjects of the study were al.l elderly nursing home

resldents with a diagnoeís of irreversÍble denentia and who

scored less than 20 on the Mini-Mental Stat,e Examination

(MMSE). Direct observations of the subjects were made for
two hour periods åt t$ro dífferent times of day, by two
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different nursê rêsearchers, for a total of three

observatíons of eâch subject,. The WBI, CMAI , and CI were

scored independently for each subject at êach observatlon.

thê results indicate convêrgent validíty between the

CMAI , the l|rB1 , and the CI wÍth a stronger correlation
between the C!,fÀI and thê hrBI ( Chrisman et aJ., 1989, Chrisman

et al , 1991). The conclusion drawn supported the use of the

CMÀI as a valid tool- for measurement of agitated behaviours.

One of the inclusion criteria for this study uras cognítive

ímpalrmênt, along with a hiEtory of demonstrated agitated

behaviour. ÀIthough the report tells tt¡e reader how nany of

the behaviours listed on each tool erere exhibited during the

study, the reader was not told whether every subject

de¡oonstrated agitated behavlour. Inclusion of these data in
the report would facílítate understanding of the

relationship of cognitive impairment to agitation.
The introduction of yet another phrase, disruptivê

behaviour, leads to increasing frustration in attempts to

cornpare varÍous research findíngs. Chrisman et âI (1989,

Chrisman et al , 1991) had stated that NlghtingaLe's view

that a negative envíronment can lead to ill health and

pâtient stress was an assumption of thfs research but they

have failed to include measures of the physicaL and social

environment in their ¡¡ork.
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Beck et al (1990) approached the staff of a nursing

ho¡ne and aeked thern to describe the aggressive behaviour of

cognitivei.y inpaired elder1y. These caregivers reported

both physical- (688) and verbal (95t) aggregÊion whích

occurred moÊt often during morníng care. The study

speciflcally examined cognitively inpaired elderLy and no

infornatíon is presented regardlng aggressive bèhavíour of

other residents. The careglver responÊe Èo this behavlour

has been described earlier in thls review.

the frequency, nature and context of patient aggression

as well as caregivers reaction to the aggressíon lrave been

inplicated in the decision to seek for¡nal pJ-acenent of

elderly persons with dementia (Hamel et al , 1989). The

Ryden Aggression Scale (RAS) wa6 used along $rith the

Hierärchic Dementía Scale (HDS), the General Health

Questíonnaire (GHQ), the Burden Intèrview, the Social

Interaction Scale, and the NEO Personality Inventory.

Verbal Àggression occurred ¡Bost frequently (518), followed

by physical aggression (34.18). Sexual aggression was rare

(7.2e"). The mean score of, L.72 is reported for any of the

behaviours identífied on the RÀS as occurríng onê to three

ti¡nes per month, and 1.45 for behaviours occurring one or

more tlmes dai ly.
A history of aggressive behaviour prior to the onEet of

denentia predicted the aggressive behaviour with denentía
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(Hame1 et aI, 1989). The level of cognitive ímpairnênt as

measured by the HDS had not predicted åggression, but the

confused troublesome patíênt was nore J-Íkely to be

aggressive and to be judged as impaired by caregivers (Hame3.

et a1, 1989). Àlthough only low Levels of aggressive

behaviour were detected in this samp].e of cognitivêIy
impalred êIdêrly, there was suggeÊtion of a connection

between cognitive functioning and aggressive behaviour, just
as a history of aggressíve behaviour and violence in the

famí1y of origin erere linkêd erith violence and assault as

clted previously in this review.

' The nature, frequency of occurrenÇe, and context of
aggressive behaviour in cognitively inpalred residents of a

nursing home was exp).ored using concurrent rêcording of
observed behaviour (Ryden, Bosserunaíer, & Mclachlan, 1991).

The Ryden Aggression Scale was modified t.o allow for its use

aE a concurrent measure of aggressive behaviour (Ryden et
al, 1991). The aggreseive behaviour observed ín thie study

was classÍfied as verbal, physical , or sexual with 86.3å of
124 subjects displaying at least one form of aggressive

behaviour during a õeven day direct observation period. The

amounts of aggresÊive behaviour observed were reported as

50ã physical, 47.63 verbal, and only 4å sexual .

A majority (81.5å) of the subjects had a neuro-

psychíatric diagnosis such as Àlzheimer's Disease, Chronic
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Braín Syndreme, or Cerebral Insufficíency. The lack of
rel.ationship between ÂggressÍon Scores and scores on the

Short Portable Mental Status Queêtionnaire (SpMSe) was

thought to be due to the fact that 792 of the subjects had a

score of less than 2 on the SpMSe, indicatíng a high degree

of cognitive impairment. The day shlft had tlre highest
incidence of alI three types of aggressive behaviour, wíth
most of the aggressíve behaviour occurring in resident
rooms. The behaviour was most often in response to touch or
the invasion of personal space durlng caregiving
(72.3È) (Ryden et a1, 1991). The study suggested that thê
anount of aggressivê ot agitated behaviour may be related to
the degree of cognitÍve impairment in a curvilinear
relationship ( Cohen-Mans fie td, 1988i Ryden, 19BB; Ryden et
aI, 199L). This finding J.ikely reflects the reatíty that as

cognitive impairment increases, physical abÍIitieE are

diminished.

ÐesÍgned to describe I'the most difficult to nanage"

disruptive behavíours in a nursing home, researchers found

that of 362 of the residents engaged in disruptive or
aggreesive behaviours, 858 of thesê same reêidents were

cognitively impaired (t{halL, Gil.1i6, Yankou, Booth & Beêl-

Bates, 1992). Hitting and slapping werê the most conmon

behaviours cited by the nurslng staff (?18), followed by

verbal aggression (608). The Cohen-MansfieLd Àgítation
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Inventory (CMÀI) was the tool used to gather data ln this
study (Whall et aI , 1992). Thè nursj.ng staff reported thêir
most conmon responses to aggressive or disruptive behaviour
were talking vríth the resident, uslng che¡nica1 or physical

restraints, tine out, ônd touch (Whall et al, tgg2).

8rr.ÉEåry

Cognitive inpairment disrupts both the abilíty to
interpret environmenÈal cuês and the ability to intêgrate
informatíon from the envíronment with internal cues (Roberts

& Algase, 1988). Aggressive behaviour is an exarnple of a

catastrophic reaction of an indivídual to excessÍve

environmental demands, the potential for which increaEes

with cognitive impairment ( Roberts & Algase, 19gg).

Studies have shor,¡n that cognitive impairment hâs a

curvilinear relationshíp to the frequency of aggressive

behaviour (Hame1 et al, 1988, Ryden, lgBB, Rydèn et aL,

1991, I{hall et al, L992).

À hietory of expressed aggressive behaviour prior to a

denenting illness predícted aggressive behaviour in the

denented state in two studies, supporting simiLar findings
for psychiatric patients (Blomhoft, L990, Hamel et aI, L988,

Ryden, 1988). Long standing behaviour patterns continue to
operate ín cognitively inpairêd individuals (Ryden, lg8g).

The work by Chrisnan and others (1989, 1991)

demonstrated agitation in cognitively inpaired elderly, but

what Ís not clear fron this !,¡ork is whether o¡ not
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cognitively intact elderly are also agitâted, or lvhether or
not there are cognitively impaíred indjvidual6 e¡ho do not
display agitated behaviour.

Aggressive behaviour occurred most often during direct care

and in rêsponse to touch supporting previous findings (Beck

et a1, 1990, Marx et al, 1.989, Ryden et a1 , 1991).

Once again multiple terns have been used

interchangeably: aggressíve behaviour, disruptive
behavíours, and agitation although there ernerges the idea
that agitation is a broader more global deecription of
behaviour with aggression being one of a nunber of extreme

behaviours in this catègory (Chrisman et al , 19g9, Chrisrnan

et aI, 1991, Hamel et al-, 1988, Ryden, lg9g, Ryden et aI,
1991) .

6. AggrêFsive Behaviour and The lnfluence öf thê physical

EnvlronEent

The líterature reviewed to this point h.as largely
ignored thê inpact of the physicâl environment òn human

behaviour generally, or on aggressive behavíour

specífícally. A carefuL review of literature relating to
therapeutic envíronments (Proshansky, Ittelson & RivIin,
L970). along with relationshipe between aspects of the
physj,cal environment¿ such as crohrding, ambient te¡îperature,

colour, noise, and hr¡man behaviour (Desor, L972, Baron,
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!972, Bírren, 1961, Mahnke & Mahnke, 1987, Marshall, Mrazêk

& Roshko, 1992, Nightingale, 1869, Schauss, 1979, Standing &

Stace, L980) will demonstrate a need fôr carêful
consideration of the environ¡nent as a contextual f,actor in
aggresslve behavi.our. The work of Lawton (1980, 1989), Kerr

(1982), Kíernat (1983), Boettcher (1985), Kayser-Jones

(1989, 1991), McCracken and Fitzwater (1989), Cluff (1990),

and Kolanowskl (1992) examine the specific response of the

elderLy to the physical environment. Àlthough specific
concLusions in relation to aggressive behaviour have not

bêen provided by this r.rork, the notion of complexity and

context have been reinforced aÊ ímportant variables which

must be considered.

In order to design psychiatric facilitieÊ with a

therapeutic ¡nilieu and a positive Ínfluence on social

interactions, a conceptually adequate definition of physical

environmênt needed to be developed (Proshansky, Ittelson &

Rivlin, 1970). This work identifíed several. basic

assumptions about the influence of the physical environment

on behaviour. One of these assunptions 1s that when changes

are made in the physical , social or administrative

Êtructures that define a settfng there vri1l be a

corresponding change in the characteristic behaviour

patterns in that setting (Proshansky et aI , 1970). A

careful examínation of the environments in which aggressive
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behaviour occurs shoutd identify which of the envlronmental

components is contributing to the behaviour.

The concept of crowding was explored wíth a group of 70

subjects by asking then to pi.ace nodels of humans ínto
Ecaled rnodels of room6 until the room was considered crowded

(Desor, 1972). The study found that crowding ls much rnore

than nereLy a matter of space. Crowding involved

perceptions of receiving êxce6s stimutation from social
sources as well as large numbers of peoplê ln a room. The

use of design features such as sound absorbing materials f,or

walIs, ceilings, and partitlons; as well as ninírnizing the
numbers of doors, windows, and mirrors thât provÍde views of
peopled spåcesi maxímizing the disparity between the fÍnear
dimensions of space; low lighting leveJ-s; and high non-

social noise levela have all been found to reduce

perceptlons of crowding in a roo¡û (Desor, L972).

Increasing the amount of space availabl-e by increaaing

the size of a room or by reducing the nurìbers of peopl.e in a

room were not always realietic solutions to the problen of
perceived crowding, The subjects in thls Êtudy provided

less space per person when partitions were preÊent, when

there were fewer doors, and when the roon was rectangular.
They also placed more 'rpeople" fn larger rooms than smaller
rooms, Finali.y the activity in the room: a cocktail party,

rùaiting in an airport, sitting and talking, and sitting ånd
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readíng íncrementally reduced thè nunber of I'people'r placêd

in the room before lt was coneidered crowded (Desor, L972).

The size of the room and the antícipated activity in
the room could be expected to alter behaviour in some way in

the fnstitution (Desor, L972t. Resídents of institutions
are often placed in lounge apaces with litt1e or no

expl"anation of the expected activíty. If the expectations

are unclear to the resident then the perception of crowding

and its related anxiety may be increased. An increase in
anxiety could be e6câ1ated to an outburst of aggression if
the sÍtuational factors were conducive to such an outburst.

A rather cornplex process of arousing anger and

administering shocks to a confederate of the investigator,
in a laboratory settlng, demonstrated that as the ambient

temperature of the roon rose the number and intensity of

¡hocks delivered by the Êubjêct decreaEed (Baron, 1972).

fhe very controlled nature of the study and the more

"structured" form of aggression being presented beare very

little resemblance to the biting, kicking, and ginching

descrÍbed earlier in this review. The expectation that high

tenperature creates "short" tempers was not borne out in

this etudy, but further study under more norna]

circumstances would be nseded before a conclusion could be

dräwn. This was the only study found which attempted to

link the physical environment wíth speêifically aggressive
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behavíour, but, unfortunately, it does lÍtt1e to enhance our

understanding of the relationship.

There is a specific shade of pink thought to have a

noderating effect on individuals having feelfngs of angêr

and agitåtion (Schauss, L979). When a two foot by three

foot piece of pink construction papêr vras held in front of

the eyes of 38 subjects, they lost up to 231 of their muscle

strength. Based on these fÍndings, the U.S. Naval

Corrections Centre in Seattle, ¡{ashington painted a holding

cell entlrely this sháde of pínk except for the floor,
Following the change in colour, there were no incidênts of
erratic or hostile behaviour. Two other sitès, the Kuiper

Youth Centre for juveníle delinquents in San Bernardino and

the San Clara County Jail Ín San Jose, Calífornia, have

reported similar dramatic effects. The colour is thought to

be inducing Êome sort of endocrine response whlch cannot be

controlled with eithêr conscious or unconscious effort
(Schauss, 1979). The drama of such resultÊ Ìends a

skeptical view of the fíndings but further research on this
part.icuLar coLour couLd not be located,

Responses to a variety of colours have been documented

in the literaturê for nore than one hundred years (Bfrrên,

L961, Mahnke & Mahnke, 1987, Nightingale, 1869, Sharpe,

L97 4) . Colours of the Êpectrum are associated r^rith tvJo
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moods, exciting for warm colours and calming for cool

coLours, $rhile the response effects of coLour are aLv.rays

tenporary, each colour: red, orange, yello$r, green, blue,
purple, white and black creates both positive and negative

reponses ln individuals (Birren, 1961). Tþe coJ.our hue,

chroma, va1ue, and proportion nay also affect our positive
and negative responses to certain colours ( Marshall et aI ,

7992). Hue refers to the spêcifíc colour such as red, blue

or green. Chroma refers to the degree of vividness in â

colour. Value refêrs to thê relative 1íghtiness or darknegs

of a colour. Birren (1978) suggêsted that people requirè
varying, cycling stimuli to remâin sensitive and alert to

their environments, Research has demonstrated both visuaL

and non-visual responaes to coLour and light (Mahnke &

Mahnke, 1987 ) .

Disturbíng colours, nisinterpreted, nay give rise to
unexpected and undesirable behaviour (McKenzie,

unpublíshed). It is inportånt to create envirorunents for
the elderly which enhance and promote accurate

ínterpretatÍon. Studiês of colour and the elderly have been

Iimited to etaminations of preferences and have not included

descriptions of behaviour in relation to colour (Marshal3.,

Mrazek & RoÊhko, 1992, Sharpe, !974).

Monotones of any colour make it dífficult for the

elderly to negotÍate corridore and doorways (Hayter, 1.983).

t{hj.te reflects light, dark blends into shadows, and both
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make anbuLation dífficult (Hayter, 1983). Varíeties of

col-ours/ linited use of patterns, and avoidance of colours

known to be disturbing (such as red and purple) should

enhance the functionfng of the older adult (Birren, 1961.,

Mah¡ke & Mahnke, 1987, MarshalL et à!, L992, Nightingafe,

1869 ) .

Standing and Stace (19e0) found that situational
anxiety was significantly elevated when experimental

subjects were exposed to very noisy levels of ambient white

noise. In this study, under laboratory conditions, 45

subjects in small. groups of four to six were exposed to
quiet, noisy, and very noisy conditions respectively. The

noLge was generated j.n an adjàcent laboratory and thê

subjects were unable to identify the source of the sound.

Each eubject waÊ asked to complete a questionnairê duríng

the exposure to thê noise and then two neasures of anxiêty

were completed follo¡¡ing cesEation of the noise. Thê study

wåÊ a replication of a previous study with ninor

modifications. The duratÍon of the éxposure to the noise

was reduced 30 minutes fron the previÖus study (Stânding &

Stace, 1980). Roberts and A1gase (1988) and Lawton (1980)

have suggested that the elderly need more precise

information ín order to interpret their environment.

Unidentifiable noise, assuming they could bear it, could be

expected to create anxíety in the elderly,
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"Environmental pressfi refers to the forces in the

environment that together with an individual. need evoke a

response; gome environ$ents make greater behavioral denands

than others (Lawton, L980, Lawton & Nahemow. t973). The

environmental docility hypothesfs states the less competent

the Índívidual, the greatêr the lmpact of environmental

fâctors on that indfvidual (ta$¡ton, 1980, Lawton & Nahenow,

1973). Behavioural. outcones that are the result of a given

level. of conpetence in a given leve1 of environmental press

can be placed on a continuun from positive to negatíve

rêflecting the individualrs åbi1íty to adapt to his

ênví ronrnent .

The elder).y are more subject to reductions ln
competence than the younger aduLt, where competence is
defined in relation to bÍological health, sênsorl¡notor

functioning, cogmitive skiIl, and ego strength (Lawton¡

1980, Lawton & Nehanow, L973), l,ihiLe this statenent may not

apply to all older adults, the residents of nursingi hornes

have often experienced Losses in aII of these areas.

Strong environnental presa on incompetent indivlduals,
based on the ecologicãl nodel, will result, in rnaladaptive

behavíour and a negative affect (Lawton, 1980, Lav¡ton &

Nehamow, 1973). Such maladaptive behâviour is ålso poÊsibIe

for strong environmental press on conpetent individuals,
where such press exceeds their abi).ity to adapt. The ¡node1

is helpful in explaining the aggressive behavíour disþtayed
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by both cognítively lrnpaired and cognítively intact
indivÍ dual s .

Gump(cited in Kerr, 1982) found that behaviour rdas

linked to setting in a 20 year study of children where the

behaviour of the children varied less within a setting than

bêtween settings. Behaviour was sÍmilar within

environmental settings and individual personalities were not

the mâJor determinants of human behaviour. SimiLar themes

were râised by Kerr (1982) throughout her review of thêory

and research relating to space use in hospitals. Studies

by severaJ. researchers have demonstrated behaviour, and

changes ín behaviour, in response to the environment ín

which it occurs. ExampLes lncluded school settings wlth

children, psychÍatric hospitals, and a geriatric hoepital
ward. The conclusion drawn by Kerr (1982) was that
characteristic behaviour patterns in particular environménts

exist and can be identified. The suggeÊtion was that
aggressive behaviour is expected in specifíc environments

and as a result the behaviour would occur no rnatter which

patients, residents, or staff were presênt, This is a

rather extreme view of behaviour that is entrenched in a

purely environmental perspective, and ignores the rich
variety of behaviour that índividuals bring to a settíng.
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Envíronroental effects play such å central role in the

behaviour of elderly personc¡ that environment should be

considered a "Hidden Moda1ity" ín rehabilitation progra¡ns

(Kiernat, 1983). Using Lawton and Nehêmow's (1974)

ecological slodel of environnental preEs, Kiernat (1983)

suggested that the goal of a rehabilitation progråm shouLd

be to assist individuals in achievlng a person-environnent

fit that wifl Þromote effective behavlour6 (Kiêrnat, 1983).

Factors that must be considered ln crêating environ¡nental-

congruence are personal space, territoriaL needs,

psychosocial environment, and prosthetics such as redundant

cueing and increased }ighting (Kiêrnat, 1983). The

environment can be shaped and graded so t,hat demands match

competencÍes and compensate for the elderly person's

declining abilities resulting in increased independence for
Èhe indÍviduat (Kiernat, 1983 ).

Thê ability to leave a setting that does not providê

human need satisfactlon is not oftên extended to

instítutíonal ized elderLy (Boettcher, 1985). Quallty of
Iífe is determined by the ability of the environment to

provide satisfiers for hunan needs. Using constant

comparatfve methodology, a study was designed tö detèrmine

the core envíron¡nental variable that inf luences hu¡nan need

satisfaction for the elderly rèsidents of an institution.
theory of boundary marking emerged which is a social
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ecologlcal process that promotês or restricts access to

envirorimental reÊources whích function as need êatísfier6
(Boettchêr, 1985). Boundary marking, thought to be the core

environnental variable that lnfluenced human need

sâtisfâction, !.¡as nade up of three phases: delineating

space, institutional- i z ing time, and controlling Êupplies.

Planned boundâry nârking based on individually asaesÊed

needs r+ould create and maintain a thêrapeutíc envirorunent

that is sensitive to the aatisfaction of survival , belonglng

and freedom needs of instítutional ized eJ.derIy (Boettcher,

1985 ) .

t'The disparity between what is known about the

inportance of the environment in promoting well being in
health care inetitutions and what is found in practfce iÊ

enor¡nous " (Kayser-Jones, 1989, p. t26). The quality of

care and resident sätisfaction was studÍed in a 1200 bêd

fací1ity, built in 1926, using qualtitative and gualitative
methodologies (Kayser-Joneê, 1989). A surprisÍng 888 of

elderLy residents stated a preference for open wards over

any other type of accommodation. The open ward deÊigm

prevented lonellness and isolation; prevented placenent with

an incompatible room mate; provÍded a source of sensory and

psychosocial stinulation; and was like a snall communlty

wíth a unique social organization.
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The residents cited noise and sleep disturbances; ãnd

forced integration of cogmitively irnpaired elderly as the

disadvantages to the open ward design. Kayser-Jones (1989),

concluded that there are many envíronment,al factors that can

pronote well-being but none ig ¡nore important than the

characteriEtics of the nursing staff. Nurses shouLd be

involved in desigming facilities and writing pollcies that
will incrêase the nurse-patient contact (Kayser-JoneÊ,

198e ) ,

The greater supervision and lnteractlon with staff, a

less stressful environment, and the social dynamics of the

closed unit were thought tô be largeJ.y responsible the

improved functioni.ng of resídents of a closêd Alzheímer's

unit (Mccracken & Fitzwater, 1989). The Dementia Behaviour

ScâIe was used to evâluate the level of cognítive impâirment

of reêidents prior to adnission to this unit (Mccracken &

Fitzwater, 1989). The scale assigns a 6core of zero to a

person with no behavioural deficits and a score of 48 to a

totally ínpaired person. Patients with a score betr.eeen 20

and 40 were placed on the cLosed unit and reassessed every

month by the clinical nurse specialíEt. After one year,

eight of elêven residents had improved in function. The

tooL eras also hel.pful to nursing staff by detecting sudden

declines in function that were related to ner,, pathologl' or

medication and prevented falls (McCracken & Fitzwater,
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1989). The specífic desigm of the closed unit is not

provided in the report but clearly the physlcal and socj.al

a6pects of the environment were fundarnentaL to irnproved

patient outcomes.

In contrast, tawton (1989) states that an ideal
therapeutic environment does not exiet. The fixed
envíronnent can prevent some behaviours and facilitate
others. Peop1e perceive the environment, organíze it
cognitívei.y, make choices abouÈ the options that are

available to the¡n, change the envíronr¡ent to suit
themselves, and make rules about its use which affect other
people. This nakes the notion that environment cauÊes

certain behaviour, a rare and unlikely event (Lawton, 1989).

In addÍtion to making a number of design reconmendations,

Lawton (1989) has recom¡nended the establishment of a

therapeutic environment committee to motivate staff and

encourage them to share their ideas about appropriate

envirorunental change. There is a key.role, suggeÊted

LawÈon, for direct care staff and in-home worke;s to

facilitate the creative use of envl-ronmentÊ for cognitively
lnpaired eJ.derIy,

Ðesigners have been challenged in recent yeårs to
generate'rcompensatory and supportiverr environmental

solutions f,or progresFively reduced competence (Cluff,
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1990). A great danger is the tendency to desigm for the

Least, competent, leading to the standard hospitaL ward

desígn. Through triâl and error several concepts have

emerged that have impLications for designers:

1. environments rnust al-low for change ín the resident and

change in programning, operations, policy, and etaffing;
2. choice 1n the environment ls necessary to accommodate

different personal needs, prograrnE and to provide

opportunitÍes;

3. reinforcement and support of resídent competenciês

should cone from the environment and Íncludê orientatíon
aids;

4. provision for privacy and soclal. interàction in balanced

amounts;

5. security and access to a dÍversity of locations and

destinatlons within the environment;

6. human scale and home like qual.ity to spaces usÍng normal

patterns and texturês;

7. approprÍate building 6yste$s such as nurse cal1,

ênergency calI, fire alarms, signage, and clocks. The use

of redundant cueing sends cogmitively impaired residents

more than one message wbich nay help them interpret Euch

rnessages (C1uff, 1990 ) .

Although aggressive behaviour was not specifically
ídentified, Cluff (1990) stated that one of the easÍest

design tools which can be utilized to support reduced visual
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or cognitive functíon is the use and applícatíon of colour.

The process used to select colour sbould include

conËideration of the 6pace as well as the qual-ity and

quantíty of natural or art,ificial light. The physÍca1 and

spatial- reconmendations can be used to evaluatê existíng
settings and design new facil.itiee which will optimize the

remaining functional abÍIities of cognitively ínpaired

elderly (Cluff, i.990).

KayÊer-Jones (1991) suggested that thêrè arê four mâjor

features of the enviror¡ment: the physical aspects (deslgn,

colour, ligf¡ting and space); the organizationaL aspectÊ

(polícy, staffing and financín9)j the personal (fa¡níly,

friends) and suprapersonal environnent (the race and mean

age in a neÍghbourhood); and the socÍal-psycho logical milieu
(norros, values and beliefs of the caregivers). The four

conponents are in constant interaction wíth and influence

one another (Kayser-Jones, 1991). Based on a gualitative,
comparative Êtudy r¡ade betleeen a small Scottish hone for the

aged and ê large for profit home in thê United States,

Kayser-Jones (L991) concludeÊ that social-psychologícal

environmental factors had the greatest influence on the

quality of care in each setting.

In a literature review of environmental lighting,
Kolanowski (L992) concluded that elderly rê6idents who spend
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a grêat deal of timê under artificial lights may need

repatterning of their light environment. The Literåture

suggests bright, non-glaring, índirect sources of light;
broåd Ëpectrun lighting that simul.ates naturaL sunlighti

so¡ne exposure to ultravÍolet illumination; and recognition

that there are individual differênces ln light-dark cycles,

These nust all be considered in carlng for the eldèrly. The

essential next step was to explore the specÍfic êffects

different light sources have on the weLl-bêing of the

elderly (Kolanowski , 1992).

Sunnary

There is a large body of literature describing the

relationship of envÍronment to human behaviour ag wel-I as

the relationships of epecifÍc aapects of the physical

envfronment to behaviour (Baron, !972, BLrr.ên, t96L,

Boettcher, 1985, Cluff, 1990, Desor, L972, Hayter, 1983,

Kayser-Jones, 1989, 1990, Kerr, 1982, Kiernat, 1983,

Kolanowski, 1992, tawton, 1980, 1989, Lawton & Nahênor.r,

1973, McCracken & Fitzwater, 1989, Proshansky et aI , 1970,

Schauss, 1979, Standing & Stace, 1980). the first theme

that emerged was that of châracteristic behaviour patterns

whlch are relat,ed to a particular Êetting (Xerr, 1982,

Proshansky et aI , 1970). The rèlationship of environmental

press and competency as a factor in behaviour which can be

shaped and molded to crêate a supportive pèrson-environment
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fÍt eroerged as a second theme (Boettchêr, 1985, Cluff, L99o,

Kiernat, 1983, Lawton, 1980, 1-989, tawton & Nahenow, L973).

A third theme that emerged was the importance of the

characteristícs of the nursing staff ånd the importance of

the social-psychologi ca1 environment as a determinant of
behaviour (Boettcher, 1985, Kayser-Jones, !989, L99L,

Mccracken & Fitzwater, 1989). FínaIly, while speciflc
attributes of the physical environnent such as crowding

(Desor, !972), ambient tenperature (Baron, 1972), white

noíae (Standíng & Stace, 1980), colour (Birren, 1961, Mahnke

& Mahnke, 1987, Nightingale, 1869, Sharpe, L974 ), and

lighting (Kolano$rski, !992 ) have been studied their specifÍc
relationships to bêhaviour require closer scrutíny.

Chapter SuEDary

This literature review has íncluded theories of

aggressive behaviour as a learned response; description and

prediction of hu¡nan aggressive behaviour; aggressive

behaviour fn the elderly; nursíng behaviour ås a contêxtuat

factor in aggressive behaviour; cognitive functíonÍng ín
relatÍon to aggressive behavíour; and finally the ínfluence

of the physfcal environment on aggressÍve behaviour.

Àggressive behaviour has been Etudied for many years,

with recent studies emerging which examine the aggressive

behaviour of the elderly. While the physical aspects of the

environment and their effects have been êtudied over the
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last 23 years, the envíronmental factors that arê present

r,rhen the êLderly residents of nursing hornes display

aggressÍon have not yet been studied.

This review has indicated that therê is considerable

evidence IÍnking aggressíon and the environment; the elderly
and aggressÍon; and environment and behaviour, What has not

been evident is a link between all three: the ê1derly,

aggressive behaviour, and the physical environrnent.

This current study will explore the relatíonshíp
between a change in envirorunent (wall colour) and the

aggressive behaviour of elderly residents of a nursing home.

The Level of cognitive functioning will be measured without

excluding either cognltively impalred or cognitively intâct
individuaLs, recognizing that by vlrtue of choosÍng a

particui.ar unit in a nursing home there nray already be

severe cognitive ímpairnent present.



III. CONCEPÎUÀL FRÃ!{EÌdORK

The following conceptual fra¡nev¡ork (Figure 1)is based

on the literature revíew, within thê model key elements of
learned rêsponses, cognítive functionlng, enviro trent, and

nursing behaviour create a potèntial for aggressive

behavÍour. Therê are individuals who will not express

aggression but a feedback loop is crêated that further
contributes to a potential for aggression. Other

individuals wíll express aggressíon with verbal, physical ,

or sexual behaviour. As in unexpressed aggression,

expressíon of the behaviour wilL create a feedback loop

creating further potentiãl for aggres6ive behaviour.

Four elements have been identified as correlates of
aggressive behavíour. The first, rrLearned responsesrr,

refers to the innate ability for all human beings to display

âggressive behaviour (Brehn, 1966, Boettcher, 1983, L.,anza,

1983, Meddaugh, 1990). tong standing .behaviour patterns

continue to operate across the life span and into illness
states 6uch as cognitive inpairnent (Ryden, 1988). For the

purpose6 of this reBearch, learned reÊponses have not been

measured .

"Cognitive functionrr refers to the abillty of

individuals to interpret environmental cues and to integrate

thiE information with internal cueÊ (Roberts & Algase,
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1988). Research has suggested that aggressíve behavíour 1s

related to decreased cognitive functioning (Hanel et al,
1988, Roberts & AlgaÊe, 1988, Ryden, 1.988, Ryden et aI,
1991). Cognitive functloning was measured using the Mini-

Mental State Ex nination (FoJ.stein, Anthony, Parhad, Duffey

& Gruenberg, 1985 ) ,

I'NurÊing behaviourg'r rêfer to the role played by nurses

ln establ.Íshing and maintaining a therapêutlc and social

miliêu, and are based on Etudies suggesting that care plans

and ättitudes of nurses that empou¡er residents and enphasize

appropriate Limits may actually reducê the frequency of

aggressfve behaviour (Blair & New, 1991, Feldt & Ryden,

1992, Kingdom, 1992, Morrison, 1989, 1990, Ryden, L992).

These nursing behavíours vrere measured indirectly using thê

Ward Atnosphere Scale (Moos, 1976).

The major focus of this research is on the

"environnent element of the conceptuaL model. Specifically
a change in the ènvíronment, that is waLl colour, was

studied to dêterriine the relationship of these factors to
the frequency of aggressive behaviour. The lightÍng was

neasured using a Gênêral Electric Light neter and

photographs of the environ¡nental colour vlêre taken príor to
paínting and followíng the colour change usíng an Olynpus

OM-2 35mm camera (erithout a flash).
Unexpressed aggression cannot be observed or measured.

AggrêÉsion expressed by each participant over the previÖuE
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six nonths, íncludíng verbal , physical and sexual

aggression, was measured prior to the co.lour change usíng

the Ryden Aggression Scale Form 1 (Ryden, 1988).

Immediatel.y prior to painting the environment, concurrent

measures of the frequency of aggressive behaviour was

measured over seven days using the Ryden Aggresslon Sca1e

Forn 2(RAS2) ( Ryden et al , 1991). The frequency of
expressed aggressive behaviour r,Jas meaÊured a second tine
following the change in colour for a further seven daye

uEing the RÀSZ ,

Pûtertio I
for

ÂggrêÊE ion

Figure lr Conæptüal l{odel r ÀggressÍve 8¡!¡viorr in t}e fiderly

(adôpted fm¡ !¿¡¡a,1983; Rydo, 1988)
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Thís conceptual rnodel is based on the current Ëtate of

the literature, building on the earlier nodels of Lanzã

(1983) and Ryden (1988) (See Appendix 1 & 2). The model

identifles critical eLernents and h]¡potheses derived from the

model requíre systenatic testing. A portion of thiË model,

the relationship between the physícal. ènvirorunent and the

frequency of expressed aggressive behaviour was tested in

this reseârch. This research will contribute to knowledge

of the relationship of factors ín the physical envíronment

such as colour and lighting to aggressive behavío¡rr in the

el.der1y.

The specific objectives of thís research arel

1. To neasure the frequency of aggressive behaviour before

and after a change in the physical environment.

Z, To examine the relationship bet$reen cognítive

functioníng ånd aggressive behaviour.

3. To exarnfne the relationship between ward atnosphere and

aggressive behaviour.

4. To exa¡nine the relationship between eelected socio-

dernographic variables and aggressive behaviour.
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TV. I,ÍETNODOLOGY

The methodology used for this research is presented in

fíve sections. In the first section the primary and

secondary hypothesee are presented. Description of the

study design, includÍng the threats to internal and external

va1ídity is provided in the second section. The setting and

êample characteristics of the respondents are outlined in
the third section. Section four contalns a description and

discussíon of the selected measures. Thê final section
presents the procedure for data analysis.

1 . ElzlrothêEeE

This research tested primâry and secondary hypotheses.

Using longitudinal data the prímary hlÞothesÍs states:

The frequency of reported aggressfve behaviour in a group

of elderly resídents who are exposed to a change in the

environment (waJ.L colour) will decrease sigr¡ificantly frorn

pretest to posttest.

In addition, cross-sectional data are used to test the

following secondary hl4lothêses:
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1) there ís an inverse reLatÍonship betweèn cognitive

funct,ioning and aggressive behaviour,

2) There is an inverse relatlonshÍp between positive ward

atrnosphere and aggressive behaviour.

2. DeEigm of the Studty

Experimental desígns are suitabLe for testfng cauee and

êffêct relatíonships among variables. In order to control

for other possiblê explanations, true expêriments muat

possess the following three properties: randomÍzation,

control, and nanipulation. For thie research the absence of
randomízation and a control group neant that a true

experiment was riot achievable. Instead, this research

utiLized a quasi -experimental design, that is, a one-group

pretest-posttest desÍgn.

Sche$atic ReprêEèntatlon of the Selectedl Deeign

rrxrr ís the índependent variåble: ( envíronment/colour )ItOrr is the dependent variable: aggressive behaviour

Figiure 2: The One Group Pretêst-Posttest Design (Cook &
Campbe1I, J.979)

Quasi-experimental designs tneaÊure a set of variables,

manipulate the variable of interest and then measure the

variabLes again (Cook & Ca¡npbell, L979). This researclr was

a natural experinent to test whether or not altering colour

ot x o2
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in the physical environment of elderLy residenÈs of a

nursing ho¡ne affected the reported frequency of aggressive

behaviour. The frequency of reported aggressive behaviour

in a nursing home was measured. the paint scheme was

altered, and the frequency of aggressive behaviour eras

neasured again.

fhe strêngth of the one group pretest-posttêst design

lies in the abílity to test the causal relatíonÊhip between,

for exanple, a change in environment and the frequency of
aggressíve behaviour of the elderly residents of nursing

homes (Cook & CampbeJ-I, 1979). ThiÊ design includes pretest

datã r.rhÍch ãllows for identification of pre-existíng

characteristics of the group (Kidder & Judd, 1986).

The major r,reakness of the one group pretest-posttest
quas i -exper isìent is lack of a control group. For this
research, the relationship between variables was examined

crosÊ- sectional ly as well as longitudinally. I(nowledge of
cross-aectional relationships míght be used to facllitate
planning for the management of aggressive behaviour.

Cornpared with Laboratory research, the quas i-exþeriment

conducted in the natural setting is more Likely to represent

the real world of nursing practice (Brink & Wood, 1989).

The independent variables, thãt is, the antecedents of

aggressíon described in the Conceptual Model for ÀggrêssÍve

Behaviour, lnclude: learned responses, cognitive

functioning, environnent, and the nursíng behaviour in that
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environment. The dependent variable, aggressive behaviour,

i6 a consequence of these varlables. In the pretest phase

of the ãtudy the dependent variable, aggrêEsive behaviour,

was measurêd, as were two of the independent variabJ-ee,

cognitive functioning and environment. The independent

variable, 1n this case thê physicaL environnent, was

manipulated. The posttest phase of the study consisted of a

second measurement of the dependent variable.

Às outlined by Campbell and Stänlêy (1963) and Cook and

CanpbeÌ 1 (1979), several threats to internal and erternåI

validity are ínherent for the one group pretest-posttest

design. These threats are addressed in the subsêquent

section .

Internal validitv
Internal validity refers to the degree to r^rhich

observed char¡ges can be said to be the result of the

experimental- treatment ( independent variable) rather thân

extraneous variables (Po1it & HungIer, 1987), Eight

different classes of extranèous variables posè a threat to
the internal valÍdity: history, naturation, testÍng,
instrumentation, statiÊticaL regression, seLectfon,

experímental mortality, and interactions between cLaases of

variables (Campbell & Stanley, 1963). For the one gror¡p

pretest-posttest design, the major threats to internal
validity of interest arê history, maturati'on, testing

effects and expêrirnental mortalÍty. Brief corunentF åre made
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rêgarding the re¡naining three classes of extraneous

variables: selectíon, instrumentat ion, and regressíon

effects.
1. History

Thè mâjor threat to vaLidity for the one group pretest-
poêttêst design is the ef,fêct of history, that is, the

possibility that evêntÊ other than the intervention have

influenced the dependent vâriabl-e in the period between the

pretest.-poEttesÈ measures (Cook & Campbell, 1979), Two

primary concernB need to be addressed. First, of concern is
the anount of tine that passes betr,reen measurenents that
allows for the influence of other events. For this research

the amount of time between measurernents v¡a6 ten weeks, the

minÍ¡nal tíme afforded for data colLectlon given the

constraints of a natural experÍment. The tining of the

painting changes were controlled by external factors. The

second concern reLates to the monítoring of èvents externaL

to the treatment that might, possibly influence the frequency

of aggreesive behaviour. An enanple of thís night be that

a new unit co-ordinator may be appoÍnted, several residents

Bight die, or there may be a new chairperson elêcted to the

Board of DÍrectors. These factors could have an impact on

the social environment of the facility whlch could alter the

number of aggressive incidents that are observed. Alert to
the threat of hístory on ínternal validíty, every attempt
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was made to anticipate other pertinent events and to report

6uch events if they occurred.

2. llaÈuration

Maturation refers to processes that occur within
subjects during an investigatíon as a result of the pasÊage

of time rather than as å result of the expêrimentâI

intervention (Polit & l{ungler, 1987). Over the long period,

elderly residents of nursing homes nay exhíbit a change in
frequency of aggressive behaviour due to increased frailty,
progressíon of chronic disease, acute fllness, or trauma,

This research was not lengthy, however, incidents of acute

illnees, trauma and change in dependency leveJ. were

monítored as the reaearch progressed.

3. Testlng êffecta
Testing effects refers to the effect of taking a test

upon the scores of a second test (Polit & Hungler, 1987).

For the one group pretest-posttest desfgn, testing êffects
must be carefully evaluated, For this research, the najor
question is, did the data coLlection procedure for
äggressive behaviour at pretest influence the dat,a collected

for aggressive behaviour at posttest. The planned timing of
the pretest and the posttest is important as the inpact of
this "testing effectrr is greatest when thê tine between the

pretest and poÊttest is very 6hort. Did the staff beco¡ne

more êensitlve to occurrencês of aggressive behaviour from
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the pretest and then over-report (or under-report) the

occurrence of aggressive behaviour at poÊttest?

The aggressive behaviour data, both at preteat and

posttest, were collected fron the stâff $rho vrerè worklng on

the unit on the variouê Êhifts for the seven day period.

Staff rotations, planned days absent, and staff illness
taken together neant that for the seven days in Ëuccession,

staff me¡nbers changèd dêpênding on the day and the shift,
It would be inpossible, gÍven a six day rotatÍon of days

off, to have the säme staff on duty for the èntire data

collection period. In addition, the staff did not knou, the

exact research h]¡pothèses.

Final1y, the retrospective nêasure of aggressive

behaviour provided a baseline for thê aggressive behaviour

neasured at pretest ând posttest. Testing effects would be

demonstrated if each of the measures of aggressíve behaviour

would forn a straight line on a graph. Testing effect is
not as clear if the retrospective neasure of aggression and

the concurrent measure of aggressfon at tine one arè sinil.är
and a change, eit,her an increase or decreaÊe, i6

demonstrated in the concurrent measure of aggressíon at tine
two (Cook & Campbell, t979).

4. Experlnêntal aortallty
Experimental mortallty refers to the attrition of

subjecte from the study (Cilnpbell & Stanley, 1963).

Research conducted srith residents of nursing homes is
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Likely to encounter reÊidents who are transferred out of thê

facility due to illnesÊ, some may die, eome nay drop out of

the study for personal or family reasons, For thiÊ

research, the group for pretest and posttest measure6

remained intact.
5, SêIection

Selection bias occurs when the composition of the group

changes suddenly at the time of the intervention, often

because of attrition relating to the lntervention ítself
(Cook & Campbell, 7979). For this research selection is not

a major concern for internâl validity. The preteEt and

posttest groups are the sane, representing repeated measures

of aggressive behavlout (n=27).

6. Instrunêntatlon

InÊtrr¡mentation can be â thrêat to lnternal vaì.idity íf,
the instrumênts used at time one are not identical to the

instrunents used at. time t$ro (Kidder & Judd, 1986), In thís

research instrunentation is not a major problem because the

pretest and posttest tool was identical (thê RÃS2); the tool

has rêportêd validíty and reliability; and the tool was

pretested on a 6imilår but different sampi.ê of nursing home

resídents.

7. Regre5Eion

Regression toward thê mean is the tendency for the

extrêmê scores of a test to move closer to the mean when the

test is repeated. The risk of regresslon effects êrê
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particularly Likely when a grouÞ has been êelected because

of their extrene (high or low) scores. For this reeearch,

if extremely aggressivê residents had been placed on the

testing unit, then it could be expected that scorês at

second testing would indicate less aggressive behaviour

sinply because scores were initíally so high. For this
research, while some residents míght be consistently more

aggressive thån others, the unit as a whole wa6 not

designated for aggressíve resÍdents.

External Valldfty
External validity rêfers to the ability of the research

design to produce results that can be generalized to target
persons, settings and times; and generalized acroeE types of

persons, settings and tines (Brink & Wood, 1989). Natural

experirnents are less intrusive upon conditions in naturaL

settingÊ, less artifÍcia1 and as such are thought to

represent the real world of nursing practice (Brínk & 9Jood,

1989). The factors that riay affect external. valÍdity are

related to seLection, reactivÍty and testing. These sane

factors poEe threats to internal vâIídíty and as such

threaten the vaLidity of the rêl.ationship between dependent

and independent våriables $ríthin the study. For external

validity, threats to validity are examined in terms of the

general i zabi l ity of the relatíonship between dependent and

independent variables outside the study.



88

Threats to externaL validity are essentially based on

interactions, that iÊ, if there is an lnteraction between

intervention and the õetting, it cannot be said that the

resultè would hold is the project were carried out in

another setting (Cook & Canpbel1, 1979). For this research,

tlre major threats to external validiÈy are: interaction of

selection and intervention, interactíon of setting and

interventÍon, interaction of testing and intervention, and

reactivity.
1. Xnteråctlon of Belectlon and fnterventlon

Interaction of selection and íntervêntion refers to
treatnent effects that appLy only to the kinds of

individuals who participatêd in the study. Can the

relationship between the dependent variable aggression and

selected independent variables be generallzed to other

catêgorieÊ of nursing hone residents? This threat occurs

when the Ínclusion críteria are very unusual, resultíng in a

sanple of "exclusive" individuals. The inclusion criteria
for thís research are that residèntê must have lived on the

unit undergoing the environmental change for at least eight

weeks prior to data collection, be older than 55 years of

age, and have a rnedical as opposed to a psychiatric prirnary

diagmosÍs. Socio-denographic characteristics wilL be

described in the third section of this chapter settíng and

sanple characteristi cs .



89

2. Interactfon of Eetting a.nd lntervention
Interåctíon of setting and lntervention referE to

findings that are applicable only to the specific setting of

the study. Settings vary in their ability to respond or

adapt to change, which alters the ease with which a

treatment or experimental approach may be íntroduced in the

setting. The resultÊ may reflect this aspect of the setting

as opposed to real treatnent effects, reducfng the

general izabí l ity of the results to other settings (Brink &

Wood, 1989), For this research, the intêrvention representÊ

painting the envÍronment a different colour. Procedural

changes, or changes in approach to the resídentÊ on the unit
are not involved in this research thus reducing the threat

that thiÊ interaction represents,

3. Intefactldr effect of teBting and ¿ntervênttor¡

This íntèraction is a resul.t of the awareness of

certain issuês or events that is heightened due to exposure

t,o the pretest. The responsê to the interventíon ís more a

function of having been exposed to the pretest. The

meaÊurement process for thi6 research may províde thíE tl4)e

of effect if it Êênsitfzes the indÍviduals to the fact that
their aggressive behaviour is being nonitored, and aE a

result of the monitorÍng, the behavíour is reduced. Whll.e

the Þresence of the reseêrcher may be obtrusive, the

concurrent rneasure of aggression (RÀs2) is an unobtruslve

rneâsure and thís, coupled with cognitive impairmçnt, makes
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ít unJ.ikely that residents will be aware of the

measurêments .

4. Reactfve effects
thís threat to external val-idlty of er<perimental

procedures ís more commonly known as the 'Hawthorne Effect",
that is, it ls change itself, rather than the specifíc
intervention, that resulte in a change in the dependent

variable (Brink & Wood, 1989). The new walL colour 1û the

environment in thiÊ research may have such än effect on

residentrs aggression that any change would have produced a

change in the frequency of aggression (Pollt & HungLer,

L987). Repeated measures would address this threat to some

èxtent, as change produced in thiÊ way is Êhort lived, but

was not feasible within the rêsources available for this
study.

In addltion, reactive effects may influence the staff
who are provlding detaíled information about aggregsive

behaviour. They may feel special- and this positive feeling
nay lead to more tolerance for aggressive behaviour and

perhaps under reporting of the bêhavíour or the staff nay be

sensitized to the behavíour and increase reporting. Às with

the residênts it was noted that change produced in this way

is generally short Iived. Repeated measures would control

for this threat but were not feasible.
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3. Settlng and sà8ple

This rèsearch was conducted in Winnípeg, Manitoba, a

clty located on the canadian prafries. The population of

l^Iinnipeg is approximâteIy 600,000. The setting for the

study was a medium sized (100 beds) urban pereonal care home

Located in a quiet reêidential neighbourhood. Within the

province, all applicants for nursing home placement are

screened by a provincial government panel of professional

caregivers to ensure appropriate care facilities are

avai3.able. This Êystem ís often referred to as "single
entry". Each facility withín the province, 34 in total, has

some flexlbillty in screening applicants for adrnisslon such

that the facility ís certain it can neet the care needs of

the appl icant.
The facilfty used in this research has a reputation for

accepting alL applicants for admiEËion, including tho6e who

display aggressive behaviour. It is a proprietary facility,
and part of a small chain of personal care homes in
Manitoba.

There are 51 beds on the unit undergoing changes fn the

physical environment. At pretest, the walls and llght
fixtures were painted a dark blue on one hallhray and deêp

orange on thê second ha1lway. The corridors had large

fluorescent down-lighting fixtures which created pools of

Lfght and dark along the lengt,h of the hallway. A f,loor plan
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of the unit and photographs of the corridors are íncluded Ín

thè Appendix (3&4).

Inclusion criteria for the study consisted of all the

residents on this unit 55 years of age or older, with a

¡nedical diagnoses (as opposed to psychiatric diaqnoses), who

have lived Ín the facility ¡nore than eight weeks príor to
data collection. Cognitively impaired residents vrere

included ln the study onJ-y if the 1egal1y responsible person

provided written consent. An effort was nade to contact all
seventeen of the nursing staff of this same unit (Registered

Nurses, Licensed PractícaI Nurses, and Nursing À6siÊtants),

who were employed. on a regular basis. either f,ull-tíne or

part-tine. Each staff ¡nember was asked to complete a ward

atmosphere scale and a record of prevlous aggressÍve

behaviour for each resident who agreed to participate. The

unít has a total population of 51 residents. The Iegally

responslble persons. for tbirty resldents agreed to
partícipate along with a1I seventeen Ëtaff memberg.

Thê intervention consisted of changing the colour on

the wal16 to an off whíte with contrasting blue-green colour

on the doors and a darker shade of blue-green on the door

frames. The pretest lighting condltions were measured at

selected locations, indicated on the floorplan in appendix

(3 &4), in the corridors and resident rooms using a General

Electric Light Meter. Photographs werê taken with ên

Olympus OM-z 3 sÍun ca¡nera without using a flash.
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4. DteasureDent

The Conceptual ModeI for aggreesive behaviour in
elderly residents of instÍtutlons suggests thãt Èhere are

four "origins" of aggregsive behaviour, or independent

variables: learned responses, cognitive functÍoning,

environment, and nursing behaviour in that environrnent

(adapted frorn Lanza, 1983, Ryden, 1988). The ma¡ffestation

of aggression, or the dependenÈ variable, is identified in
the ¡nodel as êxpressed aggressíon in the for¡¡ of physical ,

verbal, or sexual aggression. The study r^ri1I collect cross-

sectional data on two of the independent variabLes,

cognitive functioning and environaent, and longitudinal data

on the dependent variable, aggressive behavíour. Data will
not be collected on the remaininE two independent varlables,

learned responÊe and nursing behaviour.

Aggressive behaviour has been operationally defíned as

hostfle action toward other persons, objects or towards the

self incLuding biting, elbowing, hitting, punching, kicktng,
pinching, squeezing, pushlng/shoving, .pulIing hair,
scratching, slapping, spitting, tackling, makinþ threatening
gestures, throwing and object, brandÍshing a weapon,

striking a person with an object, using a weapon, aggression

toward property, danaging property, cursing/ obscene

language, hostile language, verbal threats, nane calling.
and sêxua1ly aggressive behaviours such as hugging,

intercourse, obscene gestures, or touching of body parts of
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another person without the expressed will and or despite the

resistance of the other person (Ryden, 1988, 199L).

The ínstruments that were used to collect data are the

Ward Atmosphere Scale (WAS) (Moos, L9'74)¡ the Ryden

Aggre6sion Scale Form 1 & 2 (RAS1 & RAS2)(Ryden, 1988,

1991); and the Mini-Mental State Exâmination

(MMSE) (Fof st.ein, Folstein & McHugh, 1975). Socio-

demographic data such as age, diagnosls, length of stay in
the institution, and current ¡nedications were gathered on a

form prepared for this study.

9lard Àtnoephere Sca1e

The Ward Àtmosphere Scale (WAS) was developed to

measure the social clinates of psychlâtric trêatment

prograns as percelved by the staff and patients within the

theoretical framework of "the person-environment fit" (Moos,

1974). The original Form A WÀS eras a 206 item scale

prepared using data collêcted from direct observations on

three separate units by two trained observers. The

instrunent was rèfined over a period of years by testing

each successive form of the wAS: Form B (120 itêms), Form C

(100 itetns) and finally Forn S (40 itens). The instrument

was tested in over 174 different units involving over 1000

subjects (Moos, 1974). Ten subscales wêre identified
using a conbination of rational derivation and factor

analysis: involvement, support, spontâneíty, autonomy,

practical orientêtion, personal problem orientatlon, anger



and aggression, order and organization, program clarity,
staff control. (Seê Appendix 5 for completê descriptions

the subscales and Form S of the t{AS. )

The WAS Forn S has 4O-itêms to which the respondent

answers true of false. Each of the 40 items has an assigned

true or false score and is valued at onê polnt if the

subject's reÊponse matches this assigned true or faLse. The

result is an overalL acore for the environment and scores

for each of the ten EubscâIes. High acorea indicaté a more

posítive ward atmosphere, while low scores Índicate a more

negative hrard atmosphere.

The I¡¡ÀS Form S was ¡nodif ied for this research by

sub8tituting "resident'r for I'patier¡t" and by substituting

two ítems fro¡n the same subscale of $lAS Form c for two items

on the Forn S. The item "Staff strongly encourage residènts

to taLk about their pasts" was subst.ituted for I'Patient6

hardly ever discuss their aexual livesr'. The ltem "Most

residents f,ollow a regular schedule each day" was

substituted for "The ward sometÍneê gets very messy'r. These

modifications refLect the residential naËure of the nureing

hosle setting wlrích vaLues not only openness and support but

also thê prÍvacy extended to individuals as would be

extended to them fn their own homes. The following is an

example of the fornat for thÍs instrunênt:

T F L4. Very few residents have any reeponsibíIíty on

the ward. (Moos, 1974 )

95

and

of
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Moos (1974) reported that I¡JAS proffles are extrenely

stabLe over time even if different staff or patients

conplete the ttAS on test-retest. Friies (1986) exanined the

WÀS For¡n S for reliability and valldity and concluded that

the WAS had acceptabLe reliability and validity for both

patients and staff; criterion oriented and construct

vatidity were acceptablei and the tIÀS possessed excelLent

cross-cultural propêrties. Thê rel.íabil.ity and validity of

the wAS iE generally reported according to each of, the

subscales (Friis, 19986, Moos 1974). For example, test-

rêtest relfability for the subscale Ànger and Aggression for
patients is reported as .71 and for Involvement .79 (Moos,

1974). The lrAS wíll be used to neasure the paychoeocfal

environ¡ent.

Rvden AEqresgion 8ca1ê ForE 1

The Ryden Aggression Scale Form 1 (RAsl) (1988), is a

25-ite¡n Llkert-tl¡pe sca1e, which r,ras designed as a

retrospective measure of aggressive behaviour. The

instru$ent ís completed by a professional carègiver and

provides a measure of the frequency of aggrèsslv€ bêhavlour

the indívidual has displayed in the past. The RåS1 six
point Likert-t:pe scalê was modlfíed for this research to

becone a four point scale as the original form reviews the

previous year whiJ.e only the previous six months were

reviewed in this research. The oríginal six point Likert

scale options were never (0), less than once a year (1), one
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to eleven tiloes per year (2), one to three timês per nonth

(3)r one to six tlmes per week (4), and one or nore times

daily (5). The literature Euggests that aggressíve

behaviour is consistent through time (Boettcher, 1983,

Convit êt aL, 1990, Iranza, L983, Meddaugh, 1990, Morrison,

1989). An exa¡ûple of an itèm from this instrument is:

0123
2. Slapping never 1-3 ti¡nes L-6 tines 1 or notre

a nonth a week timee daily

(Ryden, 1988)

The respondent circLes the statement that best describes how

often the resident denonêtrates a particular behaviour.

(See Appendix 6 for the complete RÀS1. ) the result 1s an

overall single score and three sub-scores for physically

aggressive behaviour, verbally aggressÍve behaviour, and

sexually aggressive behavfour. The rei.iability on re-test
with famíly caregívers eras .86 (n=31); and internal
consistency was .88 for the overall scale (n=166) (Ryden,

1988). In a Canadlan study by Hamel et al (1989) the RÀS1

r,ras rêported to have a test-retest reliability of ,86,

Rvden AEEreaalon Scale ForE 2

The Ryden AggrêÊsion ScaLe Form 2 (R.ASz)is an

adaptation of the RAS1 which provides for direct observatíon

of aggreBslve b€havlour ( Ryden et al, 1991). (See Àppendix

7 for the conplete RAS2, ) It is irnportant to the context of,

this study to have retrospective data to deter¡nine Hhether
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or not the historical frequency of aggressive behaviour for
individuals differs from the frequency of aggression as

measured by the RAS2. The Êame 25 behaviours from the RAS1

are llsted on a taIly sheet, along wi.th two additional

items, in Forn 2 with enough apace to record the numbers of

times a behavíour occurs duríng two eight hour periods. The

t¡+o additional ítems are pulling hair and aggrêssíon toward

property. The RAS2 was modified for this research to
provide space to record the behaviours in three eight hour

periods (24 hours). The frequencies of êach behaviour are

totalled for the sub scales: physical , verbaL, and sexual

êggresEion as well as for each 24-hour period, The inter-
rater agreernent for this scale waÊ reported as .88 (Ryden,

1991). Rydên et al (1991), report that the RAS1 and the

RÀSZ were used with the same sample wíth a correlation of

0.65 (p > 0.00L ) . When RAS2 scores ¡rere co,¡npared with a

second behaviour rating score usÍng a QuaIiÈy Assurance

staff evaluation the Pearson product noment corrêlation waÊ

0.34 (p < 0.001) )(Ryiten et al., 1991). This instrument iê

relatively recent in development and publicatíon and is not

currently in widêspread uae.

Mfnl-Mental State Eaanlnatlon

The Mini-MentaL State Exämination (MMSE), a clinical
aid that measures cognltlve functlonlng, was developed by

drawing on ítems from previous clinical aids (FoIstein,

Ànthony, Parhad, Duffy & Gruenberg, 1985). The MMSE is a
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brief screeníng test assessing language and motor skilLs.
oríentation, and memory (Folstein, Folstein, & McHugh,

t975). (See Appèndix 9 for the complete MMSE. ) The MMSE is
administered Ín a one to one situation, where distractions

and interruptions are kept to a minímum. ^å sanple question

fron the MMSE 1s:

"Can you telI me v¡here we are rfght now? For instance what

provínce are we in?" (Fo1stein et al, 1985).

The scale provídes a cumulatlve score which can range

from zero to thirty where thÍrty means there were Do errorÊ

on the test and zero means there were no correct responseg

on the test. A low score on the MMSE, Ieês than t!.¡enty-

four, and in some research fess than seventeen, out of
thirty, ís indicative of global cognitive impaírment

(Bromby, 1991, Brokenshire, 1987, Folstein et aI, 1985).

The instrument has been ghown in clinlcal trials to have

high inter-rater relfäbility and to be significantly
correlated to medicaL tests for neuropathoJ.ogry. The ínter-
rater relÍabil.ity has been reported as .83 (Bromby, 1991).

The MMSE Ís widely used as both a clinical and research

tool.
9ocio-denoEraphice

Soc ío-demographi c data incLuding age, gender, length of

stay in the facility, nedical. diagnoses, and number of
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current nedications was colLêcted for each participant.
(See Appendix I for the form used to collect this
informatíon. ) Residents with psychiatric diagnoses Êuch as

schizoprenia, nanic depression, and paranoia, have been

excluded from this study these psychiatric diagnoses have

been shown to ínfluence the amount of aggressive behaviour

and including these residents in Èhe study could íntroduce

confounding factors (Lanza, Milner & Ri1ey, 1988, Convit et

aI , 1990).

5. Procedur€

In Noveaber !992 a medium sized personal care home (100

beds) in Winnipeg, Manitoba was approached êÊ a possible

research site. The Facillty's Board of Directors considered

the proposal and approved the project in December of 1992.

Ethical approval was obtained in Januaryf 1993 by the

Ethical Revievr Corîmittee of the Faculty of Nufsing

Uníversity of Manitoba. Following thís approval

presentàtionÊ were made to the Unit Manager, and nuraing

staff to gain support for the research and to provide an

opportunity for guestlons. The l,ilAs, the RÀS1 and RAS2, were

pretested at a dtfferent fâciLíty to identify any concèrns

or dlfficultles with any of thê tools, before the data were

col lected .

The legally responsible person for each resident waÊ

contacted by letter and invited to partícipate in the study.

Fo]low-up telephone calle were made to anBwer any questions
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and to book an appointment for an interview. The fanilies
were free to choose the location of the intervíew and many

chose their own homes. The legally responsible persons for
the residents provÍded a signed a conaent form for each

resident ín the study.

Durlng an interview with the researcher, the legally
reeponsibÌe person for each resident completed the WÀS, and

the socio-denographi c data sheet. Resldents who were deemed

able to conplete a WAS were encouraged and assisted to do

so. Each resident was int,ervíewed by the researcher to

complete a MMSE. thê time estírnated to complete these tools
was about 30 minutes.

Nursing staff were asked to compLete a RA51 on all the

residents in their care who had agreed to participat.ê. (The

RAS Form l and 2 HaB not completed by residents or their
legally responsible person. ) In addition, each nursing

staff ¡nember completed a WAS. The time eÊtimated to

complete both tools was about 30 minutes.

Following conpletion of the consent forns, the wÀS, the

MMSE, the socio-demographic data and the RAS1, the

resêarcher åttended change of shift report for a period of

seven days at 0715 hours, 1515 houre and 2215-2300 houre

(May 3 to May 10, 1993) to complete the RåSz with

infornation provided by the nursÍng staff (pretest). ln
addítion, any change in dependency level, acute illness, or

trauma was noted during the data collectíon period.
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The environmental change (intervention) waÊ nade and

then once the unit manager was satisfied that the routine of

the unit had been reestablished, the researcher attended

change of shlft report ås before for a further seven days

(JuLy 22 to July 29, L993) (posttêst). À11 incident reports

involving aggressive behaviour during the pretest and

postteat pêriods of observatÍon would have been examlned by

the researcher and lncluded on the RAS2 for the day that the

incident occurred, but none was flLed. As before, any change

in dependency level, acutê i1lnee;s, or trau¡na was noted.

6. Data Analyãls

Data were entered in a Stêtistical Package for the

Social Sciences for a PersonaL Computer (SPSS-PC) computer

program. The measurements used in thie study produced

nominal, ordinal , interval and ratlo data. Statistical
testÊ appropriate to the leve1 of measuremênt r,¡ere used for
analysis. The plan of analysis was specific to the

hypothesis beíng tested and included both univariate and

bivariate analysis.

LonqltudlnaL. D?ta

The prinary hlpothesis states:

The frequency of reported aggressive behaviour in a group

of elderly residents who are exposed to a change in
environment (wal1 colour) will decrease significantly from

pretest to posttest.
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This hypothesís was tested by initially examining

frequencÍee and scatterplotÊ of, the values for RAS2 at time

one and RASz at time two. À scattêrplot shows how the

values of one variable are related to the values of another

variable. The assumptions for parametrlc procedures, thât
is normal distribution, were not rnet. fnstead di6tribution
free, non-parãmetric tests, Spearman Rank Correlation

Coefficient and wilcoxon Matched-Pairs Signed Ranks Test,

were used.

The Spearnan Rank Correlation Coefficient is a

distribution free te8t that is used to measure the degrèe of

linear aêsociation between the ranks of two varlables
(shott, 1990).

The Wilcoxon Matched-Pairs Sígned Ranks Test is used

for paired obeervations, such as pretest-posttest

obsêrvations for several subjects, to determine if the

second set of measurements in the paír has the 6arne median

as the first set of neasurementÊ (Conover, 1971). ThiÊ test
is the non-parametric equivaLent of the paired t-test.
crosa-Bectional Data

The secondary hypotheses Ëtate: 1) There is an

inverse relationship between cognitive functloning and

aggressive behavlour.

2) There is an inverse relationship between positive ward

atmosphere and aggressíve behaviour.
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CorrelationaL analysis was used to deternine whether

variables are associated with one another, Frequef¡cy

distributions of the MMSE, I¡IAS, and RASz at time one were

examined. While each ínstrunênt provides ratio levêI data,

making the Pearson Correlation Coefficient appropriate to

neaÊure the degree to which these variables are linearly
related, the non-normal distribution nade the Spearnan Rank

Correlatión Coefficient more appropriate (Shott, 1990).

!,lhen the distributions of the variables are non-normal the

Spearman Rank Correlation Coefficient is used in place of
the Pearson Correlation Coefficient to neasure the degree of

linear association between the ranks of two variables.

The socio-denographic data: age, gender, Iength of stay

and ¡nedication are addítional crossectional data which were

exa¡níned for a relationship wíth the RASz at time one. The

Spearman Rank Correlatíon Coefficient was used to examine

the relãtionship belween age, length of stay, ând

nedications and âggreÊsive behaviour as measured at preteÊt

usíng the RAS2. Spearman Rank Coreelâtion Coefficient was

also used to test for a relationship between the

retrospective frequency of aggrêssion, as measured by the

RASL, and the frequency of aggressive behaviour, as measured

by the F{ÀS2, at tine onê.

Gender is a categorical variable with two poãsÍble

values. Aggression was converted to a categorical variable

using the values of zero for no aggresÊive behaviour and one
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for any frequency of aggressive behaviour, With this
conversion of datå the Chi-squárê wag then appropriate to
explore dÍfferences in the frequency of aggretssive behaviour

ln reLation to gender (Shott, 1990), The Chf-sguare test is
a common non-paranetric statistic used when data are

nominal.

Su@ary

The methodology used Ín this research was presented in
five sections. The prinary and secondary hypotheses

followed by the description of the study design, including

the threats to internal and external vali.dity e¡ere provided

in the flrst and second aection. The Êêtting and sample

characteristics of the respondênts were outlined in the

third sectíon. A description and discussion of the selected

measures was presented in the fourth Êection ênd the fifth
s.ection presented the Þrocedure for data analysis, The

findÍngs of t}¡is research are described in the next chapter.
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v. RESUITS

This chapter will begin by outllning the protocol for
data collection from initial contact to completion of the

research. The sample is described, íncJ.uding reÊponsê

rates. The socio-demographic data are presented in summary

form. The reliabilíty of each of the instruments used in
this research: the Ryden Aggressíon Scale forn 1 and 2

(RASl & RÀSz)(Ryden, 1988, 1991), thê Mini-Mêntal State

Exanination (MMSE) (Folstein, Anthony, Parhad, Duffey &

Gruenberg, 1985) and the Ward .Atmosphere Scale (Moos, L974)

are presented next and discussed. Following this, the

results of the analysfs of the primary and eecondary

hypotheses are presented. The chapter concludes wfth a
Êunìmary of the findings.

1. Protocol

Data collection occurrèd in phases over a seven nonth

period beginning mid-January 1993 and ending mid'JuIy 1993.

Dlminished cognitlve functioning meant that none of the

reÊidents living on the unit undergoÍng the changes could

provide their own consent. In víew of thi.s, in the fírst
phaÊe, each of the legally responsible perêons f,or thê

resÍdents living on the unit were contacted by letter
inviting them to participate in the etudy (n=50). (see

Àppendi:. 11 for a copy of, the letter. ) A follow-up
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telephone call wâs made beginnlng thrêe days after nailing
and contÍnuíng until all legal1y responsible persons had

been contacted. During the telephone call any questions

that the Legally responsible person had were answêred and an

appoint¡nent for an interview was nade. Three legalty
responsible persons provided consent to participate but
declined completing the WAS .

The interviews were conducted at either the nursing

home or in the horne of the legally responsible person.

During the interview the legalJ.y reÊponsible peraon signed

the consent form, conpleted the WAS and the socio-

demogråphic data. The contents of the MMSE !.ras Êhared with
the IegaIIy responsible person to be 6ure they understood

the kinds of questÍons Èhe resident would be asked.

The second phase began once consent had been provided.

Each resÍdent was visited in the nursing home to complete

the MMSE. Three residents conpleted both the f¡rÀS and the

MMSE on the advlce of the legally responsible person. As a

result there were 30 completed MMSE, 27 completed WAS, and

30 socio-demographi c profiles.
The third phase began when all the lêgally responsible

pêrsons had conpleted the ldÀS, and all the residents had

completed the l.tMSE. The nursing staff on thê unit were

asked to conplete a t¡iAS as well as a RAS1 for the residents

they had cared for in the pâêt six months. Photographs were
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taken and light lêve1s were neasured in April 1993 to

provide for conparison after the painting.

Following this, the researcher attended each of the

three daíly change of shift reÞorts from May 3 through to

May 10, 1993 (pretest). The staff going off duty met erith

the researcher who completed an ttÃS2 for the thirty
residents participating in the study. May 11, 1993

professional painters began making the changes to the unit,
The researcher returned for seven nore days Ju!.y 22, 1993

through to July 28, 1993, for the final phase (posttest) of

the study. At the end of each of the three shífts, staff
going off duty net wÍth the researcher who completed the

RAS2.

2. sanple CharacterlEtlcs

I¡lhile the resident unit has 51 beds, there was one

resident who was cornpetent and provided consent to

part,icipate but was subsequently noved to another unit prior
to the fif,st seven day collection of the RAS2, thus the data

collected from thís indívidual are not included in the

regu1ts. The legally responsible person for êâch of thê

rernaining fifty residents who live on the unit undergofng

the changeE were fnvited to participate in the study. The

Province of Manitobars Publíc Trustee was responsible for
nine of the residents and consent for participation could

not be obtained for these residents, bringing the potentiâl
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sample size to 41. There were six residents who flt the

exclusion criteria of a prirnary psycbiâtric diagnosis,

reducíng the potential 6ãÍrp1ê size to 35. There vrere five
1ega1Iy responsible persons who refused to participate for
personal reasons, leaving a potentíal sample size of 30.

Although there were 30 residents who particlpated in all
phasês of the study, during the ten weeka of paintíng,

bet$reen pretest and posttest, three resídents experienced

traumatic injuries resulting in fractures. The data from

these three residents were excluded from analysis, ì.eaving a

final sanple size of 27 -

The five legally responsible persons who refused to
participate gave the folLowing reasons for non-

participation:

1. The resident that they were responsible for was too

confused to understand wtrat was going on;

2. The resident r.ras too frail to be disturbed by the

researcher;

3. The Lega11y responsibLe pèrson was too upset by the

decision to place the resident ín the nursíng home to

consider participation in the research.

All staff ne¡¡bers (n = 17) who work on the unit
undergoing the changes on a regular basis completed the Ward

Àt¡noEphere Sca1e and the Ryden Aggression Scales Form 1 for
30 regidents. The forns were co¡npleted during work hours in
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the library of the nursing hone. The RAS2 was compl-eted by

the researcher as described in the previous section.

Resident Demographfcs

The soc io-demographic data for tlj.e 27 residents are

summarized in Table 1, The najority of the eample were

female (74È, n= 20), as would be expected among the elderly
in general and ín personal care ho¡ne populatlons in
particular, and 26?(n= 7)of the sample were nale. The age

of residents ranged from 70 to 97 years, length of stay

varied from one to ten years, and the frequency of

¡nedicatÍons ranged from zero to five. (Infornation on the

tjæe of ¡nedication v¡âs not collêcted. ) The most frequent

diagmosis was Alzheímèrrs DÍsease (51.98), folLowed in rank

order by dementía (22.22\, cerebrovascular accidênt (CVA)

(L8.5å), arthritis (3.7e") and Parkinson's disease (3.78)(n =

27),

Iable 1. Swnary of Soclo-deüo{rËpbtc Dåta

variable lleän std Dev lfininum Haxirun l{

Àge (yrs. ) 83.9 L1 ?0 91 27

l,ength
of Stay (yrs.) 3.1 2.1 I 10 21

unber of
lfedication
Prescriptions 2,0 1,3 0 5 27
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During the seven months of data collectíon there were

no outbreaks of acute ílIness such as influenza and

gastroenteríti s . Staffíng, adainistration, and unit
organization wêre unchanged from pretest to posttest.

3. Felfabillty
Reliabilíty for each of the research instruments was

assessed by examiníng the internal consíÊtency of each

instrument usÍng Cronbach's a1pha. Cronbach's alpha

measures the êxtênt to which different subparts of an

instrunent are equival.ent in terms of measurlng the critical
attribute. The results are presented in Table 2.

TabLê 2. Reltabfltty
Cronbach's ÀIpha for Research InsÈruments.

MMSE .98

t.,As .85

RASl .93

RAS2 (Oi) .45

RAS2 (O.) ,7L

The analysis of the use of parallel forns of the Ryden

AggresEion Sca1e are presented aLong with the results of the

cross-Éectional hlpotheses testa.

Respondente índicated severaL difficulties r{ith the

WAS" For exarnple, many of the partieipants had difficu}ty
choosing true or falee as a response to many of the items.
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FamÍly mernberg stated they were not sure of thê I'correct"

response and Êtaff members suggêsted thãt the responses

would vary depending on individual re6ídents. There v¡ere

Êfxteen of forty ite¡ns (40t) on the scale erhere 20å or more

of thè reapondents were unabl.e to choose true or false
(n=44). There were 43.38 of, respondents who did not select
either true or false for the item "Ne$, treatnent approaches

are often tried on this unit'r. Furthêr eval-uation of thls
fnstrument for use in long term care and nursing home

Settinqs is warranted.

A comment is necessary about the low Cronbach's ÀIpha

f,or the RASz at time one. This is a reLatively new

ínstrument and further research is needed before specific
conclusions can be made about íts reliability. Ryden et al
(1991) used this instrument in a recent descriptive study

but did not include the Cronbach's Alpha in the published

report. The nore respectabLe value for Cronbach's Alpha for
RASz at time 2 shouLd be notêd, Although the vaLue of the

Cronbach's Alpha can be altered by deleting ltems from the

6cale, a decisíon not to del.ete items was baËed on the

.ationale that the valueg of zero for particular itens hae

meaning within the context of this research. The fact that

a particular behaviour may or may not occur åt pretest or

posttest is important to consider when eval.uating the inpact

that a change in environment has on the frequency of

aggressive behaviour. Ãs å result of this rationale, the
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RAS2 scale was maíntainêd intact and the results interpreted

cautiously.

4. PrlEaf,y ¡IypotheElts

The primary h]4rothesis states:
1) the frequency öf reported aggressive behaviour in a

group of elderly residents who are exposed to a change in
the environment (wa11 colour) $rill decrease signiffcantly
from pretest to posttest.

The frequency of aggreseion by resident, as neasured by

the Ryden Aggrêssion Scale Form 2 (RAS2), from pretest to
poEttest is prêsented in Table 3., The RÀS2 providês ratio
leveL data but, as a revíew of frequencies and scatterplots
identified the non-normal díetribution of the findings, non-

parametríc tests were used to têÊt the hypothesis of a

decrease in aggressíve behaviour fron pretest to posttest,

The pretest-posttest aggression scores were analyzed

using a Spearman Rank Correlation Coefficient and a l{ilcoxon

matched-paire Signed-ranks test. The results of theEe tests

are presented ln Table 4,

The Spearman Rank Correlation Coefficient was uÊed as a

prelininary test to measure the degree of linear association

betweèn the ranks of prètest ând poattest aggression

frequencies. The result is a stâtistíca11y sigriificant
(R=.58; p=.01) poÊitivê relationship, indicatlng that the

two measures are not independent. Based on this, the
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primaly hypothesis of a decrease in freguency of aggression

from pretest to posttêst iÊ not supported.

The $IíLcoxon Matched-Pairs sígned-Ranks Test lE used

for pretest-poÊttest observations to see íf the second set

óf neasuremente in the pair has the same median as the first
set of measurements. The differences from pretest to
posttest are calculated and the nedian of the new group of

scores is calculated. the result (Z = -,98; p =.33¡

índicates there is no statistically significant dífference

in the two sets of scores, in other i{ords there is no

change. The hypothesis that the frequency of reportèd

aggressive behavlour in a group of elderly resídents who are

exposed to a cha¡ge ín colour wlll decrease sig'níficantly
fron pretest to postteet is not supported.

Careful examination of the raw scores (see table 3) is
highly suggestive of, differences from pretest to poÊttest

for Êpecific índividuals. A change ín the frequency of

aggression fron pretest to posttest, eíther an increasê or a

decrease, lÊ observed in 448 of the residents. Sone

residents experienced dramatic reductions ln aggressfve

behaviour, for example fro¡n 26 to three, and others dramatlc

increases, such as 27 to 40. Factors, other than the

intervention, need to be explored. Further exåmfnation of

expanded contextual factors such as learned reeponseÊ,

disease stage, psychosocial environmental factors, and
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Table 3. Frêquensy of Àggregsion as ûeagurêd by RAS2.

Preteat Posttest Chanqê

0 0 0

0 o 0

0 0 0

ô o o

o o 0

0 0 0

0 0 0

0 0 0

0 1 1

0 1 1

0 1 1

0 L 1

0 3 3

0 3 3

0 5 5

1 0 -1
2 33 31

I 0 '8
t2 26 74

13 5 I
15 14 -1
16 0 -L6
18 32 L4

25 32 7

26 3 -23
27 40 13
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envirot nental variables other than colour may, on an

individual basÍs, provide explanations for the direction and

nagnÍtude of change, In terns of dísease stage, victims of
AIzheí¡ner's Dieease, for example, progress through three

different stages of the disease (Bârrow, 1989). The first
Etage of the disease iÊ charåctêrized by recent mernory loss

and personaLity changes, Iasting up to four years. Typical

behaviours at this stage lnclude getting Lost while walking

in a fa¡ni1íar location. The second Êtage brings more memory

loss and drastic mood swings, speech beco¡nes difficuLt and

responses are nore unpredictable. The fÍnal , terminal

stage, lasts about one year or less, The individual often

no longer speaks or eats, but responds to dfrect contact.

Dependíng on the progression of the dísease, individuals may

exhibÍt differênt responses to envÍron¡¡ental change. A case

by case examínation of additional contextual factors night

explain the differênces in dlrection of change for
individualÊ.
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Íable 4. StatlBtlcal ÀnalysíÊ PreteBt,/Posttest.

SpeaÍman Rank Corz'eiation Coef f icient
Correlatíons: Pretest Postte6t

Prètest 1.00 ,58

Posttest .58 1.00

N of cåses = 27 p = .01

WiTcoxon Matched-Pairs Signed-Ranks Test

Meân Rank Cases

10.50 6 -Ranks (less than)

9.00 12 +Ranks(greater than)

9 Ties

27 Total

Z=-.98 p=.33

5. Secondary H!¡pothesêE

Cross-sectÍona1 data was used to test the following

secondary h¡pothesês (at time one, prior to the

intervention ) :

1) Therê is an inverse rêIationÊl¿ip betsreên cognitive

functioning and aggrèssive behaviour.

2) There Ís an inverse relationship between positive ward

atoosphere änd âggressive behaviour.
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Cognitive functíoning was measured by the Mini-Mental

State Examination. The MMSE was admlnistered by the

researcher to 30 residents, with 27 cases included in this
ana1y8is. The highest posslble Êcore on the MMSE fs 30,

with the clinical cutoff point of 24 lndicåtive of globa1

ímpairment (Folstein êt al, 1975). Ir¡ sone reÊearch a

cutoff point of 17 has been used (Folstein et aI , 1985),

All 27 residents scored below either cutoff point, aE

indicated in Tab1e 5.

fable 5. Mlni-Montal State Exaúfnatfon

Frequency Percent
0
2
4

10
13
16

Total

Mean = 3.77

The relationship between cogmitive functioning (as meãsured

by the MMSE) and aggressive behaviour (as neasureal by RÀSZ)

waÊ tested using the Spearman Rank Correlation Coefficient,

and CHI square, in åddition the tiro varlables rvere graphêd

on å scatterplot. The Spearman Rank Correlatíon Coeffícient

was uaed to measure the degree of Linear association between

the rênks of cognítive functioning and prêteÊt aggressíon

frequencies, The nuII hypothesis for the Spearman Rank

Correlation CoeffÍcient Test, that the varíables are

16
3
1
z
3
¿

17

59.3
11.1
3.7
6.7

10. o

Standard Deviation = 5.48
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independent, can not be rejected without a statistícalIy
significant value for r (Êee Table 6). Therefore, there is
no aupport for an inverse rêlationship betweên cognitive

functioning and aggreesive behaviour.

Chi-square is used to test for relationships between

díscrete variabLes (Shott, 1990), The values for the MMSE

vrere transformed into díscrete variables by placing all the

zero vaLues ín one category and all other values in a second

category. The values for RASZ were also converted to

discrete variables by placing the zero values in one

category and any other value in a gecond category. The nuIl
hypothesls for the Chi-square test is that there is no

assocíation between the row varlable and co lunÌr variable.

The Fisher'É Exact Test is used when the expectêd

frequencÍes are smaIl, 1e6s than five, and both variables

have only two categories. Chi-square and Fishêrrs Exact

TeÊt evaLuate the same hypotheses. The nulL hypothesis can

not be rejected without a statiêtically significant value

fot 72, thus, once again, there iÊ no support for an lnverse

relatlonship between the cogriitive functioning and

aggressÍon.

lrablê 6. Te6tE of CorrêIatlon betHeen MMÍ¡E and RåS1 & R482.

Têst MMSE with: RAS2
Spearman Rank Correlation r = -.10 (p = .63¡
CHl-square 1.3 (p = .23¡

Fishêr's Exact TeËt one taíI p = .22
two tail P=.43
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Table ?. gcatte4rlot of MlilSE wtth RÀÁ¡2

The scatterplot suggests an intereatlng rêlatlonship bet$reen

cognitive functioning and aggressive behavÍour. There

appears to be competing conclusions to be drawn from the

graph. When cognítive functionÍng is low as indicated by a

value of zero on the MMSE, there iÊ aggressive behavíour

displayed by nine of 27 re6idents. Converse).y, when

cognitive functioning is low, as indicated once agaín by a

value of zero, there are zero frequencies of aggressíve

behaviour displayed by eight of 2? residents. This fínding

ís consistent with the literature in that up to a point, as

cogmitíve impaírment increases so does aggresÊive behaviour.

Eventually, however, cognitÍve i¡npairment is so severe, as
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in Iater stages of Alzheinerrs Disease, that aggressive

behavíour ls no Longer possible. The appearance of
competing conclusions may be related t.o the function of the

MMSE as a screening tool for cog,nítive impairment, rather

than as a tool to identify the impaired cognítive domain.

The Êecond cross-sectional hypothesis concerning the

Ínverse relationship between l¡rard Atmosphere and aggressive

behaviour (at time one) was also tested with the Spearman

Rank Correlation Coeffícient. The results of thís analysis

are su¡nmarized Ín Tåb1e I & 9.

There were three famíIies who chose not compl.ete a WAS

leaving only 24 casea ín thíÊ anâIyÊis. Preliminary

examination of the mean score of the l¡tAS ratings completed

by the seventeen staff (X = 23) and the ratings completed by

three residents and tvrenty-one familiêË (x = 18). The

findings (r = -.03; p > .05) reject a Lineâr relâtionshj.p

between ward atnosphere and the frequency of aggressive

behavlour. The scãttêrplot confÍrmed that there was no

Epatíal pattern between the WAS and the frequency of

aggressive behaviour. Difficulties in adminj.stering the WAS

have been described previously, and will be discussed in
morê detail in the dlscusEion sectíon.
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Table 8. Àaalyele of Correlation of HÀÉ¡ to R.ASz.

Spearnans Rank Correiation Coefficient
Correlations: WÀS

wÀs 1.00
RÀS2 (Tirne 1) -.03

RASz(Time 1)

-.03
1.00

N of cases = 24 p > .05

Table 9. Scatte4,lot of, HAg ¡ûlth 8ÀS2

WAS 3O

20

10

The correLâtion of RAS1 to RAS2 at time one was tested usíng

the Spearmân Rank Correlation CoeffÍcient. The null
h]¡pothesis for this test is that the two variabLes are

independent. With a significant fÍndíng (r = .15; p = .961¡

a conclusion of independence iÊ tejêcted. The two measurês

t1
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of aggression are dependent, that is a hígh score on RAS1

will rêsul.t in a high score on RAS2 at tíme one (see Tâb]e

10).

TabLe 10. 8p€aroan nalk Correlation Coefflclent

CorrelatÍons: RAS1 R^AS 2 (01 )

RÀS1 1. OO .15

R.ASz .15 1.00

n=27 one-taÍled p = .01

two-tailed P = .001

A significant relationshíp between RÀS1 and RAS2 is
expected as the scales are designed to measure the same

phenomenon and contain the share 25 items. The RÀS1 usês a

tikert tlæe scâIe to assigr¡ the frequency of aggressive

behaviour $rhil-e thê RAS2 reports ratio J.evel frequencies of

aggressive behaviour. fhe RÀS1 allows a retrospective vieqr

of aggressive behaviour over the past síx months. fhe RAS1

was modífied to create the RAS2 allowing for concurrent

neasures of aggresslve behaviour. A linear relationship
between these two scales índicates that displays of
aggressive behaviour in the paÊt aix monthe by individuals

Ín this sample is associated s¡ith curredt displays of

aggressive behaviour, A case by case graph of RÂSl, RÀSz

(at tine one), and RASz (at time two) ls included in
Àppendix 13.
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Soc io-demographic variables such as age, gender,

diagmosis, length of stay, and medícations were also tested

for a relationship with aggressive behaviour. The values

for the RAS2 (ât time one) were converted lnto two

categorieÊ, aggressive and non-aggressive, and tested using

Chi Square for the categorical values for gender. The value

of Chi Square was 3.69 (p = .055; Fisher'Ê Exact lest: .07 )

approached sígnÍficance. There were five of the seven nale

participants who fell into the aggressive category, as

opposed to six of tr.renty f emales,

Spearman's Rank Correlation Coefficient was used to

test the relationship between age and aggressive behaviour

(r = -.L2ì P = .54); Iength of stay and aggression

(r = -.33; p =.10); and the number of prescriptíon

mêdications and aggression (r = ,30; p = .13) but none of
thêse tests !^rerê statistically sígnificant.

The relationship of diagnosis to aggression vras not

tested statl6tíca1Iy, The diagnosês could not be collapsed

or combined into neaningful categories and the sample size

was too srnalI to attow testing without converslôn of the

values. The freguencies of each category of diagnosis,

reported with other sanple characteristS.cs, reveale a high

nunber of residênts with Àlzheiner's Disease (51.93)and

Dementia (22,22), consiÊtent with the very I or., MMSE Êcores.

While 74Ê of the resídentÊ were diagnosed with an organic

brain disease, onLy 418 dlsplayed aggression in any
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freguency at pretest. It is difficult to draw specifíc
conclusions about this relationship without further
research.

6. Sunnary

' A totaL of 27 residents, 24 legally Èesponsible

persons, and 17 staff members participated in this research,

The distrÍbutíon of values for the MMSE, WÀS, RAS1 and RAS2

at pretest and Þosttest did not meet the assu¡nptions for
procedures for non-parâmetric tests. As a result non-

parametric tests were used for analysis.

The reliability for the MMSE, l,iAS, RAS1 and RÀS2 (Time

two) as assessêd using Cronbach's alpha were acceptabLe.

The reliabilíty for the RÀS2 (Tine One), reported aê .45,

was somewhat lower than RASz at tine two.

The primâry hl4lothesis that aggreseive behaviour would

decrease following a change in envÍronmental colour was not,

supported by the findings. However, a change in thê

frequency of aggressive behaviour from pretest to postÈest,

eíÈher an increase or a decrease, hras observed in 448 of the

reÊidents. Although not statistically sígnifícant, the

findÍng is highly suggestive that changes 1n frequency of

aggressive behavÍour occur on an individual basis.

Addítional factors such as dÍsease stage, learned responses,

psychosocial environment, and nursing behaviour may aLso be
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opêrating as influences on the frequency of aggressive

behavíour.

The two cross sectionâI hyÞotheses were reported

separately. First, the relationship between cognitÍve

functionÍng and aggreseíve behaviour was examinêd using a

scatterplot. Spearnans Rank Correlation CoêfficÍênt Test

for a Iinear relationship and Chi Square were performed but

were not statistically signiffcant. Two conpetíng

conclusions can be drawn fron the scatterplot of cognitive

functioning and aggression, both of which nay be correct

when the limitations of the MMSE tool are consfdered.

Second, the tests for association between ward

atmoÊphere and aggressivê bêhavíour wêre not ståtistlcally
signíficant. A scatterplot of the WÀS and the RASZ did not

suggest a pattern.

The two measures of aggressive behaviour, RAS1 and RASz

(at time one) were tested for a rêlationship using non-

paranetric tests. Spearman Rank Correlation Coefficient waÊ

slgnificant at p = .691. This direct assocfation is

expêcted as the scales are parallel forms of the same

lnstrunent .

The interpretation of these findings, alternative

explanations, 1ímÍtatione of this research are presented in
the next chapter. In addition, implications for nursing

practice and suggestions for future research will be

discu66êd.
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vr. DrscussroN

The discussion of this research is presented in six

sections. In the first section the statenent of the problem

ls restated, along with a su¡nmary of the findings, to guide

discussion of the f,indíngs. A review of the flndings in

relation to the primary hypothesis, interprëtation of these

findings, and the Límitatíons is provided next. The third
section discusses the fíndings in relation to the secondary

hltrotheses, the interpretation of thêse flndings, and the

limítations. The fourth section is a discusÊion of the

findings within the context of nursing practice. The fifth
sêction explores future research ideas in relation to
aggressíve behaviour and the eJ,derly. The final section

closes the chapter with concluÊions based on this
discussion.

1. Su!úåry of MåJor Flndlnge

Thè environnent provides a context fuI1 of essential

information needed to nake accurate predictions âbout hunan

behavÍour (Moos, 7974). Aggressive behaviour of particular
resídents compronises not only their own quality of life and

care r¡eeds but also that of many other frail and dependent

residents of nursÍng homes but also their or^¡n. This study

attenpted to 6hed some light on the relationship between

aggressiee behaviour and the environment. The specific
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objective was to explore the impact of a change in colour on

the frequency of aggreÈsive behaviour of the elderly
residents of a nursing home.

On an individual casê by case basis, the reeults are

highly suggestive of a relationshíp between aggressive

behaviour and the environment. Individual casêÊ examined

separately shor., a change ln frequency of aggressive

behaviour from pretest to posttest. Àlthough ttre

relatíonship was not statisticâlly sigmificant, there is
suggestion that multíple factors, such as learned response,

cognitive functÍoning, and nursíng behaviours, in addition

to the environment, contribute to a potential- for aggressive

behaviour.

The finding of two competing conclusions between

cognitÍve functioning and aggressÍve behaviour may be a

function of the tool used to measure cognítive functioning.

All of the residents in this sample were cognltively
impaíred and could be separated into two groups: aggressive

and non-aggressive. The MMSE as â screêning tool is not

sensitive enough to differentiate betweên two t]peÊ of zero

scores: one is an incorrect reeponse to every item on the

tool, anothêr is no meaningfui. response to any item. Othêr

studies have reported relationships between cognitive

functfoning and aggressive behaviour ( Cohen-Mansf ieId, 1988,

Ryden, 1988, l¡linger, Scbirm & Stewart, L987). The lack of a

relationshlp between the ward atnosphêre and aggressive
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behaviour was surprising. Àdditional research to assess

thÍs rei.ationship is recorunended,

2. PrlEary Hlrpothesis

The prÍmary hypothesis stàtes: "The frêguency of

reported aggressive behaviour in a group of elderly
residênts v¡ho are èxposed to a change ln the environment

(waI1 colour) wiII decrease significantly fro¡n pretest to
posttestr'.

There were individual. changes in frequency of

aggressive behaviour fron pretest to postteÊt, but thê

primary hypothesis was r¡ot supported. Al-though the Wilcoxon

Matched-Pairs Signed-Ranks test vras not significant, this
nay be related to the rècently developed Ryden Aggression

Scale and to the limited variabÍlity in aggressive bêhaviour

ln this sanple. The Concêptual ModeL for aggressive

behaviour of elderly reeidents of nursing bomes suggests

thât êddftional factore, such as learned reaponses,

cognítive functioníng, and nursing behaviour must be

considered along with the environment whên attempting to

identify the potential for aggrêssive behaviour. Ryden et
aL (1991) suggest that learned responses contlnue into

disease Êtates such as cognitlve impaifinent. In addition,

not all aggressive behaviour is exprêssed. This research

examined the influence of only one aspect of the modeJ.,

envíronment, using longftudinal data. A multivariate design
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with statistical controls, and a larger sample 6ize, are

necessary to teÊt the entire model, by formulating

h!'potheses that consider aIl four factors.
Measures of the frequency of âggressÍve behaviour

before and after the colour change were different for 44* of

the residents. The direction of change was not consistent,

however, with some individuals showing dranatic decreases

and others showing dramatic increases. the statistical
tests for dÍfferences between the pretest and posttest

values were not sigmificant thus not supportive of the

primary hypothesis.

The change ín colour, as suggested by the design of
this study, nay be responsible for this change in frequency

of aggreseivê behaviour on an individual basis but

alternative explanations nuÊt âIso be considered. As

indÍcated eãr1ier, while there are eight different classea

of extraneous variables that posê a threat to the internal
valídity, four are of major concern: hisÈory, maturation,

testing effects, and experinental- mortality.
BisÈory as a threat to internal validity refers to the

influence other external events may have had on the

dependent variable during the tíme that elapsed from pretest

to posttest. The painting took ten weeks to compS.ete, which

was the minimal time for data collection given the

conEtraints of this natural experirnent. Exanples of

external events that could influence the dêpêndent variable
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include outbreaks of acute í1lness;, changes in
organization, staff, or unit managenent; or a number of ner^,

admissions to thê facÍIity. These possíbílities were

monitored from preteet to posttest but during the 12 r.¡eeks

of May 3, 1993 to July 28, L993 none of these events

occurred .

Manitoba is currentl-y in the Þrocess of restructuring

and reforming the Health Care System within the province.

As an êxample of this reform, there are anticípated Iarge

changes to the proportion of costs that resideDts must pay

in order to live in the nursing home. These changes were

announced but not implementêd during the time of data

collection. The projected dramatíc incrêases in rate6 have

raised anxiety and concern anong families and spouaes of

nurÊing home residents, but contact wíth fa¡nilies had been

completed prior to the announcement of proposed råte

chånges,

Many of the reform measures have focused on careful

exâmination of labour costs in aIl. departments. Staffing
costs in nursing departments often represent rnore than 608

of a facilítyrs operating budget. There renaíns questions

in relation to staff-resident ratios and the staffing nixeg

that wÍll be recommended for nursing homes by governnent,

but the actual reconmendations have not yet been made

public. Anxíêty and concern about job Êecurity for nurses,

partÍcularly professional staff, is widespread throughout
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the provÍnce. The research was conducted Ín a facílity
where there have been no announcements of etaffing changes

to datê. These external events Day bê influencing thê

behaviours of residents, families and staff but the impact

on the findíngs ie minimÍzed by the lack of dÍrect impact to

date of Hea1th Carê Reform on the facility.
Haturatlon refers to the processes, that occur withÍn

subjects as a result of the passage of time, that result in
the change from pretest to posttest, rather than changê fron
pretest to posttest as a result of the intervention. There

were three cases eliminated fron the analysis due to the

residents experiencing trauna resulting in fractures. The

fractures resulted in pain, limited mobility, an¿l a change

in medícations, all of which coul.d also reÊult ín a decrease

in the frequency of aggressive behaviours.

The painting took ten weêks, Duríng thí6 time the

diseâse states of the resídents living in the nursing home

continued to progreÊs. Àlthough some of the differences in
frequencies of aggresslve behaviour may be due in part to
dísease progression, knowing that Alzheimerrs disease

progres6es graduafly over tirne, it ls unlikely that, the ten

week period would be Long enough for disease progression

alonê to explain the magnitude of change experienced by some

of the resídents.

Residênts wiÈh AIzheÍmerrã Disease progress through

three stages over a period of five to ten years. The first
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stage of the disease lasts about two to four years and iË

characterized by recent mernory loss and personality changes.

The 6econd stagè of the disease is progression of the

changes that began in the first stage, characterized by

further cognítive impairment and drastic mood sr¡¡ings. The

third and terninaL êtage lasts usually one year or less, and

ís characterized by loss of nobllity and the abÍlity to

communicate (Barrow, 1989). It is possible that some of the

residents who experienced a change ín frequency of
aggressive behaviour may have progressed to a new stage of

digease rêsulting in an increase in frequency for so¡ne

residents, and a decrease for others. Such dramatic

progreseion of ÀIzheímerrs Disease is not co¡nmon and only

51.9å of participants were diâgnosed with Alzhiemer's

ÐÍsease. Àpart from three unusual incidents of trauma,

resuLting in fractures, there e¡ere no other unusual

incidents reported.

The impâct of testfng effêct8 on the findings is open

to discussion. The unobtrusive nature of the data

collection from pretest to posttest, coupled with the

cognitive inpairment of the residents, reduceÊ the

likelihood that residentÊ were aware of the pretest

po6ttest phases of the research.

The response of staff members fron pretest to posttest

is important to examine. The changes in freguency of

aggressive behavíour fron pretest to posttest ¡nay reflect a
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change in reporting behavÍour in the staff. the same

procedure was used from pretest to poEttest, that is the

researcher met with the staff at the end of theír shift to

collect the informatíon needed to complete the RAS2. The

same staff rotation was followed through the seven days of

data collection at pretest and at poÊttest. Ten weeks ís
longer than the 6ix to ej.ght weeks that were anticipated as

necessary to complete the paíntíng.

At posttest, staff had to be reninded about the reåson

for the reÊearcherrs presence at change of shift indicatÍng

that most of the staff had forgotten about thè project from

pretest to posttest, However there v,rere aevêral residents

reported to have zero frequencies of aggressive behaviour

from pretest to posttest, indicating sone level of

consistency in reportíng by the staff.
Finally, the values for each of the RAS1, pretest RÀS2,

and poEttest RJIS 2 scores, when graphed, 1s a straight line
for 10 of 27 caaes. There are 16 caseÊ where the RAS1 and

pretest R.AS2 score are Ëimílar with a change in the RAS2

posttest and three cases where there is no aggressíve

behavíour at any time. ThiÊ nlxture of results suggest

there nay be sorûe testing êffect influenclng thêse fíndÍngs.

Älthough anticipated, è:¡rerLEental nortållty was not a

threat as all the residênts who began thè study completed

all phases of data collection, One resj.dent was noved io

another unit príor to pretest, and the data from three
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reÊldents were excluded from analysia, as discussed earlÍer.
As projêcted in the methodologv chapter selection,

instrumentatÍon, regression, and interactions betr.leen

cLasses of variables, although consldered threats to
internal validfty, were not Lgsues in thís reBearch.

The threats to externaL validity óf lnteractions of

sel.ection and intervention, setting and intervention, and

testing and intervèntion would Êeem to be minimal. The

reactíve effect, often referred to as thê 'rHawthorne

Effect'r, considers how much of the change from prêtêst to
posttest was due to any ínterventÍon or changê, not just the

intervention of interest. The process of changing the s¡all

colour meant that for tên vreeks there was disruption in the

routíne and mi1íeu of the environment. There were paintèrs

on the unít, new equipment in the corridors, a change ín

noise leve}g, new smells, and perhaps event changes in the

bathíng routines. This chaotic activity nay have produced

the changeÉ in freguency of aggression. That is, the change

in frequency of aggressive behaviour from preteÊt to

posttest could be due to the change in colour, or they could

be induced in response to the disruption and chaos on the

unlt. If the change ie due to the process of changê rather

tÌ¡an the colour change, a second posttest measure míght

dernonstrate a return to preteÊt levels of aggression or even

lower levels than at pretest.
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3. Seeondary llypothesee

Thfs research utÍ1Ízed cross-gectionaL data to test two

secondary hypotheees:

1. Thêre is an inverse relationshíp between cognitive

functioning and aggressive behaviour.

2) There iÊ an inverse relationship between positive ward

atmosphere and aggressive behaviour.

Findings fron Spearman's Rank Correlation Coêfficient

and ChÍ-square did not support a relationship between

cognitive functioning and aggressive behaviour. The

scatterplot of cogEiÍtive functioning and aggressive

behaviour suggests tr,¡o competing conclusions. The first is
that cognitive impaírment is associated with aggressive

behavlour. Thê second is that cognitive inpairnent is
aasociated with non-aggressíve behaviour. Thís finding is
consistênt with at Least three other studies where the

amount of aggressive bêhaviour appeared to be associated

with the degree of cognitive impairment ( Cohen-Mansfie Id,

1988, Ryden, 1988, lrlinger, Schirm & Stewart, 1987). When

the MMSE asslgns a value for cognitive impairrnent of zero,

there are sti1l dlfferences in cognitive functioning of

lndividuals. For instäncê, one score of zero may be

obtainèd with thirty responses, all of which are incorrect,

A second score of zero may be the reÊult of an inabilíty to
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rêspond in any nreaningful way to any of the MMSE questions

änd as a resul.t of ¡nere advanced dísease and physical

dependence. The MMSE is an effective sc¡eenÍng tool Èo

ldentify individuals wíth cognitive impairrnent who require

further assessment and diagnosis. A more discrimínating

tool may produce clearer definitions of thosè differences

between individuals who score zero on the MMSE.

There were two instances where the data appeared as

outliêrs on the scatterplot. Both individuals MMSE scorês,

however, are still indj.cative of global cognitive

impairment. The clinical cut-off point for global

inpairment is considered 24, although some research has set

the cut-off at 17 (Folstein et a1 , 1975). Seventy-four

percent of participants in tl¡is sanple scored four or 1êss

on the MMSE, 1008 scored below a cutoff of either 24 or !7.
In å larger nore heterogeneous sample, thesê two valueÊ nay

not be outliers.
Analysis of cognitive functloning and aggression usíng

ChÍ-square was coneistent with the Spearnan Rank Correlation

Coefficient, that is there was no significant findings.
thêrê was no relationship between ward atnosphere and

aggressive behaviour baÊed on êcatterplot, and non-

pårametric statistlcal procedures. Conpleting thê WÀS

presented difficulties for residents (n =3),

fanilies( legally responsible personsi n= 24), and staff
(n=17). There were sixteen of forty ttems (40Ê) on the
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scale where 208 or more of respondents were unable to choose

true or false (n =44). Thêre were 43.38 of respondents who

did not select êither true or false (missíng) for the iten

"New treatment approaches are often tried on this ward".

Logically one would expêct that if the atmosphere on a

unit is supportive and positive, then displays of aggression

would be reduced. The difficulty In completing the scale

nay be related to the scalers developnent in primarily
psychiatrlc inpatient êettings, naking the ítems less

representative of atmoephêre in a nursing home. Ît may be

that this particular nursing hone setting shares different
types of information with familíes and nursing assistants in
relation to care plans aDd treatments such tbat the

information needed to respond to the WAS waÊ not available

to respondents.

The U,IAS v¡as dêveloped to evaluate psychiatric inpätient
programs. The instrument has been used by other researchers

to:
1) evaluate progrâms before and after changes vrere made to

a particular prograt,

2l eväluate prograns and then design ideal programs using

the findings as guídelines, and

3) compare programs wíth other programÊ, both wfthln and

outside facilities (Blomhoff et al, 1990, Friis, 1986, Moos,

t974).
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For this research, changes to the shorÈ form of the WAS

j.ncluded substituting the word "resident" for the word

"patientrr, and substituting two itêms from the long versÍon

for two ite¡ns on the 6hort versfon. However, the instrument

dld not seern to transfer wel.I to this nursíng home Eetting.

Participants were assured that conpleting the form would not

affect the care of the resident or their relationship wÍth

the facility. Cor¡cern that this rnay not be the case måy

have contrÍbuted to the cautioua responses given, or there

may bê gaps in the information that is provided to

residents, families (legally responsible persons) and

nursing assistants about Ëpecifíc attributes of the cäre

progra¡n. The influence of forced choice, as opposed to

progressive ordinal optíons, must also be consídered. t¡rhere

the respondents felt uncomfortable choosíng a response,

perhaps a range of responses would have prevented missíng

dâta .

' The Spearnan Rank Correlatlon Coeffícient between the

retrospective measure of aggression and the concurrent

¡neasure of aggressíon was sígnificant, This neant that high

scorês on RAS1 lead to hlgh scores on RAS2 at tine one. fhe

value of the uge of retrospective neasures to measure

aggrèssive behaviour has been debated in the literature, as

confidence increaseE with the use of concurrent neasures of

behaviour. The RAsl in its original form reviews an even

longer period of one year of previous aggressive behaviour.
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The socio-demographícs were exa¡nined by collapsing

frequencies of aggressive behavÍour Ínto two categories:

aggressÍve and non-aggregsive. A Chi-square test of gender

and aggression approached significance, ThiÊ raises learned

responses as a factor for exploratíon ln future research.

Generalizabilíty of Findings

The ability to genêralize thê results of this reÊearch

to another unit in the same nursing homè or to othèr

resídents in anothêr nursíng hone is Limited by a number of
factore. Thê entire sample is globally impalred, bâsed on

the cutoff points of 24 ot !7 f.ot the MMSE.

The Êetting for this research is aleo inportant to
consider. The single êntry system for placement in a

nursing home in thê province still a11ows some level of

flexibÍ1ity in terms of which applicants are offered

vacancies in the facility. The mix of resídents in this
facility may be a reflection of an unmeasured bias in
admission polícy. The screening process in thís facility
may result in an unusually high or unusuaLly low number of

aggressive residentã. The resulting mix of residênts nay

contríbute to an atmosphere that is nore or less accepting

of expressions of aggressive behaviour.

the location of the facilÍty, in the residentfal

neighbourhood öf a suburb, nay attract Epecific applicants

with unique in characteri stics. In additlon, the facility
is not affiliated with any non-profit eervice group or
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religious organization which mãy Ínfluence the applicant

pool from which the fàcility admits. The findings shouLd be

examined within the context and setÈÍng.

4. InfrllcatfonE for Nursing Pråctfce

Traditional responses to resídent's aggreseive

behaviour by nursing staff include walking away, täLking

with thê resÍdent, modifyÍng behaviour with psychotropíc

roedícation, and using restraints to prevent inJury or harm

to the resident or others (Beck et al, 1990, Feldt & Ryden,

1992, Ryden, 7992.). The Conceptual- Model, with further
testing, may facilitate a more complete assessment of

aggresslve behaviour and lead to more creatíve responseg.

the modal suggests that an evaluation of learned responEes,

cognitive functíoning, the environment, and nursing

behaviour will ídentify those factors in the situation that

contribute to a potential for aggression. In this way

reÊponses to sÍtuations may be anticípated and this will
facilitate planning for fndívidual residents.

CreatÍve strategíes that might be tríed include

changing the cÒIours used in thê environment. The

environment, including psychosocial factors, iÊ a much

broader factor that stilI considers individuals. This

research has suggested that for some individuals, colour may

infìuence the frequency of aggre6sive behaviour and should
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be considered when planning strategíes of response by

nursing staff to aggressive behaviour.

Appropriate changes ín colour in environments i6 not

dífficult, or e¡<pênsívê, to modify. A caref,ul ånd critical
assesBnent of the colour used in the envfronments for
eLdêrly residents of nursing hones is reasonable and

achíevable. Participatlon and control may bê atrengthèned

when resídents select the colours used on the walle of their
rooûrs, in the curtains and ín the bedspreads. Nightingale

in her 1860 publication Notes on Nursing, emphasizes the

role of environment in hêêlth and healing. In her reference

to variety as one of thirteen canons of nursing, Nightingale

recorunends brilÌiancy of colour in the objectÊ presented to
patiènts as they are "actual means to fecovery"

(Nightínga1e t L969, p.59).

5. Future Researclr

The findingê of thís research raise nany interesting
questions for future research. The firet question which

needs to be answered is just how unique are these fíndings.

tlould these findings hold true for other sanpleà of elderly
residents in other facilities. or are the findings

representative of only the residents on thi8 unit? A

sinilar desÍgn using multiple sites would provide additional

testing. ReLated questions are how specif,ic Ís the response

in terms of the magnitude of colour change änd the selection

of cofour. For this particular research, the interventíon
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was a change in wall colour from dark orange and royal blue

to off white and blue-green. What lf the change were

reversed? The answer to thís questlon lies outslde the

bounds of this research.

The distribution of cognitive functioning and

aggressive behaviour of this sample was skewed, that ls
according to the cutoff Êcores on the MMSE, the entire

eample was cognítÍvely inpaired, and most exhibited no

aggressive behaviour. Currently data Ís not available on

thê characteristics of nursÍng homes therefore it is not

clear how this sa¡npLe relates to the overall population. À

large epidemiological 6tudy of resídents of nursing homes in
termê of rnental Êtatus and aggressíve behaviour wouLd

establish the frequency and distributíon in the population.

wÍth infornation about how serious thÍ6 issue is, such

findings may sti¡Bulate and facilitate developñent of

appropríate prograns for cognitiveJ.y impaired and aggressíve

e1der1y.

The Ward Atmosphêre ScaLe has proved to be a useful

tool in guidíng progran change for psychiatrlc inpatient
gettingÊ (Friis, 1986, Mf1ne, L986, Moos, 1974, OrDrisco1l &

EvanÊ, 1988). Howevêr, findings frorn this research also

Êuggest sone diffícu1ty Ín tranEferring this instrument to

the nursing hone Êetting. Modificatíon of this instrurent

for specific use in the nursing hone setting might produce
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the data that could allow for more focused and logícal

change in care programs to meet the needs of this group.

Finally, further testing of the Conceptual Model as an

approach to managing aggressive behaviour in the elderly is
necessary. This beginning step examined two of the four

factors. The nodel is complex. Each of the factors needs

to be exanined individualJ.y and collectfvely. Ultímately a

multivariate design, with statistical. controls and a large

sanple size would be needed to test the nodel nore

approprÍatel-y. Such an endeavour is a lifêtime process of

theory building.

6. Concluslons

Although the differences in frequency of aggressive

behaviour before and after the change in colour were not

statistically significant, the ffndings suggest that for
some individuals analysis of thê entire context of the

aggressive behaviour is needed. The ConcêptuaL Model which

identifies learnêd responêes, cogmítive functioning, and

nursing behaviour ln additíon to the environment as factors

contributíng to a potential for aggressive behaviour. The

model provídes a broader context for identifying and

rnânaging aggressive behaviour of elderly residents of

nursing homês rather than a purely indíviduaLly based

peycbo-social approach. Furthernore, the relationship

between cognitive functioning and aggressíve behavÍour
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denonstrated two compêting relationships. There Is a llnk
with cognitive inpaÍrnent and aggression and there is also a

link between cogmitlve impairment a¡rd non-aggression ís
consistent with other findings ín the literature.

The interventÍon 1n this research consieted of changíng

the environmental colour from a conbinat.ion of dark orange

and royal blue to off-white wÍth blue-green trin. Further

research ie needed to determíne hrhether or not the observed

changes at the individual level are due to the specific
change of colour. Changing waIl colour is an ínexpensive

and creative stratêgy to considêr when planning for
management of aggressive behaviour.
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åppendfr 1

A theoretlcal Þlode1 for Aggression

Source: Lartza, M. (1983) Origins of aggression. Journal of

Psychosocial Nursing and Mental Health Services.

2L(6), 11-16.
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Appenitl¡ 2

À rheoretfcal Model for Aggreasion fn tbe Cognitlvely

Irpafreil
Source: Ryden, M. (1988). Àggressive behaviour in persons

with dementia who live ln the conmuni ty.
ÀLzhêimer Diseasê and Associated DisorderE, 2(4),

342-355.
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åppendíx 5

Hard Atûo8phere 8ca1ê SubEcðle Dêflnítio¡B

J, Involveûent neasures how active and energetic patients are 1n the

day-to-day social functLoning of the ward, both as ne.rnbers of the ward

as a unit and as individuaLs interacting with other patientÊ. Patient

attitudes such as pride in the ward, feelÍng of group spirit, and

general enthusiasn are also assessed.

2, Support nêasures how helpful and supportive patients are toward

other patíênts, how !,re1l the staff undêrstand patient needs a¡d are

wílling to help and encourage patients, ãnd how encouraging and

congiderate doctors are toward patients.

3, gpontaneity tt¡easures the extent to v¡hich the environnent encourageg

patients to act openly and to express freely tbeir feelings toward other

patients and the staff,

4. Autonoû!, assêsses how self-sufficlent and independent patients are

encouragêd to be in theÍr personal affairs ãnd in their relationships

r+íth staff, hor,, much responsibility and self-dlrection patients are

ênÇouragêd to exercise, and the influence on staff of patiênt

suggestlons, critlcisn, and other initiatives.

5, Practlcal Orientâtion assesses the extent to which the patientrÊ

ênvironnent orients hin toward preparing himself for release fron the

hospÍtal and for the future, TrainÍng for new kinds of jobs, looking to

the future, a¡d settÍng and working toHard practical goals arê anong the

rDatters con6idered,
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6. PersonaL PEobJen Orientation nêasures the extent to which patients

âre encouraged to be concerned with their feelings ar¡d problems and to

seek to understand then through openly talking to other patients ar¡d

staff about the¡nselves anil their past,

7. Ànger and AggreÊsion neasure the extent to whÍch a patient is

allowed and encouraged to argue with patients and stäff, to becone

openly angry, ã¡¡d to display expressions of anger.

8, Order and 1rganizatÌon measure the lnportance of order on the ward

in terns of patients (how they look), staff (what they do to encourage

order), and the ward itself (how weII it is kept); also neasures

organization, agaín ln terDs of patients (do thêy follow a schedule? do

they have carefully planned activities?) a¡d staff (do they keep

appointments? do they belp patients follow schedules?).

9, Progran CJarity ¡neasures the extent to which the patiènt knows what

to expect in the day-to-day routine of his ward ând how explícit the

ward rules and procedures are.

10. Statf Control ¡Deasures the necessity for the staff to restrict

patients--that is, the strictness of rules and schedulêÊ, regulatÍons

governing relationships between patient and staff, and ¡oeasures taken to

keep patients under effective controls,
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$¡ard Àtmosphere Sca1e

1. T F Residents put a lot of energy into what they
do around here .

2. T F Doctors have very ]ittle time to encourage
residents.

3. T F Residentg tend to hide their feelings from
one ¡mother

4. T F The staff act on resident's suggestions.

5. T F Ner,r treatment approaches are often tried on
this unlt.

6. f F Staff st,rongly encourage residents to taLk
about their pasts.

7, T F Residents often gripe.

8. T F Residents activities are carefully planned.

9. T F the residents know when the doctors will be
on the unit.

10.T F The st.af f very rarely punish resídents by
restricting then.

11.T F Thís is a lively unit.
l2.I F The staff know what the residents want.

13.T F Residents Bay anytt¡ing they want to the
staff.

L4.Í F Very few resÍdents have any responsibility on
the ward.

15.f F There is very littIe emphasis on making
residents nore practlcal.

16.T F Residents teIl each othêr âbout their
personal problems.

17.T F Residents often criticize or joke about the
unit staff.

18.T F This 1a a very wêI1 organized unit.
19.T F Doctors don't explain what treatrnent, is about

to residents.



168

20.I F Residents may interrupt a staff member when
they are talking,

zL.T F The residents are proud of this unít.
22.T F Staff go out of theír way to help residênts.

23.T F It Ís hard to tell how residents arè feellng
on this unit.

24.T F Residenta are expected to take leadership on
the unit.

25.T F Mo6t resident,s are more concerned with the
past than with the future.

26.T F Pêrsonal problems äre openly talked about.

27.'1 F Residents on this unit rarely argue.

28,T F the staff ¡nake sure that the unit is always
neat .

29.'I F If a residents medicine is changed a nurse or
a doctor always telJ.s them why.

30.f F Staff don't order the residents around.

31.T F There ís very little group sgirit on thís
unit.

32.T F Nurses have very littLe tlme to encourage
rêsidenÈs.

33.T F Residents are careful about r^rhat they Êay
when the staff are around-

34,T F Residents herê are encouraged to be
independent

35,T F Residents âre encouraged to learn new ways of
doing things.

36.T F Residents talk very little about their pasts.

37.T F Staff sometines ârguê with each other.

38.T F Most residents follow a regular schedule each
day.

39.f F Unit rules are clearly underEtood by the
residents.

40,T F If a resident argues with another resident
they get into trouble v¡ith the staff.
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Agpendlx 6
Resident ' g Name:

Code Number:

Ryden AgqreEslon Scale Foro 1

Directions: This rating scale is to be completed by the
nursing assistant or nurÊ¡e who is most faniliâr r,rith the
resident. being evaluated.

Below is a list of specific behaviourÉ. To the right of
each behaviour is a statenent about frequency. For each
behaviour, clrcle the statement that best describes how
ofteu the resident demonstrates this behaviour.

Example: If the resident doubled up his fist without
hitting you once or t$rice every week, you would complete thê
item as shown below.

KEY : O- NEVER
1- lTO3TIMESAMONTH
2- 1-6 TIMES A WEEK
3- 1 OR MORE TIMES DÀILY

MÀKINGTHREATENINGGESTURES O 1 2 3

Example: If the resident has never bit you, you wouJ"d
conplete the iten as shown below.

BITINGOl23
PLease be sure to reêpond to every itên by circLing the
response Èhät best describes how often the resident
denonstrates that particuLar behaviour.

PIÍYSICåLLY AGGRESSIVE BE¡IÀVIOT'R

1. PUSHING,/SHOVING O 1 2 3
z.SLAPPINGO123
3.HITTING/PLNCHÎNG0123
4.PTNCHTNG/SQUEEZrNG0123
s.SCRATCHINGO123
6.BITINGO123
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KEY: O- NEVEN
1- lTO3TIMESAMONTH
2- 1-6 TIMES À i¡JEEK
3- 1 OR MORE TIMES DAILY

7. SPITTING
8. ELBOWING
9. KICKING
10. TÀCKLING

11. MAKING THREATENING
GESTURES

T2, THROWTNG AN OBJECT
13. STRIKING A PERSON

WITH AN OBJECî
14. BRÃNDISHING A WEAPON
15. USING À WEAPON
16. DAMAGING PROPERTY

t7. If the resident has shovrn other physica]Ly aggressive
behavÍour that r¡ras not liêted âbove, please describe the
behaviour.

HOW OFTEN DOES IT OCCUR?

VERBÀLLY åGGRESSTVE qEEÀyrOUR

18. NAMECATLING O 7 2 3

19. MAKINGVERBAL O 1 2 3
THREÀTS

20. CURSINGDIRECTEDATA O 1 2 3
PERSON

2t, HOSTTLE,ACCUSÀTORY 0 1 2 3
I,ANGUAGE DTRECTED A1 À PERSON

22. If the resident has shown other verbally aggressive
behaviour that was not Iístêd above, please descríbe the
behaviour.

L
L
L
1

L

1
1

t
1
1

0
0
0
0

0

0
0

0
0
0

23
23
23
23
23
23
23
23
23
23

HOSJ OFTEN DOES IT OCCUR?
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KEY: O- NEVER
3- lTO3TIMESAMONTH
4- 1-6 TIMES A WEEK
5- ]. OR MORE TIMES DÀILY

SE¡{UÀI¡I..Y AGGRESSIVE BEEÀVIOUR

Many of the following behaviours are ways in which we
customarily show love and affection for each other. Such
behavíours are conaiderêd to be sexualLy aggressive only if
they are agai¡,st the eapresÊed vlJJ and /or degplte thè
reslatancê of çhe other 

'ergon.
If the resident has not acted 6è¡.ua11y toward ênyonê ãgainst
theír vrí11 and/or despite their resistance, then circl.e r'0",
to indicate never, opposÍte each behaviour. If the resident
has ever done any of the listed behaviours in a sexually
aggressive Ì,ray, then circle the item opposite each behaviour
that indicates how oftên thís has happened.

23.KISSrNG0123
ZA.HUGGINGO123
25. TOUCHING BODY PARTS O 1 2 3

26. INTERCOURSE O T 2 3

27. MAKING OBSCENE GESTURES O 1 2 3

28, If the resident has shown other sexually aggressíve
behaviour thôt was not Listed above, please describe the
behaviour.

HOW OFTEN DOES IT OCCUR? 0123

**Used with pernlssion:
Source: MurieL Ryden PhD, RN

AÊsociate Professor
University of Minnêsota School of Nur6ing, Minneapolis, MN.
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Code Nunber :

Rlden Aggrê6Eion 8så1e Forû 2

(Ío be conpleted by the rêBearcher at the end of eêch shifÈ
during change of shfft rêport. )

Record every aggrestive bebaviour of tlis reside¡t xüic! occu¡¡ed i¡ø 2400 t¡ 2400 by uling a checi ¡¡ri e¿ch ti¡e th
hhaviNr r¡s obsened. l{ote tb det¿ils of tþ i¡cide¡t 0¡ description ¡bet rhich iÀ 0¡ tùe ot¡er síde 0f t¡is page.

If thrrê re¡e a¡y coDseglQjlces of an¡ of the aggressive hhaviorrs, ¡a¡Ì t^his ¿t the htto! of the pôge. {lhere is a

plåcê t0 i[dicôte that tkre ras n0 aggressfve Þhaviour drring t]e 2{ hour pe¡iod,}

Pbnlc¡llr lmre$he &billors lerb¡lly Àm¡euire Þtrløn

7-3 3-il l1-7 ?-t 3-11 11-?

Bittlg Cursing/ohcele/vulgar
lalguage

Elhoring fiosti¡e La¡gu¡ge

XittÍlghülc¡iog l{ôtiûg yerbal t"hreats

I(iciÍrg ìlæe Calling

!incåjûg/squee¡i¡q

hshingþhoving
Pulling [air
$c¡atcbiDg

Slapging $€¡!¡Ur tEûre$ir¿ hbnifit
SPittiDg

Tadlins ?.3 t-11 t14
llaking ihreateoing [ugging

&stores Iltelcgurse
Tbrorilg an object fiissing

Strili¡g a p€rso¡ l6li¡g obsce¡e

rith å! objed gestllres

Bradishing a æapol lorchilg Ml parts 0f
Usirg ¿ le¡poû of ¿lother pé$o¡

¡ggressio¡ torôld

ProP¡tI
Daügiûg prw€rtl

üo¡emac¿¡ of lqqer¡lre þhil¡ú

_ ri00r dd¡¿ge t0 0bjects _ tre¡bmnt ruquirel f0Ì i¡jl,lry

* mderateþevere damge _ tôrget g€rso! ielt utreEe¡y tlleatemd

_ target p€rso! Íelt ô08€Íhôt the¡te¡ed _ ei6it t0 physÍciu reqlirel

_ i¡rget per6or i! pôi¡ ( 10 !i!utes, !o treat¡e¡lt _ abse¡t fro¡ rork hcðse 0f irjury

_ t get !€rs00 i! p¡i! ) l0 ¡inrtetr !0 tÌeôtûeüi _ hospit¡lized becôuse 0f i¡Jurl

_ x0 r6¡s$m mÍtfrn I¡ t¡8t ¡l B0m,
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Ryden Aggressíon Sca1e Form 2 (Page 2)

(To be conpleted by the rêeearcher at the end of each shfft
durfng change of Ehift report. )

Dirêctions: For each lncídent of aggresÊive behâvíour
checked on the Àggression Scale, record on this sheet a
descrÍption of the behaviour, noting the tírûe, location, and
events leading up to the behavíour and what was done in
response to the behâviour. Use thê code indicated for the
location where the behaviour took place.



t74

Appendlx I
Sociodenographfc Data

ãlãl-"*"'

Date of Birth:
Admission Date:

Ðiagnosis:

Number of current medications:
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Apftendir 9
MIHI-MENTÃL SIAÍE EKÀ¡{IHÀTION

I would like to ask you Êome queÊtions to check your menory.
Most of them will be easy.

1. What is the ... year?
se aêon?
date ?
day of the week?
month?

2. Can you tefl me where we are right now?
For instance ...... what province are we in?

what city are we in?

3. VJhat are two mäin streets nearby?
What floor of the building are we on?
What is the name of this place?

4, I am going to name three objects. After I have said
thern I want you to repeat them. Remenber what they are
because I an going to ask you to name them agaJ.n in a few
mínutes. Please repeat the threê itens for me.. (Repeat
objects unt,il. aII are learned)

apple, table, penny

5. Can you subtract 7 from 100, and then subtract 7 f,rom
the answer you get and keep subtracting 7 until I tel} you
stop?

Start now: (93) (86) (79) (72) (6s)

6. Now I am going to spell a $rord forwardÊ and I want you
to spêIL Ít backwards. The v¡ord is world. tr-O-R-L-D. spell
world backwards. (Repeat if necessary but not after
spelling starts )

7. Now what were the three objects I åsked you to remember?
(apple, table, penny)

8. Shou¡ wrist satch. What i6 this calLed?

9. ShoÞt penciJ. What ís this called?

10. I'd like you to repeat a phrase after me. No ifs, ands,
or buts. (â1low only one trial)
11. Read the words on this page and then do what it says.
Hand "c7ose your eyest' sheet.
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L2. (Reàd fulL statenent. and then hand aver the paper) Itm
going to give you a piece of paper, When I do, take the
paper in your right hand, fold the paper in half with both
hat¡ds, and put the paper down on your lap.

13. SrrÍtê any complete Êentence on that piêce ôf paper for
ne.

L4. Here is a drawing. Please copy the drawing on the same
paper.

Source: Folstein, M., Anthony, J. C., Parhad, I., Duffy,
& Gruenberg, E. M. (1985). The neaning of cognitive
impairnent ín the eldêrly. JournaL of the A¡nerica¡l
Geriatrics Society, 33:228-235.

Þ
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Appendfr 11
Letter of Invltation to Particl¡ratê ln thle nesearch proJect
l{rs. J. Ncl{onEip

tlinnin¿0. l{aniioba.
n

Date

<( llaEe ))
<( Àddress ))
<< Àddress ))
(( Post¡I Code ))

Deâr << Name >>

I äß a negistered líurte studytng at the {Jniversity of Ha¡iiobô in the Hasters in Hursing prograr,

}{y lhesÍs Íork is being supervised by a coüittee of tÍree professors ¡t the unfversity of l{anitobô:

l}r, Lorna Guse, Faculty 0f Nursing, Dr. Cynthia Caleron, Faculty of Hurslngr ðnd professor Grant

Harshall, Departrunt of Intelior Ðesign, I at requesting your participation in a study I al
conducting åt vist¡ Park lodge. i obtained your naue and address fro¡ Betty Jane Jones, the 0irector

0f Iursing at Vista Parfr lodqe, ¡s the legally regponÊible person for << l{ue of nesident)). l{16.

Jones (Director of Nursing, vistô Park trodge) has suggested thât I contact you pèrsonðlly t0 discuss

this project.

The project is entitled "tnvir0mentàl Change in a lersonal Care Ho!e', ard the purpose of thls

researcù is to exa¡ine the effect of changes in tbe physical envfroment, sucil ôs neï lighting and ner

paint, on elderly resldents. the pr0ject has been approved by the Bthical Revlerl Co¡¡ittee of the

unÍversity 0f Hanitob¡, Fôcultl of llursing. the project has also been revierred arìd approved by t¡e

Àùinistrator, (Jo l{cl{ee) ô¡d Director of l{ursing (Betty Janê Jones) ðt tJista pôrk l,odge,

I trill be contactÍng you by telephone to provide ¡dditÍonat infon¿tionf to bear your que6tionsl

and t0 request your p¡rticÍpation. lf you agree to participôte, Íe can t¡en sake an appoint[ent for a

30 ¡inute intervieil at your convenience, ouring the interviex t xitl be ashing you guestions aöout

your farily le!¡errs health, s0ciode¡0gräphics (yo[r faEity eelberrs age, for exauple), ard your

ilpræsion 0f the ôtlosphere 0f tl¡e rard. Às tJre legally re8ponsible person for your fatily te!¡er I
ar also asking for your per¿ission to int€rvieí your ((l{other¡ Fôther, Tru6tee)),

I respect y0ur privacy and your interviei Hlll be confidentia¡ infor!ôtion. I hope you nill
coÍsider befng intervie'red. If you need further inforoation please feel free to contact re at i 254-

5965' thanþou for tahíng tle ti¡e to consfder this reguest and I lool fonrard to reeting you in the

near futufe,

Sincerely,

(lJ¡ls. )io-À¡n l,lcl(enrie RH,BScll


