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ABSTRACT

Solving caregiving issues requires a perspective that captures the interaction between
caregivers and care recipients, rather than focusing on a single individual. We previously
developed a model to systematically analyze the “expectation misalignments” between
two parties. This study verified the applicability of this model using video observations
and reflection workshops at a nursing home. We analyzed two contrasting cases. In
the case of Resident B (dementia with high physical ability), the model successfully
visualized a “behavioral conflict” caused by a lack of prediction, highlighting the need
for environmental design. Conversely, in the case of Resident A (high cognitive ability),
while behavioral expectations appeared aligned, the workshop revealed a “latent
discrepancy” caused by the resident’s “over-adaptation” to the caregivers’ busyness.
The results suggest that while the model is effective for structuring observable
interactions, it requires extension to represent “hidden expectations” and “personal
backgrounds” that are not expressed in action. Future work will aim to implement
this model as a practical reflection tool for caregivers to design appropriate conflict
resolution strategies.
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INTRODUCTION

With the progression of an aging population, the number of people requiring
daily care in diverse settings, such as homes and facilities, is increasing. Such
care practices inherently occur within relationships involving two or more
parties, and their actions and judgments depend strongly on the context of
interaction with the other party (Lyons et al., 2002). Even with the same
pair of caregiver and care recipient, the relationship fluctuates dynamically
depending on the situation and their physical and mental states. Even in
situations where both parties intend “desirable care for the other,” it is not rare
for actions and their reception to fail to align, resulting in tension and friction.
Such discrepancies in interaction, namely “expectation misalignments,” not
only increase the psychological and social burden on caregivers but also
carry the risk of leading to a decline in the care recipient’s motivation for
independence, or in the worst case, inappropriate care and accidents.
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Therefore, to improve the quality and environment of care, an approach
that focuses on the interactions among the multiple individuals involved
in care, rather than on a single subject, is essential. Indeed, research in the
care domain discusses the shift from Person-centered care to Relationship-
centered care, emphasizing the perspective that all care relationships emerge
within the context of interaction (Beach et al., 2006). It has been pointed out
that quality care is underpinned by positive and bidirectional relationships
(Gurung & Chaudhury, 2025), and also in robot research within dementia
care, it has been shown that the relationship between the caregiver and care
recipient significantly influences design outcomes (Hsu et al., 2025).

Design initiatives aiming to improve care environments are expanding to
diverse areas, including transfer assistance, alleviation of loneliness (Tunc
et al., 2023) caregiver support (Layton et al., 2023), and communication
improvement (Probst et al., 2024). However, many of these efforts tend to
designate only one of the involved parties as the primary user, focusing on
support based on individual needs. In other words, a perspective that targets
the interaction itself between the two parties remains insufficient.

On the other hand, turning to psychological theories that explain human
relationships and behavioral principles, frameworks exist that explain the
influence of expectations of others on behavior and relationships, such as
Expectancy Violations Theory (Burgoon, 1978) and Expectation States
Theory (Berger et al., 1977). Additionally, the Theory of Planned Behavior
(TPB) (Ajzen, 1985) is widely used as a model to explain individual behavioral
choices. However, many of these theories focus on specific cognitive aspects
or primarily on the “individual” decision-making process. Consequently,
they are not sufficient to describe and explain the dynamically changing
relationships and discrepancies in interaction between two parties in care
settings.

PROPOSED FRAMEWORK

Given this background, in our previous study (Miyatake et al., 2026), the
authors proposed a framework focusing on the expectation misalignments
to explain conflicts arising between caregivers and care recipients (Figure 1).
Specifically, we extended concepts from behavioral control theories, such as
the Theory of Planned Behavior (TPB), which explain individual behavioral
choices, into a dyadic context. By centering on the “conflict” that arises
between the two parties, we constructed a model that systematically captures
the structure of mutual expectation misalignments. Previous research
suggests that this model not only visualizes the factors contributing to dyadic
conflict but also promotes awareness of factors previously unrecognized by
the parties involved, potentially serving as a catalyst for conflict resolution.

In this study, to apply this model to the analysis of observational data, we
employ an improved version (Model Ver.2) in which the subjects and objects
of the constituent elements have been more clearly redefined. This model
explains the actions taken by the caregiver and the care recipient using
three components: “Attitude toward the behavior,” “Subjective Norm,” and
“perceived behavioral control.” For each of these three components, the model



14 Miyatake et al.

compares the individual’s self-perception with the other party’s prediction,
thereby enabling the visualization of elements where discrepancies occur.
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Figure 1: Refined model visualizing the structure of relational expectation misalignment
within a caregiving dyad.

RESEARCH OBJECTIVE & RESEARCH QUESTION

The objective of this study is to verify whether this model is applicable to
complex cases of expectation misalignments occurring in actual care settings,
specifically, whether it can appropriately describe these events. To this end,
this study addresses the following research questions (RQs):

RQ1: What characteristics of expectation misalignments exist within the
activities occurring in actual care facility settings?

RQ2: To what extent can these cases be appropriately described and
explained by the proposed “Expectation Misalignments Model (Ver.2)”?

A distinct feature of this study is that it analyzes real-time cases captured
through participant observation and video recording in actual care facilities,
rather than relying on interviews recalling past episodes or reports from
third parties.

METHOD

Data collection for this study was conducted with the cooperation of a special
nursing home for the elderly in Japan. This facility serves elderly individuals
certified as requiring Long-Term Care Level 3 or higher, for whom home
care is difficult. The residential area is composed of three units connected
by a single long corridor. In this study, we focused on one of these units,
where approximately 20 elderly individuals reside. The living environment
of this unit consists of approximately three multi-bed rooms, each containing
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about six beds, and two common spaces where residents enjoy meals and
watch television. Within each room, the beds can be partitioned by curtains,
and storage shelves and televisions are placed at each bedside, reflecting a
standard multi-bed room environment.

Data collection consisted of two stages: video recording to document
objective behaviors, and reflection workshops to extract subjective behavioral
intentions. The recording was conducted on December 15, 2025. Regarding
camera placement, fixed cameras were installed to capture the overall space
and flow lines: one in the corridor, one in each common space, and two
inside the resident rooms. In addition, to capture subtle interactions, facial
expressions, and physical contact, we utilized a camera following one specific
caregiver and a camera for close-up shots of care scenes such as transfer
assistance. During the recording, researchers were present at the site but
restricted themselves to observation without intervening, so as not to hinder
natural care practices.

On the day following the recording, an approximately 60-minute reflection
workshop was conducted involving the three recorded caregivers and three
researchers acting as facilitators. The purpose of this workshop was to
verbalize and collect the expectations and intentions of the parties involved,
which are not recorded in the video footage. Specifically, while playing back
the recorded video, we asked questions such as “What was the intention
behind choosing that action?” and “What reaction were you expecting from
the resident at that time?” to extract the information necessary for applying
the cases to the model. We also conducted supplementary inquiries regarding
the residents’ daily conditions and differences in care policies among staff
members.

Two residents were selected from the collected video data for detailed
analysis. First, to capture the mutual expectation misalignments between
caregiver and care recipient, which is the main objective of this study,
we considered it necessary for the internal state of the individual to be
verbalized. Therefore, we focused on Resident A, who possesses the highest
communication ability within the facility. Although Resident A finds it
difficult to move below the neck due to paralysis and requires assistance in
all aspects of daily life, her cognitive function is preserved, enabling clear
communication with caregivers. In this study, we analyzed scenes of her
transfer assistance and daytime daily living activities in conjunction with
information from the workshop.

Next, to capture diverse characteristics of discrepancies corresponding to
RQ1, we focused on Resident B, who possesses characteristics contrasting
with those of Resident A. Although verbal communication is difficult for
him due to severe dementia, his physical function is extremely high; he
can move freely within the facility using a wheelchair and ingest meals by
himself. In this study, we addressed cases where Resident B moved outside
the area intended by caregivers, such as entering dangerous areas or other
residents’ rooms without permission, and analyzed these instances together
with information from the workshop.

We describe the analysis results from the workshop and the application
to the proposed model for these two cases with distinct characteristics. In
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applying the cases to the model, the items regarding self-perception and
prediction by the caregiver and care recipient were populated by two authors
through discussion, based on the actual behaviors in the video data and the
statements made by the parties themselves during the workshop.

RESULT
Case A

In the case of Resident A, many instances were confirmed where expectations
were aligned in terms of behavior. As a representative example, this study
applied the model to a case where Resident A requested a caregiver to tune
the television to her preferred channel during morning transfer assistance,
and the caregiver complied with the request. The results are shown in
Figure 2 below.

Higher-level goals
Want to Stay in Comfort Want Her to be Comfortable I Care Giver's view “ gaps
Attitude Subjective norm Capacity Autonomy
P—— - A
Care Recipient's Attitude toward Own Behavior Has Verbal & She Can Express |
1 i pleag v i
o She Says What | Norms regarding Role Cognitive Ability Her Wants i X )
RalES e She Wants | Caregiver's Ability to Perform Own Behavior During During
i . "
Do It if h Transfer Time | Transfer Time
Caregiver's Attitude toward Care Recipient's Behavior N.A § ! Can Dol Can Dol
' Sikav Possible H an Do It an Do It
! ay if L
i No Problem
i Manageable 1
. - . - Norms regarding Situation N
Care Recipient's Attitude toward Caregiver's Behavlcl:r -, 8 g Perceived control
Grateful Probably i Must s Care Recipient's Perceived Control over Own Behavior
Grateful...? i Balance Balance
! Everyone's | Everyone's Can Do It Can Do It i
Caregiver's Attitude toward Own Behavior Needs Needs g
H Not Caregiver's Perceived Control over Own Behavior
i No Issues T N
i _Unreasonable ! She Knows She Can Ask | Basically Can Do It
i
Intention and Toward Care Recipient's Behavior | Want to Watch My Channel | Want Her to Enjoy TV |
Expectation Toward Caregiver's Behavior | Keep My Channel On | Want to Accommodate if Possible |
Behavior I | Asks to Change Channel Changes the Channel ||

Figure 2: Model applied to Case A.

As this figure indicates, no significant discrepancies were observed in
each component of the model, visually demonstrating that no behavioral
expectation misalignments occurred within the model framework.
However, despite the fact that clear expectation misalignments in the form
of actions or verbalizations were not observed in the recorded data, several
instances were observed during the reflection workshop where interpretations
of Resident A’s perception differed among the caregivers. While one caregiver
suggested that “Resident A might be feeling confused because the detailed
procedures of transfer assistance differ depending on the caregiver,” another
caregiver argued that “since she has not made any remarks berself, she
probably does not mind.” If Resident A had clearly expressed dissatisfaction
or confusion through “actions” or “verbalizations,” the perceptions of
all caregivers would likely have been consistent. Therefore, the very fact
that interpretations among caregivers were divided strongly suggests the
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possibility of a latent expectation misalignment within Resident A; that is,
she harbors a misalignment at the cognitive level that is not expressed as
observable behavior.

Case B

Figure 3 presents the results of applying the model to the case where Resident
B moves around freely, causing the caregiver to struggle with the response.
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Figure 3: Model applied to Case B.

While the caregiver fundamentally holds a negative attitude toward
Resident B’s moving around, Resident B appeared to enjoy the activity.
Furthermore, whereas the caregiver feels a burden in attempting to control
this behavior, it is inferred that Resident B is completely unaware of this
burden. Due to their position as a facility staff member and the presence
of other residents requiring assistance, the caregiver possesses a norm that
they should provide care to all residents in a balanced manner. On the other
hand, it is surmised that Resident B does not possess such a norm. Regarding
Resident B’s ability to move around in a wheelchair, both parties mutually
understand that he possesses this capability, as evidenced by observations
such as his physical strength to move obstructing wheelchairs by himself.

Based on these elements, while Resident B holds the intention to move freely,
the caregiver desires for him to settle down, resulting in a discrepancy in their
actions. The application of the case to the model suggests the possibility that
Resident B lacks awareness regarding many of these elements in the first place.

DISCUSSION
Case A: High Cognitive Function and Restricted Mobility

The reason why behavioral expectation misalignments were not observed
in this instance can be discussed based on the application of the model as
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follows. First, although Resident A’s physical functions are significantly
limited, both parties understood these capability limitations. Furthermore,
since she possesses the ability for clear verbal communication, it was possible
for Resident A to convey her requests to the caregiver and for the caregiver to
receive those requests verbally. Additionally, because Resident A has preserved
cognitive functions, she possesses social norms such as “considering the
surrounding situation and other residents,” and it is conceivable that these
did not conflict with the norms held by the caregivers. Regarding the norms
held by Resident A, this is evident from her daily behavior obtained from the
workshop, where she prioritizes the wishes of other residents regarding the
channel of the shared television and accepts the situation.

However, the discrepancy in recognition among caregivers that was
highlighted in the workshop is inferred to be produced precisely by Resident
A’s high ability and strong norms. Because Resident A has high cognitive
function and can judge situations, she perceives the busyness of the caregivers.
Consequently, there is a possibility that she is engaging in over-adaptation
(McPherson et al., 2007), such as suppressing her original requests or altering
her remarks depending on the caregiver.

In other words, while expectation misalignments manifest as “physical
behavioral discrepancies” in Case B (dementia with high physical function),
structural characteristics were suggested in Case A (physical paralysis with
high cognitive function) where discrepancies tend to become latent within
the user as “discrepancies in recognition and information.” The currently
proposed model structures expectation misalignments primarily starting
from discrepancies expressed as actions or remarks. Therefore, in cases
like Resident A, where the individual intentionally adjusts their actions or
remarks to maintain superficial consistency, there is a limit to expressing the
internal unfulfillment of intentions or endurance using the model diagram
alone. Consequently, it is considered necessary to extend the elements of
the model in the future so that it can infer and reflect not only behavioral
expectation misalignments but also remarks and actions processed internally
by the user.

Case B: High Physical Mobility and Cognitive Impairment

The application of the model to this case indicated the possibility that
elements such as the prediction of others’ expectations and social norms are
structurally absent in Resident B’s behavioral decision-making process. This
visualization reveals that the first step toward resolution is for caregivers
to accept the fact that mutual expectation misalignments are structurally
inevitable, rather than holding excessive expectations toward Resident B that
he will understand verbal instructions or intuitively sense the situation.
Based on this acceptance, the direction of solution design naturally shifts.
As long as expectations cannot be established, solutions dependent on
interpersonal communication and human resources, such as changing verbal
cues or constant monitoring, reach their limits. Instead, resources should be
allocated to the design of the external environment. Specifically, in addition
to defensive design such as physical access restrictions to dangerous areas,
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active design is required to satisfy Resident B’s behavioral intentions, such as
providing objects that attract his interest more than moving around.

However, identifying what Resident B holds a positive attitude or interest
toward other than moving around requires understanding the background
of his positive attitude toward moving around; that is, it is necessary to infer
what interests he held before the onset of his current condition.

The currently proposed model describes variables strictly within the
interaction of the moment, and it does not explicitly specify how such past
background information influences current intentions. In the care of elderly
people with dementia like Resident B, incorporating personal background as
a component of the model was suggested as a future improvement point to
enhance the validity of the model.

CONCLUSION

In this study, to elucidate the characteristics of mutual expectation
misalignments occurring between caregivers and care recipients in actual
settings, we conducted fieldwork and workshops at a special nursing home
for the elderly and verified the applicability of the proposed model to the
collected cases.

The results of the analysis indicated that the proposed model has the
potential to structurally visualize both the state where expectations are aligned
at the behavioral level (Case A) and the state where physical discrepancies
occur at the behavioral level (Case B) using a single framework.

On the other hand, challenges regarding the model toward practical
application were also identified. First, since the current model focuses
primarily on behavioral interactions, it is unable to sufficiently represent
latent expectations that were not outwardly expressed as actions. Second,
the model lacks the temporal element of past background, which shapes the
attitude toward the current behavior.

Future work will involve refining the model by incorporating these
elements. The ultimate goal is to implement this model not merely as an
analytical framework but as a reflection tool for caregivers. We aim to
construct a support system that enables caregivers to objectively view the
mechanisms of misalignments through the model and to design appropriate
resolution strategies themselves.
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