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Researchers compared appropriate behavior scores over time of six residents with schizo-
phrenia participating in therapeutic recreation (TR) within a social-learning program. Ob-
servers used the Time-Sample Behavioral Checklist (TSBC) to collect data. Researchers
grouped TSBC data into five groups of three months each and analyzed data using a repeated
measures analysis of variance. Post-hoc contrast statements were used to find significant
differences among the five groups. Results showed that appropriate behavior scores differed
among groups and increased significantly between two groups. TR within a social-learning
program increased appropriate behaviors over time of residents with severe and persistent
schizophrenia.
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state mental hospitals (Bachrach, Berg-
man, & Harris, 1986). Without appropriate
social and interpersonal skills, individuals
with schizophrenia, when discharged into the
community, may have difficulty functioning
as integrated members of the community
(Card, Schweer, & Hillyard, 1996; Skalko,
1991; Stumbo, 1994/95). However, individ-
uals with schizophrenia can and do learn ap-
propriate social and interpersonal skills
through learning-based treatment (Glynn &
Mueser, 1986; Kazdin, 1985; Liberman,
1988; Liberman, 1994; Liberman & Kopelo-
wicz, 1995; Menditto, Valdes, & Beck,
1994; Paul & Lentz, 1977; Paul & Menditto,
1992). The social-learning program is one
approach that uses learning-based treatment.

Despite research verifying the effects of
social-learning programs on appropriate be-
havior, little research exists on the effects of
specific components within social-learning
programs. One component of a social-learn-
ing program is therapeutic recreation (TR)
(Fulton State Hospital, 1993). No studies
document the effects of TR within a social-
learning program on appropriate behavior
over time. Therefore, the purpose of this
study was to determine if appropriate behav-
iors for residents with schizophrenia in-
creased over time in TR sessions within a
social-learning program.

Related Literature
Social Learning Program

The social-learning program (SLP) devel-
oped by Dr. Gordon Paul entails the system-
atic application of principles and procedures
based on learning theory. SLP teaches adap-
tive skills to individuals with severe and per-
sistent mental illnesses (Paul & Lentz, 1977;
Paul & Menditto, 1992; Paul, Stuve, & Men-
ditto, 1997). Paul designed the SLP to reha-
bilitate individuals with the most severe
mental illnesses residing in psychiatric hos-
pitals. The SLP includes highly sophisticated
behavioral assessment and reinforcement
procedures combined with direct skills train-

ing techniques. In its entirety, the SLP con-
sists of many components including: social
skills training, functional living skills
classes, basic academic classes, TR sessions,
problem solving skills training, cognitive be-
havioral group therapy, vocational training,
and socialization periods. Throughout the
components and during unstructured time on
the ward, staff use behavioral reinforcement,
modeling, and direct skills training tech-
niques. Staff always encourage and teach
residents adaptive behaviors whatever the
component.

Behavioral reinforcement procedures
within the SLP stem from well-established
laws of learning. The law of effect states that
behaviors followed by positive conse-
quences strengthen and become more fre-
quent (Paul & Lentz, 1977; Skinner, 1974).
Behaviors followed by no consequences or
negative consequences weaken and occur
less (Paul & Lentz, 1977; Skinner, 1974).
The SLP includes an elaborate system of so-
cial and material reinforcers. Residents re-
ceive reinforcement for meeting individual-
ized goals based on effort and attention to a
task. For example, within a TR session, a
resident receives a shaping chip and praise
if she or he participates in the activity for
five successive minutes. Then, the resident
receives a token and verbal praise if she or
he participates for five successive minutes
three times during the 40-minute TR session.
In the same TR session, another resident may
need to participate for 10-minutes before re-
ceiving a shaping chip and verbal praise.
Then, the resident may have to participate
continuously throughout the session to re-
ceive a token.

Residents exchange tokens for a variety
of goods and activities. Residents can pur-
chase material goods at the token store. The
store is stocked with beverages, candy, food,
personal grooming items, radios, and writing
materials. Activities a resident can purchase
include going outside on a pass for free time,
buying time to stay in her or his bedroom

First Quarter 1998 29



instead of participating in a structured com-
ponent, watching TV, listening to the radio,
or going to a special recreation event.

Shaping chips bear no value but show
the resident is meeting behavioral goals that
ultimately result in token reinforcement.
Such concrete reinforcers aid the learning
process; however, staff eventually withdraw
shaping chips and tokens as residents pro-
gress through the SLP. Staff maintain the use
of social reinforcement (e.g., verbal praise, a
smile, a pat on the back) throughout the SLP.

The law of association states that actions
and events that occur at the same time or
close together become associated with one
another (Paul & Lentz, 1977; Skinner, 1974).
A resident learns that certain relations exist
between these actions and events (Hilgard,
Atkinson, & Atkinson, 1979). In the SLP,
association takes the form of pairing imme-
diate reinforcement (social and material)
with the occurrence of adaptive behaviors.
Residents come to associate certain behav-
iors with reinforcing consequences. Addi-
tionally, by always pairing social reinforcers
with tokens, the social reinforcers acquire
greater value via the law of association.

Modeling plays an important role
throughout the SLP. Bandura (1977) deline-
ated how individuals learn new behaviors
through modeling. In the SLP, modeling
takes the form of staff demonstrating a be-
havior to the resident and then having the
resident try the behavior. For example, a res-
ident playing a board game may not know
how to take her or his turn. A CTRS might
teach this set of behaviors by first demonstra-
ting the behavior. The CTRS rolls the dice,
counts the spots on each die aloud, and
moves the game piece while counting each
space aloud.

SLP staff also employ the systematic ap-
plication of direct skills training techniques
(Corrigan, Schade, & Liberman, 1992). Such
techniques in all sessions involve breaking
skills down into smaller components as re-
quired for each resident, and then providing
didactic instruction for each resident. For ex-

ample, in a TR session, the CTRS teaches
residents the relationship between nonverbal
behavior and the messages the behaviors
communicate to others. Then the CTRS in-
structs residents on ways to present them-
selves so that verbal and nonverbal behaviors
communicate the same meaning.

No component of the SLP relies exclu-
sively on behavioral reinforcement, model-
ing, or direct skills training. Rather, in each
component staff combine the techniques.
Staff also employ the techniques during free
time using casual interactions with residents.
Staff achieve consistency through extensive
training. Direct observational assessment of
staff is also used to monitor staff perfor-
mance (Paul, 1988).

Empirical Support for the Social-
Learning Program

The SLP stems from a long line of re-
search documenting the effectiveness of
learning-based procedures for adults with se-
vere and persistent mental illnesses (Fu-
oco & Tyson, 1986; Glynn & Mueser, 1986;
Kazdin, 1985; Liberman, 1988; Liberman,
1994; Liberman & Kopelowicz, 1995; Men-
ditto, Valdes, & Beck, 1994; Paul & Lentz,
1977; Paul & Menditto, 1992). The proto-
type SLP was developed as part of a six-
year comparative study of inpatient treat-
ment approaches (Paul & Lentz, 1977). The
study involved a comparison of the effective-
ness of the SLP, a milieu therapy program,
and custodial care. The milieu therapy pro-
gram focused on social interactions, group
activities, and treating residents as responsi-
ble people instead of people needing custo-
dial care. However, the milieu program did
not incorporate principles and procedures of
a SLP. The SLP resulted in more increases
in adaptive behaviors and more decreases
in maladaptive behaviors than the other pro-
grams. Moreover, the SLP treated and dis-
charged more residents, 97% of whom main-
tained continuous community living through-
out the 18-month follow-up. More recent
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research continues to support Paul and
Lentz' findings (Baldwin, Menditto, Beck,
Arms, & Cormier, 1992; Beck, Menditto,
Baldwin, Angelone, & Maddox, 1991; Men-
ditto, Baldwin, O'Neal, & Beck, 1991; Men-
ditto et al., 1994; Menditto et al., 1996).

TR sessions that are the focus of this pa-
per used the principles and procedures of
social-learning. However, little research ex-
ists on the benefits of TR sessions within a
SLP.

Benefits of Therapeutic
Recreation and Learning
Theories

Today, TR practitioners must assess cli-
ent needs precisely and accurately and then
implement programs that produce positive
client outcomes. One reason outcomes must
be documented is so that TR techniques can
be applied from setting to setting. However,
TR practitioners often base interventions on
clinical trial and error (Coyle, Kinney, &
Shank, 1991; Shank, Kinney, & Coyle,
1993) instead of documented techniques.
Clinical intuition may be effective in prac-
tice, but it does not allow for replication of
effective treatment interventions or develop-
ment of protocols. The body of TR efficacy
research is ' 'advancing with the speed of a
glacier" (Ferguson, 1997, p. 405) and health
care will not wait for common practice in
TR to evolve. We must prove TR is "an
effective treatment modality" (Skalko,
1997, p. 12).

Not only is TR efficacy research limited
but much of the TR published research lacks
a theoretical or conceptual framework (Be-
dini & Wu, 1994; Coyle et al., 1991; Shank
et al., 1993). TR must have valid theory so
practitioners know what interventions are ef-
fective and why specific interventions are
appropriate. Lacking a theoretical base,
therefore, defeats the purpose of the re-
search. Without generating or testing theory,
little knowledge is contributed to the litera-
ture.

One theory that TR practitioners use to
teach appropriate social skills and indepen-
dent functioning is social-learning. How-
ever, few published studies exist in TR re-
search validating social-learning.

One study (Finnell, Card, & Menditto,
1997) conducted within a SLP compared ap-
propriate behaviors of residents with schizo-
phrenia during TR and vocational rehabilita-
tion (VR). Results suggested that the same
subjects exhibited more appropriate behav-
iors during TR than VR. Finnell et al. sug-
gested a reason for more appropriate behav-
iors during TR was the combination of TR
and the SLP. Several other studies address
social-learning in changing behavior.

Vogler, Fenstermacher and Bishop (1982)
discussed operant behavior management sys-
tems to control disruptive behavior in TR ses-
sions. The authors stated these systems (e.g.,
praise, prompts) were effective in controlling
disruptive and inappropriate behaviors for in-
dividuals with and without disabilities.

Wong et al. (1987) assessed the effects
of minimally supervised, independent recre-
ational activities on repetitive and non-di-
rected vocalizations in two individuals with
schizophrenia. One subject received tokens
for appropriate behavior and one subject did
not. Wong et al. concluded those indepen-
dent recreational activities using social-
learning were effective in reducing self-talk
and mumbling and that tokens given to one
subject for on-task behavior did not signifi-
cantly contribute to increasing on-task be-
havior.

A year later, Wong et al. (1988) studied
the effects of structured ward activities on
appropriate and psychotic behaviors. Re-
searchers observed ten men with schizophre-
nia participating in structured activities and
during unstructured free time. Residents re-
ceived tokens contingently or noncontin-
gently depending on their behavior. The
presence of structured activities produced a
70% reduction in inappropriate behavior and
a 400% increase in appropriate behavior with
no difference between the two token condi-
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tions. Wong et al. concluded that participat-
ing in structured activities was inherently re-
inforcing and suggested that staff prompting
and the activity were the necessary ingredi-
ents for producing more appropriate behav-
ior and less inappropriate behavior.

Through recreation and leisure activities,
individuals with schizophrenia have the op-
portunity to engage in appropriate social
skills (Corrigan, Liberman, & Wong, 1993;
Smith, Harty, & Riggin, 1996; Stumbo,
1994/95). Social skills training, the SLP, and
TR share a similar goal; to improve social
interactions of individuals with schizophre-
nia so they may function independently, with
more appropriate behavior. Social skill de-
velopment is beneficial for many individuals
with schizophrenia because medications
alone cannot improve skills needed for living
independently (Dobson, McDougall, Bus-
heikin, & Aldous, 1995; Liberman, 1994;
Liberman et al., 1986).

Matson and Stephens (1978) used social
skills training with four women with severe
and persistent mental illnesses. The authors
found that arguing and fighting greatly re-
duced during the study and three months fol-
lowing the study. Liberman et al. (1986) de-
termined that inappropriate laughter and bi-
zarre behavior decreased for individuals with
mental illness when involved in structured
recreational activities as part of social skills
training. Smith et al. (1996) noted that using
recreation in a group therapy session stimu-
lates interaction among group members.
Members focused on simple tasks that en-
couraged them to focus on group goals, sim-
ulating actual social situations encountered
in community living.

However, TR professionals have not fo-
cused on the effectiveness of TR interven-
tions in reducing symptoms of schizophre-
nia. TR professionals can justify the impor-
tance of TR interventions if they are aware
of the impact TR has on behaviors of indi-
viduals with schizophrenia and if the impact
is effective over time. Therefore, the re-
searchers developed the following question:

What effect, over time, did TR services
within a social-learning program have on ap-
propriate behaviors of residents with schizo-
phrenia?

Methods
TR Activity Sessions

The researchers included behavioral ob-
servations recorded during 4:00 pm to 4:40
pm TR sessions on Wednesdays, Thursdays,
and Fridays. All residents in the SLP had the
choice of attending and participating or not.
If a resident attended and participated, she
or he could earn a maximum of two tokens.
If a resident chose not to attend, she or he
could not earn four tokens—two tokens for
purchasing unscheduled time on the ward
during a scheduled treatment activity and
two tokens she or he could have earned. Res-
idents used tokens to purchase items at the
hospital store, to attend outings, to buy-out
of treatment sessions, to purchase activities
(e.g., passes on and off grounds, later sleep-
ing time, single room assignment).

The same male CTRS conducted the TR
sessions over the 15-months. TR sessions
consisted of a variety of active and passive
activities. The CTRS selected activities
based on residents' assessments. Examples
of active activities included volleyball, fris-
bee Softball, koosh ball, kick ball, aerobics,
relays, and soccer. Passive activities in-
cluded trivia, arts and crafts, group murals,
word games, and board games.

What was unique about the TR sessions
was the integration of SLP and TR activities.
TR sessions were dependent on SLP for im-
plementation. Five minutes before sessions,
psychiatric aides reminded residents of the
session so they could be ready and arrive on
time. As a resident attended the session, the
aide handed out one token for attendance and
provided prompts, encouragement to partici-
pate, and verbal praise for attending. The
CTRS then explained the activity and behav-
ioral expectations necessary to earn a partici-
pation token.
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Table 1.
TR Sessions and Observations by Group

Sessions

With CTRS
Observ.

1

33
22 (67%)

2

36
18 (50%)

3

30
17

Group

4

35
(57%) 16 (46%)

5

27
15 (56%)

Total

161
88 (54%)

During the sessions, the CTRS and aide
continually provided positive verbal rein-
forcement (e.g., a great job, good try, a good
answer) for appropriate behaviors displayed
by the residents. The aide focused her or his
attention on each resident to be sure that
the resident was awake and attending to the
activity. Positive verbal and nonverbal (e.g.,
smiles, pat on the back) praise was given for
correct or appropriate responses and actions.
If needed, the aide provided corrective feed-
back for incorrect responses or actions. Each
resident received individual feedback at least
every ten-minutes regarding her or his per-
formance. The CTRS and the aide com-
mented immediately as residents displayed
appropriate behaviors. At the end of each
session, each resident received verbal feed-
back on how she or he did during the activity
and whether or not she or he earned a partici-
pation token.

Design
A time-series design with repeated mea-

sures was used. Researchers grouped data
from observations recorded for 15 months
(April 12, 1994 through July 14, 1995) into
five groups. Each group was three months
in length. Data from the same six subjects
were used in the five groups.

Every group had a different number of
TR sessions implemented by the same CTRS
(Table 1). Group 1 had the highest percent-
age (67%) of sessions with observations and
group 4 had the lowest (46%).

Table 2 shows the number of observa-
tions for each subject during every group.
Subject 2 had the most observations (80) and
subject 5 the least (60). Group 1 had the
most observations (107) and group 5 the
least (68). The fewest number (10) of obser-
vations occurred for subject 6 during group
3 and subjects 3 and 5 during group 5. The
most observations (22) on one subject oc-
curred in group 1. Subjects 1 and 3 were
observed in group 1 every time observers
were present. Researchers analyzed a total
of 418 observations.

Subjects
Subjects were chosen from residents liv-

ing in a large state mental hospital. Residents
were eligible for the study if they resided on
the SLP ward from April 12, 1994 through
July 14, 1995; had a primary diagnosis of
schizophrenia or schizoaffective disorder;
and had at least ten observations in each of
the five groups. [Fewer than ten observations
were inadequate for reliable data analysis
(Paul, Power, Engel, & Licht, 1987).] Six
residents out of 28 on the ward met the cri-
teria.

Four subjects had the diagnosis of
Schizophrenia, Undifferentiated Type; one
subject was diagnosed with Schizoaffective
Disorder; and one subject with Schizophre-
nia, Paranoid Type. All subjects were on
psychotropic medication. The subjects in-
cluded three females and three males, rang-
ing in age from 37 to 57 (M = 45.5). Two
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Table 2.
Number of Observations in Each Group by Subjects

Subject

1
2
3
4
5
6

Totals

1

22
21
22
15
14
13

107

Observations by

2

13
16
16
15
12
15

87

3

12
15
14
14
12
10

77

Group

4

12
15
11
15
12
14

79

5

13
13
10
11
10
11

68

Total

72
80
73
70
60
63

418

subjects completed the ninth grade and four
subjects completed 12 years of school. All
subjects had a history of repeated psychiatric
hospitalizations. The average length of a
continuous stay for subjects' current hospi-
talization was six years and four months.

Instrument
Observers recorded data using the Time

Sample Behavioral Checklist (TSBC; Paul,
1987a). The TSBC provides an ongoing, ob-
jective assessment of resident behavior
throughout the day, in all areas of activity.

The TSBC consists of 69 behavioral
codes divided into seven categories: Loca-
tion; Physical Position; Awake-Asleep; Fa-
cial Expression; Social Orientation; Concur-
rent Activities; Crazy Behavior. Total appro-
priate behavior score includes behavioral
codes in the categories of Physical Position,
Facial Expression, and Concurrent Activities
(Paul, 1987a). Physical Position indicates
whether the resident is sitting, standing, ly-
ing down, walking, running, or dancing. Fa-
cial Expression shows whether the resident
is smiling or grimacing with or without an
apparent stimulus. Examples of Concurrent
Activities include watching, talking or lis-
tening to others, eating, grooming, playing

a game, and singing. The TSBC indicates
appropriate behavior.

Total appropriate behavior scores are av-
erage occurrence of certain behaviors. Total
appropriate behavior scores were calculated
by summing the number of appropriate be-
haviors exhibited in Physical Position, Facial
Expression, and Concurrent Activities and
dividing by the number of observations. A
total appropriate behavior score of 4.00, for
instance, shows the resident performed four
appropriate behaviors during the session un-
der study. Larger scores suggest more appro-
priate behaviors; zero is the lowest possible
value suggesting no appropriate behavior.
No ceiling exists on total appropriate behav-
ior scores.

The TSBC has been tested for reliability
and validity in different types of institutions
and with different populations and programs
(Paul, 1987a). Average interobserver agree-
ment for observer pairs in a multi-institu-
tional generalizability study exceeded r =
.98 (Licht & Paul, 1987). Reliability was r
= .98 for total appropriate behavior scores.
Paul and Mariotto (1987) reported predictive
validity for appropriate behavior scores; pa-
tients released from institutions had higher
appropriate behavior scores than those not
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released. Scores also discriminated between
diagnostic groups and other clinically rele-
vant variables (Paul, 1987b).

Observers conducted weekly checks dur-
ing the current study to maintain high TSBC
reliability. TSBC reliability checks among
the observers ranged from 95% to 100%.

Observer Training
Observers were paid hospital employees

and when hired, entered a five to eight-week
social-learning assessment training. During
the first week of training, trainees focused
on reading and memorizing TSBC codes,
definitions, examples and locations.

Next, trainees viewed videos of actual ob-
servational rounds. As trainees watched and
listened, a beep occurred at the beginning
and end of each two-second observation.
(Each observation lasted two seconds.) By
hearing the beep repeatedly, trainees learned
automatically to gauge two seconds. As
trainees watched the videos, they recorded
responses on the TSBC sheet as if conduct-
ing an observation. Trainees observed videos
until they reached at least 90% accuracy.

In the next training step, trainees memo-
rized every resident's name. Trainees then
accompanied a supervisor on actual observa-
tional rounds. After the round, the supervisor
and trainee compared TSBC codings. A
trainee had to achieve 100% accuracy in 200
consecutive observations before beginning
independent observation rounds.

Data Collection
The observer supervisor assigned each

observer a weekly schedule of sessions to
observe. Once the observer entered the area
and found each targeted resident, the round
started. The observer then began recording
behaviors, limiting TSBC codes to behaviors
that occurred during the two-second obser-
vation.

Data Analysis
Researchers analyzed the data with the

Statistical Analysis System using a repeated

measures analysis of variance test to deter-
mine whether TR had a significant (p < .10)
effect over time on total appropriate behavior
scores. To determine significance (p < .05)
among the five groups, the researchers con-
ducted ten contrasts.

Results
Total Appropriate Behavior
Scores for Each Subject

Researchers obtained mean appropriate
behavior scores for every subject in each of
the five groups (Table 3). Subject 1 main-
tained similar appropriate behavior scores in
the first three groups and increased in total
appropriate behavior from group three to
group four. Subject 1 displayed the highest
appropriate behavior score during group four
and the lowest during group three. Appro-
priate behavior scores for subject 2 steadily
increased from group one to four and
dropped from group four to five. Subject 2
displayed the highest appropriate behavior
score during group four and the lowest dur-
ing group one. Subject 3 exhibited similar
appropriate behavior scores during groups
one and two, increased from group two to
group four and then decreased from group
four to group five. Subject 4 exhibited the
same appropriate behavior score in groups
one and two, decreased in group three, and
had the highest score during group five. Sub-
ject 5 increased from groups one to two, de-
creased in group three, and then increased in
groups four and five. Subject 6 exhibited a
slight increase from group one to group two,
dropped in group three, increased in group
four, and decreased in five.

Figure 1 displays subjects' total appro-
priate behavior scores for each group. One
subject's lowest score was during group one,
four subjects' during group three, and one
subject during group five. The lowest appro-
priate behavior score (3.643) was exhibited
by subject 4 during group three. Four sub-
jects displayed highest total appropriate be-
havior scores during group four. For group
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Table 3.
Mean Total Appropriate Behavior Scores for Subjects by Group

Subject

1
2
3
4
5
6

1

4.000
4.048
4.682
4.067
4.500
4.692

2

4.077
4.688
4.625
4.067
4.917
4.733

Group

3

3.917
4.733
5.000
3.643 '
4.333
4.400

4

4.917
5.000
5.636
3.733
5.167
5.143

5

4.846
4.462
4.300
4.818
5.500
4.909

five, two subjects displayed their highest to-
tal appropriate behavior score. Subject 3 had
the highest score (5.636) of any subject and
this was in group four.

All subjects had similar total appropriate
behavior scores during group one. Scores in-
creased in group four to the highest level for

all but two subjects. From group one to
group four, five of the six subjects increased
in total appropriate behavior scores. Subject
4 was the only subject who did not increase
from group one to four. All subjects had an
increase in total appropriate behavior scores
from group three to group four.

Group 1 Group 2 Group 3 Group 4 Group 5

- 2

Subjects
3 — • - - 4 — — 5

FIGURE 1. MEAN TOTAL APPROPRIATE BEHAVIOR SCORES FOR EACH
GROUP BY SUBJECTS.
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Table 4.
Group Means and Standard Deviations

for Groups

Group

1
2
3
4
5

M

4.331
4.517
4.337
4.932
4.805

SD

.329

.358

.501

.638

.416

Figure 1 shows that two subjects' total
appropriate behavior scores increased, and
four subjects' scores decreased from group
four to group five. Subject 4 had a large
increase and subject 3 a large decrease in
total appropriate behavior scores from group
four to five.

Comparison of Group Means
The researchers employed a repeated

measures analysis of variance to determine
whether a significant (p < .10) difference
in total appropriate behavior scores existed
among groups. The effect of TR services in
a SLP on appropriate behavior scores by
time was significant, F(4, 20,) = 3.26, p =
.0326. Table 4 presents the mean and stan-
dard deviation for each group. Group four
had the highest mean (4.932) and groups one
(4.331) and three the lowest (4.337).

Differences in Group Means
Next, researchers conducted post-hoc

contrast statements to determine which con-
trasts among means were significant (p <
.05). Table 5 presents the comparisons be-
tween the means of each group. A significant
(p < .05) difference existed between groups
one and four and groups three and four.

Discussion
Several limitations are inherent in this

study. We grouped all TR activities together

so references to the effects of specific activi-
ties or types of activities are not possible.
Also, we caution readers that we studied
only TR within a SLP so inferences beyond
a SLP are questionable. The small subject
size and the lack of a control group also limit
the generalizability of the results. However,
even with these limitations, the results offer
positive support for TR within a SLP on ap-
propriate behaviors of residents with schizo-
phrenia. Findings support previous research
on the effectiveness of a SLP in increasing
appropriate behaviors of individuals with
schizophrenia (Menditto et al., 1991; Men-
ditto et al., 1996; Menditto et al., 1994;
Paul & Lentz, 1977). Furthermore, the re-
sults agree with earlier studies in which TR
produced more appropriate behavior in indi-
viduals with schizophrenia (Corrigan et al.,
1993; Finnell et al., 1997; Liberman et al.,
1986; Wong et al., 1987; Wong et al., 1988).

Results also suggest that TR within a SLP
increased residents' appropriate behavior
over time. Contrasts between groups one and
four, and groups three and four were signifi-
cant. Why was there a significant difference

Table 5.
Comparisons Between Groups

Group

1 vs2
1 vs3
1 vs 4
1 vs5
2 vs3
2 vs 4
2 v s 5
3 vs 4
3 vs5
4 vs 5

F

2.70
0.00
8.68*
5.22
1.61
4.55
2.10

17.49*
2.11
0.15

Note. * p < .05.
Statistically significant (p < .05) differences

were found between groups one and four F(l, 5)
= 8.68, p = .0320, and groups three and four
F(l, 5) = 17.49, p = .0086.
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between these groups? We propose that the
significant differences between groups one
and four, and groups three and four were due
to TR treatment effects and the combined
application over time of TR sessions within
the SLP. Based upon the results of this study
and TR literature, we propose involvement
in TR within the SLP provided residents nat-
ural opportunities to interact appropriately
with others. We agree with Stumbo's (1995)
statement that leisure involvement requires
social competence. By engaging in TR
within the SLP, residents were provided with
specific, consistent reinforcement for exhib-
iting appropriate behaviors that occur natu-
rally during leisure activities. As time
passed, residents learned to exhibit appro-
priate behaviors more often.

Significant differences between groups
three and four suggest that residents were
responding to treatment. Residents had ad-
justed to TR and were now responding to
the combination of TR and the SLP. Chance
(1979) stated that learning is a change in
behavior due to experience. Residents in the
study learned what behaviors were appro-
priate by experiencing positive reinforce-
ment and through observing staff modeling
appropriate behavior. From group one to
group four, five subjects increased in total
appropriate behavior scores. Four subjects
displayed their highest score in group four.
Residents' scores were changing as they
learned through experiences.

Subjects exhibited highest appropriate
behaviors either in group four or group five.
Why then was group five not significantly
different from any other group? From group
four to group five, scores decreased slightly,
suggesting a leveling off scores. The leveling
off scores suggests the value of tokens di-
minished as residents accumulated many to-
kens, thus appropriate behavior scores lev-
eled off. Perhaps the longer staff used tokens
the less value residents placed on the tokens,
explaining the leveling off scores. Therefore,
as residents progress through the SLP, staff
slowly withdraw shaping chips and tokens.

The results of this study support earlier
findings in which structured recreational ac-
tivities produced more appropriate behavior
in residents with schizophrenia. Research
(Corrigan et al., 1993; Finnell et al., 1997;
Liberman et al., 1986; Wong et al., 1988)
indicated that participation in structured rec-
reational activities was effective in increas-
ing appropriate behaviors. The authors of
studies combining learning-based proce-
dures and recreational activities reported that
recreational activities increased appropriate
behaviors for two reasons. First, recreational
activities were intrinsically reinforcing, and
second, staff prompting and instructing were
effective in helping residents focus on activi-
ties, perhaps more important than shaping
chips and tokens.

Recreation activities and leisure skills
provide individuals opportunities for social
interaction and development of interpersonal
relations (Skalko, 1991). By engaging in ap-
propriate behaviors, residents exhibit social
interaction skills needed for living in a less
restrictive environment. Social skills encom-
pass appropriate behaviors for group interac-
tion, communication, and relating to others
(Skalko, 1991). By developing social skills,
individuals with schizophrenia are provided
with resources for interacting more effec-
tively in the community (Kopelowicz &
Liberman, 1995; Skalko, 1991; Stumbo,
1994/95).

Based on the current study, TR prac-
titioners now have initial support for provid-
ing TR over time instead of clinical intuition
(Coyle et al., 1991; Shank et al., 1993). The
social-learning techniques used in TR pro-
vide continual reinforcement in a more natu-
ral environment than most interactions in an
inpatient facility.

TR groups in the community such as
shopping, eating at a restaurant, going to
public parks and participating in sports pro-
grams provide an even more natural environ-
ment for appropriate social interactions.
Therefore, we recommend collecting data of
residents' behaviors while in the community.
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By reviewing data collected in the commu-
nity, staff can decide whether groups on or
off grounds promote more appropriate be-
haviors. Some residents leave the hospital
only to return shortly due to inappropriate
behaviors. Residents need to be prepared to
interact appropriately in the community; at
this time TR practitioners have little docu-
mentation as to the types of behaviors resi-
dents exhibit while in the community.

This study adds support to the value of
TR within a SLP. The TR sessions included
activities TR practitioners use every day.
The unique feature was the combination of
TR and the SLP. Therefore, one may ques-
tion the effectiveness of TR outside a SLP.
In the present study distinguishing between
TR and SLP is impossible. If researchers
study some residents receiving TR within a
SLP and some residents receiving TR with-
out a SLP, cause and effect relationships
may be determined and TR practitioners can
determine if TR is "an effective treatment
modality" (Skalko, 1997, p. 12) within a
SLP or outside a SLP.

This study addressed appropriate behav-
ior scores of residents engaging only in TR
sessions. We recommend comparing overall
total appropriate behavior scores across all
waking hours with total appropriate behavior
scores during TR sessions. By comparing the
two, researchers will know if residents ex-
hibit more appropriate behaviors during TR
sessions than overall.

We also recommend addressing inappro-
priate behaviors of residents while engaging
in TR sessions. Do scores decrease? This
study showed that TR produces increases in
appropriate behaviors, but do residents en-
gage in fewer inappropriate behaviors? One
component of ATRA's definition of TR in-
cludes reducing the effects of illness. If
fewer inappropriate behaviors are exhibited,
TR professionals would have more justifica-
tion for the effectiveness of TR on reducing
the effects of schizophrenia.

The social interactions of individuals
with schizophrenia while engaging in leisure

is a complex process that needs to be studied
further. Individuals with schizophrenia need
to develop more appropriate behaviors such
as social interaction skills so they may live
in a less restrictive environment. V ..l.uut so-
cial interaction skills, residents cannot func-
tion as productive citizens in the community
(Card et al., 1996; Stumbo, 1994/95) and
residents are destined to return to the hospital
(Skalko, 1991). Therefore, TR professionals
must concentrate on increasing social inter-
action skills of residents with schizophrenia
while residing in inpatient facilities, so that
residents remain in the community as pro-
ductive citizens when discharged.
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