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ABSTRACT

Active engagement is important in enhancing the quality of life of individuals with
intellectual and developmental disabilities being served in residential programs. In
addition, focusing on socially significant goals and communication is essential to ensure
quality treatment. The following study examined the use of employee training in
combination with positive reinforcement and in vivo coaching and modeling in a
Behavioral Skills Training model to increase the efficacy and consistency of active
engagement from direct care employees aimed toward clients with intellectual and
developmental disabilities in a residential setting. The results of the current study
demonstrated that direct care workers can be trained to increase active engagement with
residents with developmental disabilities. Further, the study demonstrated that the

instructional training method alone reflected a small increase in skill acquisition.

However, more socially significant changes resulted from the establishment of the in vivo

modeling component of Behavior Skills Training in relation to the skill development of

direct care employees.
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CHAPTER 1
DIRECT CARE EMPLOYEE PERFORMANCE

Employee knowledge and skill competency are critical when implementing
programs and providing support and care to individuals with intellectual and
developmental disabilities (Ling & Mak, 2012). The interactions between staff and
program participants are reciprocal and influence one another. The way in which direct
care staff members respond to challenging behavior, follow individualized protocols,
enhance opportunities for communication and set up a socially significant learning
environment are key aspects to an individual receiving the utmost quality care. Without
support from direct care employees, individuals with disabilities are unable to engage or
participate in the breadth of activities, such as community inclusion, social interaction,
and independence in self-care and activities of daily living, as a typically developing peer
would (Felce & Perry, 1995; Felce et al., 2000).

Direct care employees are responsible for providing support to individuals with
various intellectual disabilities in a physical, psychological, emotional and social context.
Direct care employees provide aid to individuals ranging from assistance with daily
living activities and personal care to enhancing communication and social interaction
(Bogenschutz, et al., 2015). The success of providers who support individuals with
various intellectual, physical, and developmental disabilities lies on the employees who
provide direct contact and work within the organization. In order for direct care
employees to perform their essential job duties and meaningfully impact the lives of the
individuals served, they need to acquire the relevant skills to do so (Olaniyan & Ojo,

2008).



Performance Analysis

Before implementing a training program, two vital questions must be asked by the
organization: what is it that the employee should be doing and how can the employee be
motivated to ensure that the skill or task is completed (Daniels, 1985). Hence, employers
must define job expectations clearly and precisely for employees. Targeting specific job
duties is essential to performance definitions. In addition, the organization must be
structured to maximize employee motivation to meet job expectations and increase
performance.

Mager and Pipe’s (1984) Performance Analysis Flow Diagram is a
comprehensive method to identifying the root of a performance issue. The Performance
Analysis Flow Diagram guides performance analysts toward the function and response to
employee issues based on lack of knowledge and skill acquisition. The model also guides
performance analysts to conduct observations on other potential factors such as
punishment, reinforcement, and lack of sufficient importance placed on the task and
environmental issues. In conjunction with providing an instructional training method, an
employee must view the task as important and vital to her or his job performance and be
reinforced for appropriate implementation of the task. An employee also must be
provided the tools, such as knowledge, practice, modeling, and feedback to enhance their
performance. There are limited findings in the research literature comparing the
effectiveness of didactic and informational training to a denser training package that
includes demonstration and practice. To effect lasting change, employees must be

exposed to competent models and coached in the performance of the targeted



interventions. They must also be held to known and consistent standards of performance,
and demonstrate attainment of these goals.

Competency-Based Training

Effective and efficient training is essential to ensure a level of productivity,
programmatic consistency, and competent execution of work responsibilities by staff
within an organization. Further, training is a systematic expansion of the knowledge and
skill acquisition required by employees to perform their job duties and responsibilities
(Olaniyan & Ojo, 2008). Research in staff training, demonstrates that presentation based
formats, such as PowerPoint and verbal instruction, are beneficial for enhancing current
skill sets but often are not effective in providing training on implementing newly targeted
skills (Felce et al., 2000, Gardner, 1972; Strumey, 1998;). In order for trainings to
maintain efficacy and establish productivity, modeling in conjunction with performance
and competency-based feedback should be incorporated (Miles & Wilder, 2009). Data
collection via observations is vital to ensure the trainee has met criteria in the use of the

skill.

Competency-based training designs are an example of a curriculum which not
only provides trainees with the knowledge needed to implement the skill, but with
continuous supervision and maintenance (Turner et al., 2016). Competency-based
training designs eliminate the need for a trainee to rely on memorization of training
information, but instead build skill sets related to their job duties and position
(Bogenschutz, 2015). In the realm of training curricula, competency is defined as a
distinct set of behaviors or responses to complete a task or implement a skill linked to a

particular desired outcome (Ricciardi, 2005). Training programs ultimately need to be



individualized to meet the various needs of each participant. Each trainee may learn at a
different pace and require variations in practice and rehearsal of the skill. Competency-
based training curricula ensure each trainee has met competence in the skill before actual
implementation by use of systematic observations, standards of practice and performance,
organizational policy, or validation by use of checklists and assessments created by
content experts (Harchick et al., 2001; Ricciardi, 2005). If the trainee has not met the
definition of competency when performing the skill, the trainer must provide additional

training and practice opportunities until competence has been reached.

Systematic observation serves as a competency-based method to compare
performance in terms of the length of service of an employee. The expectations of a
senior employee differ from an employee who is new to the program and organization.
Therefore, performance requirements and feedback need to be modified to the status of
each employee (Ricciardi, 2005). Designated experts in the content, such as senior
management, clinicians, or certified professionals, assist in examining the performance
expectations of the skill to ensure accuracy (Harchick et al., 2001). Defining the skills
and responses needed to complete the task should be developed and unanimously agreed
upon by designated management. Managers or designated trainers design a competency-
based training model to be implemented and then monitored in program areas to ensure
consistency and acceptable performance across participants and programs (Ricciardi,

2005).

Consistency of implementation of a skill is vital to ensure conformity in the
application of the technique as well as accuracy and stability across participants. Stability

in regard to skill implementation refers to the extent to which employee performance



remains constant over a period of time. An employee’s performance may vary based on
motivation, skill acquisition, or lack of corrective and supportive feedback (Sturman et
al., 2005). Constant supervision in conjunction with feedback systems is one way to
continue to shape and motivate employee performance as well as continue to enhance and

broaden the employee’s skill set (Sellers et al., 2016).

Training and supervision are fundamental to the provision of services to program
participants. Direct care employees, along with all members of an individual’s
multidisciplinary team, play the critical role in implementing treatment interventions
designed by the treatment team based on the needs, preferences, and wishes of the
individual. However, direct care employees tend to focus on performing their
organizational duties rather than providing stimulation and active treatment to the
individuals being served (Felce & Perry, 1995). This may be, in part, a function of the
emphasis in training conducted by the organization. One of the most essential
components to establishing a supportive learning environment for individuals with
disabilities, is providing opportunities for active engagement within the programs (Felce
& Perry, 1995). Training in this area is of crucial importance to both the quality of the
program and to participant experience within the program.

Employees who provide direct care to individuals with various intellectual and
developmental disabilities play a pivotal role in ensuring the health and safety of their
clients as well as enhancing the individual’s overall quality of life and independence in
activities of daily living (e.g., Emerson & Hatton, 1994, Felce et al., 2000; Felce & Perry,

1995; Saunders & Spradlin, 1991;).



CHAPTER 2
ACTIVE ENGAGEMENT

Active engagement has been defined as the degree to which a person is
meaningfully and actively occupied in a social situation, task, or event, and it denotes an
interaction between a direct care employee and a client (Felce et al., 2000). Active
engagement is especially vital in enabling individuals to contact and learn from socially
significant experiences (Qian et al., 2015).

Active engagement is an approach that yields opportunities for individuals to
participate in age-appropriate activities within the residence and program to enhance skill
acquisition, independence and quality of life. The concept of quality of life can be
difficult to objectively define and measure. Quality of life often includes examining and
assessing an individual’s well-being, functioning, health, and satisfaction (Landesman —
Dwyer, Sackett, & Kleinman, 1980). The word “quality” can be viewed as a
measurement, grade, or level. Life refers to an individual’s existence and examines the
mental, physical, emotional and spiritual state of an individual. In any case, quality of life
includes both objective and subjective components. Objective components of quality of
life measure human and environmental interaction such as health, safety, shelter, and
access to food. The subjective aspect of quality of life refers to the satisfaction an
individual displays in regard to aspects of his or her life. Factors which impact an
individual’s quality of life can include living situation, relationships, health care, social
interaction, active engagement with others, as well as community integration (Felce &
Perry, 1995). Individuals with various intellectual and developmental disabilities often

display impairments in social communication and interaction. Such impairments may be



manifested in lack of eye contact, limitations in non-vocal and vocal communication,
difficulty participating in group activities and social situations with peers, limited
cognitive abilities, and creating and/or maintaining social relationships with others
(Bertelli & Brown, 2006). In addition, individuals diagnosed with intellectual and
developmental disabilities often engage in maladaptive, repetitive, or socially
inappropriate behaviors that place further limitations on enhancing socially significant
experiences. Lack of active engagement and the absence of significant social interaction
can detrimentally affect an individual’s ability to thrive and to receive proper quality of
care (Felce & Perry, 1995; Felce et al., 2000; Mansell, et al., 1982; Mansell, et al., 2002;
Jones et al.,1999).

Active engagement provides ongoing daily support and assistance in conjunction
with social interaction. Learning an individual’s preferences allows the direct care
employee to provide needed care while building a rapport with the individual and
providing attention on a more personal level. Instances of personal care provide
opportunities for the individual to make choices and communicate requests or needs.
Active engagement also allows individuals to use and improve their capabilities to
engage in various aspects of daily living to further their independence and enhance
socially significant behaviors and skills. In essence, the goal of active engagement is to
strive to enhance an individual’s daily existence. Additional benefits include a reduction
in isolation and in boredom. An engaged environment provides stimulation and

interaction in multiple opportunities inside and outside of active goal work.



The mental health field has progressed from aiming to rehabilitate individuals to
“normal” functioning, to now providing the support and environment needed for
individuals with intellectual disabilities to improve life skills and enjoy a high quality of
life (Bertelli et al., 2011). Individuals with various intellectual and developmental
disabilities who attend residential or day programs spend significant time in stages of
inactivity while direct care employees strive to complete maintenance, chores, and
housework. In addition, while direct care staff members may be tending to the needs of
some individuals, other residents are left without stimulation or engagement. (Landesman
— Dwyer, Sackett, & Kleinman, 1980; Felce & Perry, 1995; Felce et al., 2000). Lack of
active engagement and social interaction paints a picture of an individual merely existing,
rather than experiencing fulfilment and independence in his or her life. In residential
homes supporting individuals with profound limitations, the residents rely on staff
members for care, assistance, and to set up opportunities for social interaction. The
ultimate purpose of service providers and organizations who support individuals with
intellectual and developmental disabilities is to enhance and improve the resident’s life
(Mansell, et al., 2002). Unfortunately, engagement levels in residential programming
areas which support individuals with disabilities continue to be low (Emerson & Hatton,
1994). Direct care employees may still be able to provide supervision and care without
capitalizing on opportunities for social interaction or active engagement (Felce et al.,
2000).

Adopting an active engagement model in a program allows individuals to take
part in everyday activities both in the program area and in the community, which proves

to be socially significant to consumers (Mansell, et al., 1982). Active engagement also



entails establishing a routine within the program area with staff members working as a
team to create choices and opportunities for the individuals. Staff members also identify
preferences and levels of assistance by interacting with a client who not only builds
rapport, but also enhances the level of support the individual may require during day-to-
day activities (Mansell, et al., 2002).

Role of Direct Care Employees

Direct care employees and staff members hold the key to providing opportunities
for interaction and engagement. Direct care employees control access to the materials and
resources within the program as well as setting up and implementing community and
social outings. Research has demonstrated that individuals of various degrees of disability
and cognitive capacity can significantly increase participation in meaningful activities
and interaction if direct care employees embrace a model of active engagement and care
(Brown, Toogood, & Brown, 1987; Felce & Perry, 1995; Felce et al., 2000, Saunders &
Spradlin, 1991; Emerson & Hatten, 1994).

Saunders & Spradlin (1991) suggested institutional settings place emphasis solely
on development and implementation of treatment plans instead of the focus being shifted
to enhancing the individual’s life experience. While skill acquisition and reduction in
challenging or inappropriate behavior is vital, the focus should not solely encompass
what an individual cannot do. In addition, the authors acknowledge plans for achieving
and attaining goal objectives as well as the client’s skill acquisition are vital to assist the
individual in adopting and performing valuable skills and tasks, however, it should not

take focus away from the individual’s right to live a meaningful and enjoyable life.



Hence, why taking an individual’s likes, dislikes, and preferences into consideration is
critical.

Jones et al. (1999) evaluated active engagement within residential areas before
and after the implementation of a training package through a multiple baseline across
settings approach. The results suggested the support and involvement of staff members
correlated with the active engagement present in the programs demonstrating a 20%
increase in active engagement during the treatment phase. In addition, Felce et al. (2000)
conducted a similar study to Jones et al. (1999) by creating an active support package that
included training on providing assistance to residential homes providing services to
adults with intellectual disabilities. Felce et al. (2000) used a multiple baseline across five
homes to monitor and collect data on the occurrence of active support within the
residence before and after the implementation of the training program. Results indicated a
significant increase in active engagement following the training program as well as an
increase in the effectiveness of the support and assistance provided to the residents. The
noted increase of active support and assistance was maintained throughout follow up

procedures as well.

Bradshaw et al. (2004) examined the implementation of active support based on
the results of Jones et al. (1999) and Felce et al. (2000) which indicated an increase in
active engagement in a residence supporting individuals with disabilities through the use
of classroom based training and in the program follow up through interactive training and
house meetings. The employees of two residential homes received a two-day training
workshop centered on assisting and supporting individuals with disabilities. Bradshaw et

al. (2004) used a momentary time sample to conduct observations in the homes following
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the training workshop. The data revealed a mean change range from 16.6% to 26.0%

active engagement in the residential areas.

While the reviewed studies suggest an initial lack of active support and
engagement in residential areas, the root and function of the issue of employee
performance and behavior with regard to why active engagement is not being consistently
implemented, needs to be addressed. An organization needs to understand the function of
behavior before moving forward with assembling a training package to meet the needs of
the employees within the program area. Organizations must have many layers of support
to facilitate change, particularly in staff behavior. Systematic assessment can help
identify the mechanisms of change that require attention. In order for direct care
employees to maximize opportunities for active engagement in the program and
effectively support and use skills associated with engagement and active treatment,
employees must be trained and given the opportunity to practice and develop the skill set.
Practicing a skill set in conjunction with performance feedback is beneficial to effectively
meet the needs of various learners as well as allow the trainee to observe and demonstrate
the skill in both a controlled environment and a natural setting (Daniels, 2000; Parsons &

Reid, 1999).
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CHAPTER 3

BEHAVIORAL SKILLS TRAINING

Behavioral Skills Training (BST) is a training package which breaks down a
complex or advanced skill, and addresses it with a thorough array of instructional
methods. BST is a curriculum comprised of four components, which include
instructional methods, modeling, practice exercises and delivery of feedback (Ward-

Horner & Strumey, 2012).

The instructional method, whether done in a written or verbal format, explains the
components of the skills and why the technique is implemented. The educational training
piece provides an opportunity for the trainer to provide the rationale for why the skill is
being trained and when the skills should be used. In order for the instructional method to
be complete, trainers must operationally and objectively define the skill being used as
well as how to reach criteria of proficiency. This is then followed by practice, with a
focus on the provision of feedback by the trainer to correct errors and enhance
implementation. The goal is to develop competent performers who consistently
demonstrate the skill, who can execute the skill fluently, and who can generalize the skill
to novel contexts (Ward-Horner & Sturmey, 2012). While the instructional component
provides the knowledge a person needs to understand why the skill is used and is
important, modeling and practice allow the skill to become generalized outside of the
classroom environment and modified to various individuals and circumstances.

Feedback, both corrective and supportive, ensure that the skill is being implemented on a

12



consistent basis and serves as a maintenance check to ensure the use and accuracy of the

skill has not drifted after didactic training (Parsons & Reid, 1995).

The modeling element, conducted by use of competency assessment or in vivo
coaching, demonstrates how to implement the skill being trained. Role-play scenarios
after the instructional training, are often one of the first opportunities to model the taught
skill in a mock real - life format (Adams, Tallan & Rimell, 1980). Role-play scenarios
allow the trainer to take on the role of the client or consumer while the trainee plays the
part of the staff member. Debriefing after the role-play allows the trainee(s) to ask
questions or bring up areas of further clarification. The trainer is responsible for ensuring
that the trainees feel comfortable and fluent in the skill before implementing the
technique in the program area. Remediation after role-plays also allows trainees who
have struggled with the skill to have another attempt at practicing in an additional
scenario. Remediation also allows the trainer to personalized additional instruction as

needed.

Modeling by the trainer can also be conducted in an in vivo format in which the
trainer demonstrates how to use the trained skill in a real - life opportunity in the
program. During in vivo modeling, the trainee is able to shadow the trainer and debrief
with the trainer after the demonstration. Debriefing allows the trainer to provide
corrective or supportive feedback to better assist the trainee in executing the skill in the
future. In vivo modeling allows the trainer to shadow the trainee as well in order to
provide in the moment feedback. In vivo training assists with generalizing the targeted

skill to the program area (Clark et al., 2004).

13



Practice allows the trainee to become proficient in executing the skill both in
training and in the real - life setting. Practicing the skill goes hand in hand with modeling.
Practice opportunities to demonstrate or trial components of the learned skill should be
provided during training. However, in vivo modeling and demonstration also set up
opportunities for additional practice of the skill in the program environment. Practicing
the skill is a vital component to ensure effective performance (Nigro-Bruzzi & Sturmey,

2010).

Finally, the feedback component allows the trainer to provide recommendations
on how to correct mistakes as well as target areas for additional practice or training.
Feedback should be personalized to meet the needs of each trainee. Each trainee learns at
a different rate and requires various tools and support to absorb and implement the
content being trained (Parsons & Reid, 1995). Corrective feedback should contain further
instructions on how the trainee can modify the implementation of the skill to reflect
accurate and appropriate execution. Feedback should allow the trainee to state additional
tools, resources, or instruction they need to be successful. Feedback also provides an
opportunity for the use of positive reinforcement in the form of vocal praise and ongoing
support. The goal of BST is to continue the use of the four components until mastery in

the use and implementation of the skills has been attained (Miles & Wilder, 2009).

Employee motivation and commitment to a training initiative can be enhanced
with the use of positive reinforcement delivered contingently on the demonstration of
trained skills. Once employees have received appropriate, effective, and beneficial
training, continuous performance feedback is essential to ensure learned skills and

techniques do not drift over time and the utmost care is being provided on a consistent

14



basis. Organizations that set goals for employees and provide positive reinforcement for
those who meet the required standards typically outperform organizations in which there
is a lack of systematic positive reinforcement to motivate employees (Daniels, 1985). In
addition, positive reinforcement is a way to aid employees to recognize that their
performance matters to the organization as well as assists in encouraging employees to
maximize their potential and performance. Feedback in conjunction with positive
reinforcement enables employees to improve performance and to continue to meet
organizational expectations (Daniels, 1985). When employees begin to grasp that positive
reinforcement is consistently paired with improved performance, simply seeing the
increased positive effects in the program can become a source of reinforcement (Daniels,

2000).

As in any case when positive reinforcement is to be established, an individualized
reinforcer must be used in order to increase and sustain motivation. Items other than
money may be motivating to employees (Wilder, Therrien, & Wine, 2005). In addition,
constant use of one reinforcer may lead to satiation and the employee is then no longer
motivated by the designated reinforcement. Wine, Gilroy, & Hantula (2012) examined
employees’ shift in preference for a selected reinforcer to earn by fulfilling required work
assignments over the course of seven consecutive months and discovered that employee
preferences not only tended to fluctuate, but also in some cases reversed. Consistency of
preferences should not be assumed when establishing a reinforcement program in an
organization. This implies that rewards offered should be varied and preference surveys

should be implemented on a regular basis.
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In order for a training to be efficient, a trainer must be mindful of using the
trainee’s time and attention effectively. This is imperative to designing and delivering
training programs well. Longer portions of verbal instruction may lose the trainee’s
attention to the skill. Rushing through practice exercises and role-plays may not create a
consistent and efficient training model, and may not allow the trainee to have adequate
opportunities to practice the skill and receive feedback. In order for a training to be
effective, it is vital for the trainer to modify the information and use of BST to the
learner’s needs (Parsons & Reid, 2012). This also enhances the generality of the training,

as it becomes embedded into actual, natural contexts.

Finally, staff members must demonstrate acceptance and buy in to the content,
material, and purpose of the training in order for true success in skill implementation to
be observed. Reid & Parsons (2000) demonstrated high acceptance rates by employees to
BST. The BST model provides employees with skills they will need and use in their
actual job positions and are, therefore, directly related to job performance. Feedback,
both corrective and supportive, also leads to increased job performance. Corrective
feedback should be outweighed by supportive and positive feedback. In addition,
corrective feedback should contain the tools and recommendations that the employee
needs to modify their performance (Daniels, 2000). Also, the BST model provides an
interactive component which allows trainees to see the skill implemented and the results.
Witnessing implementation and outcomes allows employees to buy in to the skill and

training process.

There are many questions about how to best foster engagement in direct care

workers, and several of the reviewed methods are potentially relevant for achieving this

16



goal. In particular, more information is needed about how to effectively train these skills
and about how to motivate staff to demonstrate them. There are two purposes to this
study. The first is to provide employees with informative, relatable and consistent
training in order to produce an accurate definition of active engagement while comparing
the effects of solely using didactic instruction to the BST model. Elements of training that
will be studied include interactive, didactic presentations and in vivo coaching models.
These will be presented in sequential fashion, which enables the analysis of each
component. It is hypothesized that the coaching model, which contains the elements of
BST, will effect more change than didactic training alone. A secondary purpose is to use
positive reinforcement in conjunction with the BST model to evaluate the effects of the
intervention on staff performance and ultimately increase consistently in implementing

active engagement with the clients.

17



CHAPTER 4

METHOD

Participants

Employees holding a position of a direct care role in a residential program which
supports individuals with various intellectual and developmental disabilities participated.
Two residential homes, designated as House A and House B, in the Adult Services
Program were selected. The participants in House A and B were selected after
consultation with the program director and informal direct observations. The program
director was asked to provide a list of residential homes that were currently
demonstrating a lack of active engagement. The researcher then conducted informal
direct observations to align the choice of target participants with the program director’s
recommendations. The direct care employees were composed of all the regular full time
employees working the evening shift (3:00pm — 11:00pm) within each residence. The
selected employees encompassed various socioeconomic and ethnic backgrounds. All
direct care employees were 21 years of age or older and held either a high school diploma
or various levels of college credits. The participants in House A were comprised of three
females and one male (the male was eventually dropped from the study due to not
attending the instructional training) and averaged 1.3 years of service at the organization
with a mean age of 23 years (range of 21 to 27 years). The employees participating in the
study from House B encompassed three females and one make averaging 1.6 years of
employment with the organization and had a mean age of 30 years (range of 23 years of

age to 52 years of age).
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The direct care positions entail ensured acceptable hygiene and physical
appearance of each resident as well as assist the residents with activities of daily living
such as toileting, feeding, dressing, and bathing. Direct care employees ensured active
participation of residents in meaningful activities in the homes, programs, and
community. Direct care employees monitored the health and safety of each resident,
which included providing appropriate supervision, completing appropriate reports and
documentation, and responding to client needs. Direct care employees must also respond
appropriately to any challenging behaviors exhibited by the individual according to the
individual’s behavior support plan and protocol. See Appendix B for the complete job

description.

Setting

The setting of this study is an agency which supports individuals ranging from 5
years of age through 75 years of age with physical, developmental, and intellectual
disabilities. The provider supports over 300 individuals with various diagnoses including
autism, traumatic brain injury, Down’s syndrome, cerebral palsy, and various physical
and developmental disabilities. The selected residential homes supported residents over
the age of 21 years, ranging in limitations in areas of gross and fine motor, social
interaction, communication, and cognitive ability. Both residential homes were located
on the provider’s campus and were equipped with a kitchen and dining area, living area,
four bedrooms which were shared by the individuals, and multiple bathrooms. Each home

served eight individuals in a ratio of eight clients to four direct care staff members.
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Materials

The researcher kept a clipboard with an attached data sheet to collect momentary
time samples of 30 sec across 10 intervals on the presence of active engagement as
demonstrated by the employees working the current shift. One employee was randomly
selected during each time sample. Each employee was given a corresponding number in
order to protect confidentiality. A timer was used to ensure accurate momentary time
samples of 30 seconds were attained across trials. An informative competency-based
training program was developed and presented by way of PowerPoint through use of a
projector.

After the training session, all employees were given a survey with five possible
reinforcement options. A preference survey was conducted in which each employee will
rank their preference for each reinforcer. The reinforcers were based on a one to five
scale, one being the most preferred and five being the least preferred (Daniels, 1989). The
five reinforcers available for selection were a $5 Wawa gift card, a $5 Acme gift card, a
30-minute break exchange in which a supervisor will take the employee’s position for 30
minutes, lunch with the department director or a reserved parking spot for a day.

Evaluating Performance

A Performance Analysis Flow Diagram (Mager & Pipe, 1984) was completed to
determine the function of lack of employee engagement with clients within the residence.
After collecting information from multiple direct observations within each home, the
function of lack of active engagement was determined to ultimately be a performance
deficit issue among employees and fall within the nonperformance rewarding and

performance matters categories of the diagram. The direct observations yielded little to
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no follow up or feedback from managers or supervisors concerning employees
implementing active engagement in the home. In addition, performance evaluations did
not outline or cover the consistent need to provide engagement with the individuals being
served. The employees' behavior in both homes were not being reinforced when active
engagement was implemented. At the same time, their behavior was not being punished
for not using active treatment or support which resulted in poor performance. Hence,
employee feedback was essentially unrelated to the degree to which active engagement
was occurring.

Definitions of Dependent Variables

Active Engagement (Between Staff Member and Client): Any instance of a staff
member coming within one arm’s length of the client and demonstrating reciprocal play
skills with any age appropriate and client preferred materials; verbally interacting with
the client by engaging in client-focused conversation; or providing positive reinforcement
to a client who was engaged in appropriate independent activity. Excludes physical
proximity in the absence of any other interaction and parallel activities.

Active Engagement (Client and Activity/ltem): Any instance of an individual
engaging in an age - appropriate activity or item by physically interacting with the item in
the way the item was intended (e.g., using marker to color, draw or write). Excludes any
self-stimulation behavior or manipulation of item outside of intended use and item being
in front of the individual but not actively engaged (e.qg., sitting in front of a puzzle

without putting it together).
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Independent Variable

Active Engagement Training. A PowerPoint presentation was used as the instructional
presentation method to begin the first intervention phase to ensure all direct care
employees receive the same content and skill practice with regard to accurately
demonstrating appropriate active engagement with the clients. The training program was
one hour in duration and encompassed material relevant to objectively and clearly
defining active engagement as well as demonstrating active engagement with individuals
by way of actively participating in the learning process through encouraging
communication, enhancing social skills, engaging in reciprocal play and providing
differential reinforcement. At the conclusion of the training, the employees were asked to
demonstrate a role-play scenario as part of the model and practice component to the BST
format. The trainees partnered up and were assigned roles in which one employee will
play the role of the direct care staff member and the other will play the role of the client.
The employees were assessed by use of a checklist on their role-play demonstration to
determine if such categories such as accurate use of differential reinforcement and
portrayal of appropriate and consistent interaction were successfully displayed.

Positive Reinforcement was used after the instructional training was completed. An
individualized preferred reinforcer was used for each employee based on a preference
assessment conducted immediately after the training session. During the treatment
condition, positive reinforcement was implemented to reinforce instances of active
engagement meeting 80% or higher across intervals during an observation.
Reinforcement was delivered privately at the end of the week to those employees who

have successfully demonstrated 80% or higher active engagement during their
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observation period. Each employee across both homes had at least one unannounced
observations per week.

In vivo Coaching and Modeling was used to assist participants in recognizing
opportunities for active engagement and social interaction. Five opportunities for
modeling active engagement within 30 minutes were made available to each target
participant during each session. The in vivo modeling was comprised of the lead
researcher following four distinct steps of training. First, the lead researcher would
interject and take on the role of the lead staff member and demonstrate the skill with the
individual. Second, the lead researcher would then discuss the demonstration with the
staff member and explain why the skill demonstrated was used. Third, the lead researcher
would step back and allow the staff member to then practice and demonstrate the skill
while being shadowed by the lead researcher. Finally, the lead researcher would provide
supportive and, if necessary, corrective feedback after the employee’s demonstration. The
lead researcher used a checklist to analyze the use of procedures in implementing the
demonstrated skill. For example, during one of the in vivo modeling sessions, participants
were observed setting up a board game with three residents. The lead researcher stepped
in to demonstrate how opportunities for choices, such as selecting game cards, selecting
the colored game pieces, and pointing or gesturing to the game piece they wished to
move across the board, could be implemented. In conjunction with the demonstration, the
lead researcher would debrief with the employee of why choice opportunities were a
component of active engagement and how to enhance the involvement of the resident.
The lead researcher would then shadow the employee while they demonstrated the

reviewed technique of offering choices. Finally, the lead researcher would then provide
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corrective feedback on how to enhance or modify the skill along with supportive

feedback to reinforce proper implementation of skill components.

Inter-observer Agreement

An additional researcher was trained by the lead researcher to be an independent
observer and complete I0A during the baseline and intervention sessions. The additional
observer was provided the definition of active engagement, which was made available
during each session during the baseline and treatment phase. The additional researcher
attended one training session with the lead researcher on data collection specific to this
study. The second researcher collecting IOA conducted visual observations alongside the
lead researcher. The additional researcher observing the session was provided the same
data sheet as the researcher conducting the study. The second researcher recorded
whether active engagement between the observed employee and client occurred or did

not occur during each interval of the momentary time sample.

Procedural Integrity

Several methods of measuring procedural integrity were used throughout the
study. An intervention integrity checklists was completed by the second observer used in
the IOA procedure as well as a third trained researcher. Each initial training session was
observed by an additional observer and an intervention procedural integrity checklist was
completed to ensure efficacy and consistency of training across both settings. The lead
researcher conducting the initial training scored 100% on both intervention procedural
integrity checklists. Procedural integrity checks were conducted every third treatment

session across all participants. Integrity checks were conducted by the second researcher
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who assisted in completing I0A during the study. The second researcher completed a
checklist to determine if the researcher conducting each session was consistent across all
participants. The procedural integrity checklist included such items as consistent and
accurate time samples and data collection across employees and settings. In addition, an
in vivo coaching checklist was completed by the assisting observer to ensure appropriate
and effective modeling and feedback was being implemented by the lead researcher

across all employees in both settings.
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CHAPTER 5

EXPERIMENTAL DESIGN

A multiple baseline across groups of participants (Barger-Anderson et al., 2004)
was used to demonstrate the effect of skill competency based training and positive
reinforcement along with in vivo modeling has on increasing active engagement between
the direct care employee and resident. This study was comprised of three phases which
encompassed a baseline phase, first treatment phase using training and positive

reinforcement, and a second treatment phase in which in vivo modeling was used.

Procedures

Baseline (A)

During the baseline phase, the researcher collected 30 second momentary time
samples of staff active engagement being displayed in the residence during the hours of
3:00pm to 7:00pm. The researcher remained at two arm’s length from the employee
being observed which proved to be a sufficient distance to see and hear interaction in
order to accurately observe and monitor the program area. The researcher did not
interfere with, contribute to, or direct employees or treatment during the momentary time
sample intervals. Momentary time samples were taken across 10 intervals, which equated
to 5-minute observations, for one employee at a time. The employee’s initials, residence,
date and starting time were recorded at the top of the data sheet. The employee was given
a corresponding number which was used for graphing data collection in order to protect

confidentiality. If active engagement was observed at the 30 - second mark, the active
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engagement box in the observed behaviors category was checked by the researcher. If
active engagement was not observed at the 30 - second mark, then no active engagement
box was checked. The data sheet also included a location category and activity in
progress category in order to provide additional information on the current environment
while data were being collected. Stability of the baseline condition was determined when
80% - 90% of data points fall within 15% range of the mean of level of baseline with zero

slope. The mean of each session was calculated and graphed for both homes.

Instructional Training and Positive Reinforcement (B)

Each target participant in the residence was required to attend the instructional
training session, which lasted approximately one hour. Four employees were initially
targeted as participants for House A. However, only three participants attended the
training session at which time the fourth participant was removed from the research
project. The data from House B reached stability two sessions after House A. All four
target employees during the baseline phase participated in the training for House B. At
the conclusion of the training session, employees were assessed on their competency and
understanding of the training by demonstrating all skills reviewed and practiced by use of
the role-play session. Each employee needed to achieve 80% or higher success on the
competency demonstration during the role-play. If an employee scored below 80%, the
employee was to be remediated by the trainer and demonstrate an additional scenario
with the trainer taking the role as the client. All employees in both settings were able to
successfully complete the role-play requirement by achieving 80% or higher on their

demonstration.
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Once the training was completed by all regular direct care employees in the home,
positive reinforcement was implemented with a corresponding fading schedule.
Immediately after the training session, all employees were provided a reinforcer
preference assessment. A preference survey was conducted in which each employee
ranked their preference for each reinforcer. The five reinforcers available for selection
were a $5 Wawa gift card, a $5 Acme gift card, a 30-minute break exchange in which a
supervisor will take the employee’s position for 30 minutes, lunch with the department
director or a reserved parking spot for a day. The reinforcers were based on a one to five
scale, one being the most preferred and five being the least preferred (Daniels, 1989).

Employees were required to individually demonstrate 80% or higher active
engagement across two observation sessions per week in order to receive their reinforcer.
Each employee was observed on a randomized schedule on active engagement in the
residence. Observations were not scheduled prior to data collection and employees were
not made aware of which staff member was being observed during the session. A
momentary time sample of 30 sec across 10 intervals was used to collect active
engagement data. If an employee scored 80% or higher active engagement across both
observations, the employee received her or his individualized reinforcer at the end of the
week (Friday). The mean score of both observations was used to assess whether the
employee had earned reinforcement for the week. The reinforcer was delivered privately

in order to preserve professionalism and respect within the home.
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In vivo Modeling and Feedback (C)

Once the behavior of the target participants collectively demonstrated stability,
80% - 90% of data points falling within a 15% range of the mean of the treatment
session, with low levels of variability, a behavior skills training model was implemented
through use of in vivo modeling and coaching. During the in vivo modeling phase, the
lead researcher used in the moment opportunities during observations to demonstrate
active engagement. The lead researcher would demonstrate appropriate use of
reinforcement strategies (i.e., verbal praise), model taking advantage of social
opportunities (i.e., greetings, choices, asking questions), model reciprocal play skills (i.e.,
looking at a book together), demonstrate appropriate communication (i.e. saying “please”
and “thank you”, respectful tone), and providing age appropriate choices and items for
the individual. Individualized feedback was provided after in vivo modeling in order to
debrief with the employee and provide corrective and supportive recommendations to

modify performance.

The in vivo modeling was comprised of the lead researcher following a four - step
training model by first identifying an opportunity in the program to demonstrate active
engagement. The first step in the training model involved the lead researcher taking on
the role as the lead staff member to accurately demonstrate the skill associated with the
current environment. The lead researcher then debriefed with the employee to discuss the
skill and technique used as well as additional questions the employee may have from
observing the strategy. The employee then stepped back into the role of the lead staff and
implemented the skill conducted by the lead researcher. The lead researcher shadowed

the employee implementing the skill while completing a checklist for competency.
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Finally, the lead researcher would deliver supportive, and if necessary, corrective
feedback on the skill implementation as well as provide the employee an opportunity to
ask follow up questions. If the employee scored 100% on the checklist, the skill would
be marked as successfully demonstrated. If the employee did not successfully achieve
100% on the checklist on implementation of the skill or technique, the lead researcher
would repeat the model and go back to step one in which the lead researcher would
provide a model. The in vivo cycle, shown in figure 1, would continue until the employee

displayed proper implementation of the skill.

Identify
opportunity for
demonstration

ofactive

engagement

Shadow
Employee
While
Replicating
Skill

Review
Demonstration

Figure 1. In vivo coaching model used to demonstrate and practice active engagement during a natural
opportunity in the program.

During the in vivo modeling phase, another preference survey was delivered to

each employee to provide the opportunity to rank the available reinforcement and if
30



desired, switch to another preferred reinforcer to prevent satiation. Supervising staff
members were encouraged to conduct random maintenance checks thereafter, to ensure

the continuance of the effects of training.
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CHAPTER 6

RESULTS

Figure 2. displays results of data collection during the baseline phase of both
homes. Baseline data collection was initiated simultaneously in House A and House B.
Baseline levels demonstrated significantly low rates of active engagement between the
residents and staff members as well as between the residents and activities/tangible items
in both houses. In fact, in both homes, active engagement never exceeded a mean of 40%
active engagement with several sessions resulting in 0% engagement. House A displayed
a mean of 11.9% active engagement, with a range of 0% to 40%, across nine sessions.
House B exhibited a mean of 7.27% of active engagement, with a range of 0% to 40%
across 11sequential sessions. It is important to note, IOA was first initiated in session five
for House A and session two for House B. The first instance of IOA, in which another
novel observer accompanied the lead researcher in the residence, may have influenced

the high level of variability in witnessed active engagement.

House B was the first of two homes to achieve stability, with low levels of
variability after four sessions of the initial treatment phase. As shown in Figure 2, the
residence displayed a mean of 45% active engagement with a mean range of 40% to 60%.
House B moved to the in vivo modeling component of the intervention by the fifteenth
session of the study. House A achieved stability with low levels of variability after eight
consecutive sessions of the initial treatment phase. House A exhibited a mean of 49.4%
active engagement with a mean range of 40% to 70%. By the seventh session of the

study, House A moved to the second phase of the intervention.
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Percentage of non-overlapping data points (PND) was used to calculate the effect
size of each treatment phase. In order to calculate PND, the highest baseline point was
identified for each residence. The count of the number of treatment data points exceeding
the highest baseline point was used to calculate the proportion of non-overlapping data
points to the total number of intervention points. For House A, the highest baseline data
point recorded was a mean of 40%. Five of the seven data points in the first phase of the
intervention reached 40% or higher resulting in a moderate effect size of 71.4%. House B
displayed a significantly lower effect size of 25% during the first phase of the
intervention with only one of four data points exceeding the highest recorded baseline

mean. This is interpreted as showing that the intervention was ineffective.

During the in vivo modeling phase, one of the employees participating in the
study in House A was removed from the session. The participant demonstrated repeated
non-compliance during the in vivo modeling sessions as well as poor professionalism
during performance as demonstrated in session nineteen. The decision was made, in
conjunction with management, to remove the participant from the study and further
intervention by senior management was issued. No further observations and data were

collected for this participant after the 19th session.

House B was the first house to attain stability with low levels of variability across
three consecutive sessions during the in vivo modeling phase. House B demonstrated a
mean of 80% active engagement across three sessions. PND was used to calculate the
effect size of the second treatment phase to the data points recorded during baseline. PND
demonstrated a highly effective procedure with 100% of data points falling above the
highest baseline point. House A attained stability by the 22nd session with a mean of
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74% active engagement. However, four of the five data points fell above the highest
baseline level, which demonstrated a moderate effective size. Once the one participant in
House A was removed from the study, the mean of engagement increased significantly
which suggests a larger effect size for the residence if data had not been collected on this
particular employee or the participant’s percentage was not included in the mean for the

program.
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Figure 2. Percentage of mean of active engagement across House A (top graph) and House B (bottom
graph) during baseline (A), phase one of the intervention (B) and the second phase of the intervention (C).
The x axis indicates sessions and the y axis represents the mean percentage of active engagement for the
residence per session.
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denotes the transition from baseline to the first phase of the intervention. The second phase line denotes the
transition from the first phase of the intervention to the second phase. Participant 2(A) was removed from

the study during week 5 of data collection.
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Figure 4. Percentage of mean of active engagement for participants in House B. The first phase line
denotes the transition from baseline to the first phase of the intervention. The second phase line denotes the
transition from the first phase of the intervention to the second phase.

IOA was conducted across 26% of the baseline sessions for House A and 33% of
the baseline sessions for House B. IOA was conducted across 33% of the first treatment
phase sessions in House A and 25% in House B. Finally, IOA was conducted across 20%
of the second treatment intervention in House A and 33% of sessions in House B.
Agreement was determined by both observers, checking off the same designated column
indicating whether active engagement did or did not occur during an interval, thus
indicating unanimous agreement. Disagreement was determined if the two observers did
not unanimously agree that active engagement did or did not occur within the interval.
The formula for determining the percentage of agreement across all observers was the
total number of agreements divided by the total of agreements plus disagreements
multiplied by 100. During the baseline phase, the mean of IOA between the two
observers was 96%. The first phase of the intervention yielded an IOA mean of 92%
between both observers across all sessions. Finally, the mean of IOA during the second

phase of the intervention was 92.5% across all sessions in both homes.
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Preference Assessment

The initial Employee Preference Survey was conducted in each home
immediately following the instructional training component. Each of the seven
participants completed a preference survey ranking the five available reinforcers from
one (most preferred) to five (least preferred). Figure 5, shown below, represents the total

number of participants selecting each preference choice.

Initial Employee Preference Survey
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Figure 5. Initial preference survey results across all seven participants (House A & B).

Four out of seven participants selected the WWaWa gift card as the most preferred
reinforcer. Lunch with the director of the department, a preferred parking spot and the 30-
minute break exchange were each selected by one out of seven participants. Finally,
during the initial preference survey, the option of the Acme gift card was not selected by

any of the participants
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The second preference assessment, shown in figure 4, was conducted during the
19th session of the study. Each participant was provided a preference survey with the
same five choices available. The participants were asked to again rank their preferences,
with a ranking of 1 being the most preferred reinforcer and the ranking of 5 being least
preferred reinforcer. Since one of the participants from House A was removed from the
study, the six remaining participants completed the second preference survey. Two
employees, one who previously selected the 30-minute break exchange and the other a
preferred parking spot, selected the Wawa gift card as their newly preferred reinforcer.
The remaining participants selected the same reinforcer as chosen during the initial
preference assessment. Table 1 compares each participant’s preference selection from the

initial preference survey to the preferred choice from second preference survey.

Second Employee Preference Survey
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Figure 6. Second preference survey results across the remaining 6 participants (House A & B).
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Comparison Results of Preference Survey 1 and Preference Survey 2

Employee Code

Initial Preference Survey Choice

Second Preference Survey Choice

1) Wawa Gift Card Wawa Gift Card

2 (a) Wawa Gift Card Removed from Study
3(a) Wawa Gift Card Wawa Gift Card

1 (b) 30-Minute Break Exchange Wawa Gift Card

2 (b) Preferred Parking Spot Wawa Gift Card

3 (b) Wawa Gift Card Wawa Gift Card

4 (b) Lunch with Dept. Director Lunch with Dept. Director

Table 1. Comparison results of initial preference survey and second preference survey across all
participants in both residents (House A & B).
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CHAPTER 7

DISCUSSION

The results of the study display a more immediate effect of active engagement
during the in vivo modeling phase when compared to the instructional training method
and positive reinforcement alone. In addition, stability was acquired by both homes at a
greater rate when compared to the baseline and instructional training phase. The first
phase of the study demonstrated a moderate to low effect on increasing implementation
of active engagement. The in vivo modeling phase of the intervention demonstrated a

higher effect size of active engagement across both homes.

As Jones et al. (1999) and Felce et al. (2000) indicated, employees can acquire
skills through a training process comprised of an instruction with follow up in vivo
demonstrations. The in vivo portion of the BST model allows participants to generalize
the skills reviewed and practiced during the instructional training method in the program
environment while working with the residents. In addition, the feedback component of
the study played a pivotal role to support Parsons and Reid's (1995) suggestion that in the
moment feedback ensures active engagement was being conducted on a consistent basis
as well as refining each participant’s implementation of the technique. The in vivo
modeling format used by the lead researcher allowed employees to observe and
implement active engagement during natural opportunities in the program as well as to
ensure feedback was immediate. Also, the addition of positive reinforcement provided a
supplementary source of motivation in conjunction with feedback. During the in vivo

modeling phase, participants were able to score higher rates of active engagement, which
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in turn led to accessing their selected reinforcer. However, in the first phase of the
treatment, only one employee scored a high enough percentage of active engagement to
earn reinforcement. Enabling an employee to contact reinforcement boosts performance
and motivation (Daniels, 2000). This supports Daniels (2000) suggestion of pairing
reinforcement with improved performance in order for employees to eventually become
motivated by seeing the increased positive effects in the program and job satisfaction.
While the BST model provides employees with the skills they will need to use to fulfill
their job duties, Reid and Parsons (2000) suggested the need for staff members prove
acceptance and buy in to the content, material, and purpose of the training in order for
skill acquisition to be demonstrated successfully. During the current study, the employees
who displayed evidence of buy in not only attempted to provide opportunities of active
engagement in the residence, but were also receptive and appreciative to corrective and
supportive feedback. On the other hand, the participant in House A who was removed
from the study due to non-compliance with feedback and deliberate refusal of executing
active engagement, demonstrated lack of acceptance of the ultimate goal to enhance to

social interaction and quality of life of the individuals being served in the program.

Limitations

One of the possible significant limitations of this intervention is requiring the
researcher and observers to be physically present within the programming area during
observations. Indeed, this is a weakness that plagues many applied behavior analysis
studies. Despite the lead researcher and assisting observers refraining from intervening
during programming and treatment, the mere presence of the researcher and observer in

the program area may have changed the behavior of the participants, and could be a
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confounding variable. During the baseline phase, the employees were not aware the data
were being collected. However, after the instructional training, all employees were now
alert to the fact they would be assessed on their levels of active engagement. All
observations were unannounced and the employees were not aware of who was being
observed during the session. However, the presence of the observers could have possibly
influenced the behavior of employees. Observations may therefore not have been
representative of the interactions occurring between staff and program participants at
other times. It is important to note that in-program observations are common in the
department. Supervisors are required to conduct on the floor observations of employee
performance, including completion of job duties and demonstration of professionalism, as
well as integrity checks pertaining to implementation of client goals and of behavior

support plans.

In addition, in several situations during the treatment phases, only one of the
target participants was working in the program. Therefore, even though the observations
were unannounced, the employee may have still been aware that since the other
participants who attended the training were absent, the observation was being conducted

on their performance.

Another limitation to this study is the limited time frame the momentary time
sample. The momentary time sample was used in 30 sec intervals for a total of 10
intervals per each observation which amounts to a 5 -minute observation. Although the
observations were conducted between the times of 3:00pm to 7:00pm which are
designated times in the residence where the clients are present and awake, a five-minute

observation may be considered too brief. In addition, the use of momentary time sample
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requires only recording the observation of active engagement at the thirty-second mark. If
engagement occurred before or after the thirty-second mark, it would not be recorded by
the observer. Another data collection method, such a frequency count or a partial or

whole interval method may have yielded differing results.

The delivery of positive reinforcement to the participants was also delayed due to
calculating the mean percentage of the two observations across the week. All delivery of
reinforcement was completed at the end of the work week (Friday) as opposed to
immediately providing the earned reinforcer at the completion of the second observation.
The delayed schedule of reinforcement may have impacted the behavior of the

participants.

Finally, the mean percentage of engagement was used in sessions where more
than one participant was observed. This process proved to be a limitation when the range
of engagement across participants was significantly broad. In House A, one participant
consistently scored a low percentage of active engagement across baseline and the first
component of the intervention. Yet, the other two participants in House A demonstrated a
significant increase in their score of active engagement across the intervention phases.
When the score of a participant demonstrating significantly low percentages of active
engagement was combined with a higher scoring participant, the mean score of the

residence was brought down. Such a limitation can skew the progress of each participant.

Future Research

One path forf future research should lead to improving and enhancing group
management skills. While the participants in the study demonstrated a significant
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improvement in active engagement while one on one with an individual, often other
individuals were left without attention or not included in the activity. Identifying
opportunities for implementation of group activities and social interaction was outlined
during the instructional training. However, group management appeared to be a more
difficult skill to generalize into the program area as opposed to reciprocal play skills with
one individual. One of the first components of implementing group management within
the program is to establish age appropriate resources, such as craft projects and games, in
which multiple individuals in the residence can participate. Additional in vivo modeling
and practice from management would be required to implement group management

accurately and tailor to the preferences and needs of the residents.

An additional research path is to ensure maintenance checks are conducted on a
regular basis to maintain active engagement within the residence. As tangible
reinforcement fades, it is imperative to ensure active engagement does not diminish or
drift. Building requirements and assessment of active engagement into performance
reviews and feedback tools allows for continuous evaluation of engagement on an
individualized basis. Adding the evaluation of active engagement into an employee’s
appraisal or job requirements also enhances the importance of consistent implementation
of active support and treatment. Performance requirements should be clear, concise and
supported by appropriate training, follow up maintenance and individualized feedback
(Daniels, 1985). In combination with feedback, the management team should assess the
roles and responsibilities of direct care employees to ensure their time is not monopolized
by residential chores and up keep which may take away from time to focus on client

interaction.
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Further examination on the latency between initial didactic training and in vivo
modeling would be beneficial to explore the rate of skill acquisition in the program. The
current study collected data on the percentage of active engagement after the instructional
portion of the BST model was implemented. As the results demonstrated, a low to
moderate increase in active engagement was measured with only the instructional
training component. The in vivo modeling portion of the BST model reflected a
significant increase in the level of active engagement in the home. Reduction in the
latency period between instructional training to on the floor modeling and feedback may

facilitate and speed skill acquisition and generalization.

In summary, this study demonstrated that direct care workers could be taught to
increase active engagement of residents with developmental disabilities. Further, it
demonstrated that didactic training made little to no impact in their use of these
strategies. However, more socially significant changes resulted from the provision of in
vivo modeling. Clearly, staff members benefitted from the exposure to demonstration
and to the receipt of performance based feedback. This supports previous literature that
recommends BST approaches for direct care training (Ward-Horner & Sturmey, 2012;
Miles & Wilder, 2009). In addition, it suggests the further exploration of active
engagement as a target of training among direct care staff. The current study suggests
that BST could be initiated earlier or instead of the didactic approach, confirming prior
studies. Future directions could explore models with less overt trainer presence and
models with higher levels of staff anonymity. In addition, it is important to
systematically assess maintenance of these gains. Future studies could also examine the

extension of these skills into group management skill sets.
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APPENDIX A

ANALYZING PERFORMANCE PROBLEMS (MAGER & PIPE, 1984)

Analyzing Performance Problems

Arrange
formal skills
training

Arrange
practice

Arrange
feedback

Used to do it?

Used often?

—
/ Describe
| Performance problem

A )

Ho

Yes

bl Skill deficiency?

Used to
know it?

Provide
information

Arrange
review

Provide
feedback

I/s;alect beh
Quﬂnw
v

Performance
punishing?

Remove
punishment

Nonperformance “ET)

Arrange
positive
consequence

Performance
matters?

Arrange
consequence

Obstacles?

Remove
obstacles
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APPENDIX B

DIRECT CARE EMPLOYEE JOB DESCRIPTION (MELMARK, INC.)

Job Title: Residential Aide
Department: Adult Services

Reports to: Manager of Adult Services
Supervises: N/A

General Responsibilities

Assist residents who have been diagnosed with autism, intellectual/developmental
disabilities and acquired brain injury with activities of daily living and assist in
implementing prescribed teaching plans for residents. Provide safe and consistent
supervision of residents in accordance with their treatment plans. Ensure all care and
service are delivered in a climate of normalization, dedication, caring and concern, and
ensure all activities and interactions are designed to foster growth and development to
each individual’s highest level of accomplishment.

Essential Duties

e Assists residents with all activities of daily living including, but not limited to,
eating, bathing, grooming, toileting, ambulating and/ dressing in accordance with
their treatment plans and level of independence.

e Ensures that residents are neat, clean, well-groomed and appropriately dressed at
all times. (e.g., nails clipped, hair brushed, clean clothing, clothing appropriate to
weather conditions and activities).

e Observes and monitors the health/safety of each resident. Quickly identifies any
potential breaks in Level of Supervision (LOS), incidence of abuse or neglect
reporting, emerging medical concerns and/or potential gaps in health related
protocols and/or other unusual events. Follows all required reporting procedures
in a timely and accurate manner.

e Maintains prescribed LOS for assigned individual(s) at all times. Ensures full
transfer of LOS to a coworker or supervisor if assigned LOS cannot be
maintained for any length of time.

e Maintains an appropriate level of functional engagement with individuals at all
times (e.g., activities of daily living, preparation and clean up for meals,
medication administration, chore completion, meaningful leisure activities,
community outings, etc.).

e Actively assists residents with cleaning and organizing their bedrooms and with
cleaning up after cooking, eating, showering, etc. in accordance with their level of
independence.

e Ensures all individual’s clothing, materials and personal items are appropriately
cared for and are stored in a neat, orderly and safe manner. (i.e., laundered
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clothing is folded neatly and stored in proper location, leisure items such as music
devices or laptops are turned off and put away, or are not knowingly misused.)
Administers and documents medication administration in accordance with
regulatory requirements and policies.

Follows proper transportation procedures for all individuals to and from program.
Participates with residents and Program Specialist in the development and
implementation of an Individual Support Plan (ISP), including individualized
resident goals, and implements all procedures as written in each individual’s
Behavior Support Plan (BSP) and/or Protocol Summary and in the resident’s
teaching plan.

Actively attends to all resident needs throughout the shift and responds to
emergencies and requests for assistance.

Responds appropriately during a crisis (i.e., utilizing only approved crisis
management techniques, being calm and composed, or acting quickly to protect
others) as indicated in the crisis prevention training curriculum or each
individual’s Protocol Summary or BSP.

Relays information and concerns from family members and other visitors to the
appropriate Manager or Program Specialist. Facilitates communication between
residents and their family members as needed.

Trains and assists new/unfamiliar staff with routines, protocols and individual
resident needs.

Participates in committees, accepts special assignments and performs other duties
consistent with the function of the positions for which the employee is qualified
and which is assigned by a supervisor.

Reports and trouble shoots any maintenance or supply problems with the house or
vehicles according to procedures.

Maintains professional boundaries and interactions at all times with residents
Enters data on all targeted behaviors for acceleration and declaration on assigned
individual(s) as indicated in BSP and/or Protocol Summary and accurately enters
data on progress/completion of items in the resident’s teaching plan. Ensures all
data is entered in a timely, accurate and thorough manner.

Documents the completion of all tasks and duties relative to assigned residents
(e.g. hygiene, bed checks, meals, activities, etc.) in CareTracker in an accurate
and thorough manner and within the prescribed timeframe.

Completes daily medical documentation in a timely and accurate manner,
including sleep charts, stool/menstrual charts, food logs, etc. as outlined for
assigned individual(s).

Refers parent inquiries and concerns regarding incidents outside of one’s
expertise to the appropriate supervisor.

Maintains all program environments, including vans, according to safety
standards and informs the supervisor of any hazards which may exist.

All other reasonable duties as assigned by supervisors.
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Basic Qualifications

Education/Training: High School Diploma required. 50 College Credits or more
preferred.

Certifications/Licensure: A valid driver’s license and ability to meet approved Melmark
driver status and a minimum age of twenty-one. Successful completion of employer
provided certification in CPR, First Aid and Crisis Intervention. Successful completion
of Medication Administration training.

Skill(s): Working knowledge of Windows Operating Systems and Microsoft Office.
Teaching skills with emphasis on individuals who are emotionally, behaviorally,
physically and/or developmentally challenged. Experience in the principles and
application of Applied Behavior Analysis a plus.

Experience: Prefer at least one (1) year experience with specialized populations.

WORKING CONDITIONS
Check which working conditions the employee is subject to:
Physical Conditions:

X] Noise X] Extreme temperatures [ | Vibration X] Wet and/or humid
Hazards:
X] Mechanical X Electrical [X] Chemical [ ] Explosives [ ] Radiant energy

X] Burns [_] Other

Atmospheric Conditions:

[] Fumes [X] Odors [X] Dusts [X] Mists[ | Gases [ ] Poor ventilation
[ ] Other

OCCUPATIONAL EXPOSURE

X] Category I - This position has a high probability occupational exposure to Blood
Bourne Pathogens/Tuberculosis.

[ ] Category Il - This position may have occasional exposure to Blood Bourne
Pathogens/Tuberculosis

[_] Category 11 - Exposure to Blood Bourne Pathogens/Tuberculosis is unlikely
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APPENDIX C

MOMENTARY TIME SAMPLE DATA SHEET

Behavior Definitions

Active Engagement (Between Staff Member and Client): Any instance of a staff member coming within one

arm’s length of the client and demonstrating reciprocal play skills with any age appropriate and client preferred
materials; verbally interacting with the client by engaging in client-focused conversation; or providing positive
reinforcement to a client who is engaged in appropriate independent activity. Excludes physical proximity in the

absence of any other interaction and parallel activities

Active Engagement (Client and Activity/Item): Any instance of an individual engaging in an age appropriate

activity or item by physically interacting with the item in the way the item was intended (ex: using marker to
color, draw or write). Excludes any self-stimulation behavior or manipulation of item outside of intended use
and item being in front of the individual but not actively engaged (ex: sitting in front of a puzzle without putting

it together)

Employee Initials

Residence

Date & Starting Time

Momentary Time Sample (30 seconds)

10
LOCATION
Common Area
Bathroom
Kitchen Area
Bedroom
Car/Vehicle Transportation
Other (Specify):
ACTIVITY IN PROGRESS

Scheduled Leisure (Alone)

Transition of Schedule

Working on Task

Meal Time / Snack

Self-Care (Toileting/Dressing)

Alone (No Activity)

Other:

OBSERVED BEHAVIORS

Active Engagement
No Active Engagement

Data Collector Initials

I0A Completed: Yes / No
If yes, list the percentage of agreement:
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APPENDIX D

ACTIVE ENGAGEMENT INSTRUCTIONAL TRAINING POWERPOINT

Defining Active Engagement

Acllve Engagemen' ’ Active Engagement refers to the interaction with a "
h 'l‘ralning E learning environment, including other individuals, z
:  activities or an item, that allows a person to progress
§ toward socially significant goals and enhance overall
: quality of life

Look at the following pictures and
share if you think the picture resembles
a situation where active engagement is

taking place. Why or why not?
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Keeping LOS vs, Active Engagement

Give examples of how you
use active engagement when
working with our individuals

An employee is able to maintain appropriate LOS by
proximity (distance, being near a person) or visual sight.
While keeping an individual safe is vital, merely
maintaining LOS does not encourage or demonstrate
active engagement,

Active Engagement & Direct Care
o Active engagement with individuals involves
actively participating in the learning process by
way of:

o Encouraging communication

o Enhancing social skills

o Engaging in reciprocal play

o Providing differential reinforcement

is all about
TEAMWORK

Active anagcmcnt—i
i
i
i

|

Encouraging Communication: What can YOU do?
= Build rapport with individuals
= Desire to learn likes and dislikes
= Respect and learn preferences
= Respect privacy and boundaries
= Demonstrate respectful and polite behavior
= Model appropriate communication

= REINFORCE!!

How can keeping
LOS look different
from active

engagement?

Encouraging
Communication

Modeling Appropriate Communication

O Say “please” and “thank you”

O Use a respectful tone

O Avoid intimidating body posture
O Avoid talking about the individual
O Avoid side/private conversations
O Be aware of facial expressions

1 Do not talk down to the individual
QO Do not nag or give “orders”

O Do not interrupt the individual

O Demonstrate listening skills

Q Be careful of sarcasm and humor

Model these behaviors even if the individual is not
able to engage in verbal conversation

How can we encourage communication for
individuals who are non-vocal?

What challenges do you face engaging with
individuals who are non-vocal?

Common Mistakes When Working with
Non-Vocal Individuals

s %

o Talking about the individual as if they were not present
f level of the client,

o he and
always demonstrate respect and ensure privacy
o STOP and THINK! Would you say this out loud about yourself?
o Making choices for the individual
o Offer choices
o Encourage decision making
o Provide opp yfor
o Learn preferences!
o Not providing verbal reinforcement or praise
© Vocal ability does not determine cognitive ability
o YOUR tyl
o Be sure to make eye contact or be at eye level
o Use positive facial expressions (SMILE)
o Use upbeat, calm, friendly and positive tones
o Use an appropriate volume
oAvoid shouting or loud levels of speaking
o Remember: It is not just WHAT you say but HOW you say it
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1o Interact with all clients - even with individuals
*who may not be able to engage in conversation
.2 What Can You Do?
o Provide reinforcement
o "Great job using your napkin!”
o Ask questions about their day
o Provide compliments
o "l love that color shirt you have on today!”
o Make general statements
o "It is so hot out there today, | wonder what
the weather will be fomorrow” 1

The Talking Challenge!

Pair up! Assign one person the role of a client and the
other the role of the staff member. The client is non-
verbal. Come up with an activity for the client to be
engaging in (writing, matching task, eating...). The staff
member must talk with the person for one minute
without any vocal response from the client.

Motivation & Reinforcement

Reinforce appropriate communication!
Asking for help
Saying “please” or “thank you”
Requesting an item/activity
“ Engaging in reciprocal conversation
< Social interaction with peers

PR
g A

.

Remember:
Reinforcement
increases the likelihood
of the behavior
happening againin the
future

Together

Modes of Communication

If an individual is non-vocal, what are other ways
he/she can communicate?

1. Icons

2. Schedule

3. Sign Language

4. PECS (Picture Exchange Communication
System)

Why should we stri
a mode of communication? What is the benefit?

PTTIR

Using Reinforcement

f?

Delivery of Reinforcement
Delivery should be:

v Immediate v Specific
v Distinct v Consistent
v Varied v Meaningful to the Individual

Avoid the “Good Job” Trap!

0%
[G0OD_J0B > [Goob 208 |-£20D 55 20D Joi

l!-mm ) JO 208
JOB \s 3
B (Goov==

[l-lmn ,
~I08 | 560 308 (600D J08 |
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Incidental Teaching

Create opportunities to encourage communication,
social skills and learning in the natural environment

Why are social skills important for
individuals with disabilities?

Reciprocal Play and Parallel Play

Parallel play involves individuals engaging in an activity mostly on their
own. Multiple people may be engaging in the same activity, but do not
interact.

Reciprocal Play involves individuals interacting with others as they
engage in an activity.

Example: Reading a Magazine
Parallel Play: An individual and staff member looking a separate
magazines independently.
Reciprocal Play: An individual and staff member looking at the
same magazine and commenting on pictures, colors, asking
questions, or reading the magazine out loud.

Group Activities

!o What are group activities you arrange in your
thome?

*o What are the challenges of arranging a group
.activity?

1o What are the benefits of group activates?

*o What are times of day group activities easy to
.arrange?

Io What are times of day when group activates are
~difficult o arrange?

.© What do you do if an individual refuses the
lactivity or is not interested?

Name group activities
you can arrange while
individuals are waiting
for meals, transition, or
1o leave the program.

Making choices
Appropriate requesting

Social Interaction with Peers
Socially appropriate behavior

v
v
v Greeting and taking turns
v
v

THINK:
What are some natural
opportunities for individuals to
make choices & socialize with

gro
ividual doesn't seem interested, find another activity for the
ual to engage in alone or with another staff member.

an activity that interests the individuals.
Activities do not have to be long 2 con
o Fill “waiting” time or periods between tran:
Be prepared!
o Always have a list or box of activities as a resource to maintain
engagement and fill time.
o Example: Breakfast is taking longer than expected, not everyone is
ready to go on an outing yet.
Use group a ies as a s ng benefit!

o Example: Moments of being short staffed, multiple isting with
an individual or chore. . -
S
e

Individual Engagement

8.
ions with quick activities!

An individual can also be engaged in an activity or item
independently.
Individual engagement is shown by the degree of attention,
curiosity, interest, exc or ion the individual
shows when they are interacting with an item or activity

Describe ways the
individuals you work with
may independently engage

in an activity. N
Remember! o 72
Proximity does not equal . I
engagement! y
! S
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Selecting Items & Activities
+* Learn the client’s likes, dislikes and preferences
<+ Offer choices
<+ Ash the client what motivates him/her
+* Conduct observations
<+ Conduct formal preference assessments

<+ ltems & Activities should be:
“+Age appropriate
++Pertain to the person’s interest
++Easy to maintain supply
< Available for access
“+Ensure the health and well-being of the client

Sy
Questions??)

TG

__

Questions to Ask
v'Is the activity beneficial for the client?
v Does the client have the skills to engage in
the activity?
v'Will it enhance the client's skills and quality
of life?
vIs it an activity the client desires to learn?
vIs it a new activity?
v'Can the client do any of the activity
independently?
v'Can other individuals engage in the activity as
well?

Role Play!

Select a card with an activity.
Demonstrate the activity with a
partner using reciprocal play.
Your partner will play the role of a
non-verbal client. Remember to
use reinforcement!
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APPENDIX E

EMPLOYEE PREFERENCE SURVEY

Please rank your preference for the following available reinforcers to be earned through
participation in active engagement. Please use a 1 to 5 scale, 1 being the most preferred

and 5 being the least preferred.

$5 Wawa Gift Card

$5 Acme Gift Card

Preferred Parking Spot

Lunch with the Department Director

30-Minute Break Exchange
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APPENDIX F

ROLE-PLAY CHECKLIST

Team Observed

Observer:

Location:

Mark Yes (Y) or No (N) for the Following Questions:

Questions:

Yes (Y)

No (N)

. Did the team use reinforcement during the role-
play?

. Did the team demonstrate reciprocal play skills
during the role-play?

. Did the “staff member” socially engage the
“individual” during the role-play?

Did the team use age appropriate language and
materials during the role-play?

Did the team model appropriate communication?
(Saying “please” & “thank you”, respectful tone,
body posture, refraining from nagging, ordering,
or talking about the individual, not interrupting or
using inappropriate humor).

Did the team refrain from communication that
would be considered inappropriate? (Ex: Sarcasm,
nagging, ordering).
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APPENDIX G

INTERVENTION INTEGRITY CHECKLIST

Researcher

Observed:

Observer:

Date:

Location:

Mark Yes (Y) or No (N) for the Following Questions:
Questions: Yes (Y) No (N)
7. Did the lead researcher cover all material in the

PowerPoint presentation?

8.

Did the lead researcher conduct the role-play
scenario at the end of the training session?

9.

Did the lead researcher conduct the employee
preference assessment at the end of the training
session?

10.

Did the lead researcher provide and explain the
consent forms to all employees?

11.

Did the lead researcher address any/all employee
questions or concerns related to the material?

12.

Did the lead researcher address any/all employee
questions or concerns related to the research and
consent form?
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APPENDIX H

PROCEDURAL INTEGRITY CHECKLIST

Researcher
Observed:

Observer:

Date:

Location:

Mark Yes (Y) or No (N) for the Following Questions:

Questions: Yes (Y) No (N)

1. Did the researcher use a timer to ensure accurate
time of samples?

2. Did the researcher observe a staff member who
regularly works in the designated location?

3. Did the researcher observe during the designated
time of 3:00pm to 7:00pm?

4. Did the researcher conduct 10 consecutive
momentary time samples in the observation?

5. Did the researcher ensure each time sample was
30 seconds?

6. Did the researcher refrain from alerting the
employee that he/she will be observed? (Note:
Employees should not know who is being
observed during data collection.)

7. Did the researcher refrain from intervening in the
treatment of the program? (Note: Researcher
cannot intervene or disrupt programming unless an
emergency situation arises at which point data
collection will end).




APPENDIX |

IN VIVO COACHING CHECKLIST

Researcher
Observed:

Observer:

Date:

Location:

Mark Yes (Y) or No (N) for the Following Questions:

Questions:

Yes (Y)

No (N)

1. Did the lead researcher model appropriate
reinforcement strategies? (Ex: modeling social
praise, use of edibles).

2. Did the lead researcher model implementing social
opportunities? (Ex: Greeting, asking questions,
setting up activities).

3. Did the lead researcher follow up model with
opportunity for demonstration and appropriate
feedback?

4. Did the lead researcher model reciprocal play with
the individual during an activity? (Ex: Looking at
a book together, playing music together).

5. Did the lead researcher employee model
appropriate communication? (Saying “please” &
“thank you”, respectful tone, body posture,
refraining from nagging, ordering, or talking about
the individual, not interrupting or using
inappropriate humor).

6. Did the lead researcher provide age appropriate to
the individual?

7. Did the lead researcher refrain from
communication that would be considered
inappropriate? (Ex: Sarcasm, nagging, ordering)
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APPENDIXJ

CHECKLIST ON USE OF PROCEDURES

Researcher
Observed:

Observer:

Date:

Location:

Mark Yes (Y) or No (N) for the Following Questions:

Questions: Yes (Y) No (N)

1. Did the target employee provide differential
reinforcement to a client (social or physical)?

2. Did the target employee encourage
communication (vocal/non-vocal) with the
individual?

3. Did the target employee provide social
opportunities to the client? (Ex: Greeting, Asking
Questions, Activity/Play Interaction.)

4. Did the target employee engage in reciprocal play
with the individual during an activity? (Ex:
Looking at a book together, playing music
together).

5. Did the target employee model appropriate
communication? (Saying “please” & “thank you”,
respectful tone, body posture, refraining from
nagging, ordering, or talking about the individual,
not interrupting or using inappropriate humor).

6. Are the activities or items present age appropriate
to the individual?




