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ABSTRACT 

The purpose of this study was twofold: to test the 

Competence Model for Normal Aging and to generate valid and 

reliable indices of mental health outcomes in elderly 

clients. 

A correlational descriptive design accommodated the 

psychometric assessment of the instruments with a causal 

modeling methodology. The relationship between competence 

and self-esteem was the primary focus. Theoretical model 

testing was used to test the causal relationships between 

competence and three estimates of cognition: causal attri

butions, self-efficacy, and value. Associated demographic 

variables, age, and gender, were included in the model. 

Well elders (n = 137) living independently in Tucson 

participated in the study by completing 9 instruments within 

a 40-minute testing period. The mean age of the group was 

73 (sd = 7.9). A quarter of the sample was at least 80 

years old. All participants were caucasian, with more than 

twice the number of females than males. Most participants 

were married or widowed. 

The instruments met validity and reliability 

criteria in varying degrees. 
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Hypothesis 1 was supported in both the separate 

success and failure models and the total sample theoretical 

model. Self-efficacy (fi = .48) and value (fi = .27) pre

dicted competence (R2 = .42). The social subscale of compe

tence was strongly predicted by the same variables (fi = .53, 

fi = .26; R2 = .39). The same predictors were evident in the 

total sample theoretical model (fi = .52; fi = .25; R2 = .38). 

Hypothesis 2 was partially supported. Self-efficacy 

predicted total competence (fi = .49; R2 = .30) and the 

social dimension of competence (fi = .59; R2 = .32). 

Hypothesis 2 was minimally supported in the total sample 

theoretical model by self-efficacy (fi = .29) predicting the 

social component of competence (R2 = .44). 

Hypothesis 3 was most strongly supported. Compe

tence predicted self-esteem under multiple conditions 

(fis averaged .43). 

The associated demographic and gender variables made 

minimal contributions to the model, except under failure 

conditions. Not being married and being a male negatively 

impacted upon competence (fi = -.21; fi = -.39; R2 = .31). 

Both theoretical and empirical model results have 

similar explained variances. The theoretical model provided 

key information regarding the process of self-esteem, and 

the empirical model provided a guide for clinicians to 

measure mental health outcomes. 
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CHAPTER 1 

INTRODUCTION 

The development of technologies that prolong life 

have enabled many older Americans to progress to a life

style beyond struggling to meet basic biological needs. 

Although poverty and hunger continue to pose threats to 

some elderly individuals, other more affluent Americans are 

confronted by a different caliber of challenge. with an 

unanticipated longevity that spans 80, 90, or even 100 

years, comes the dilemma of deciding what constitutes a 

meaningful use of one's later years. In addition, there is 

the problem of adapting to an environment of unprecedented 

change. without theoretical models to support coping 

strategies in older individuals, health-care professionals 

are resorting to trial-and-error methodologies. The pur

pose of this study was twofold: (1) to test a theoretical 

model of competence in elderly persons and (2) to generate 

valid and reliable indices of mental health outcomes in 

elderly clients. 

The rapid dissemination of information through the 

media has enabled many older individuals to be intellec

tually prepared for some changes. They are able to cope 

with major transition periods such as the departure of 
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children from the home, grand-parenthood, and retirement 

without difficulty. Even losses of major proportion such 

as the death of a family member, depleted financial 

resources, and diagnosed physical illnesses can be met 

without precipitating a psychological crisis. A crucial 

factor in maintaining emo·tional equilibrium is the extent 

that change has been anticipated, and that a period of 

adjustment was achieved between losses (Neugarten, 1984). 

Yet, the likelihood of a prolonged life-span does not 

enable one to predict the timing or the frequency of 

stresses. Perhaps the only certainty is the need for well-

established coping skills that are utilized on a daily 

basis. 

statement of Problem: 
General Background 

Despite the inevitability of rapid change influ-

encing all aspects of daily life, a concern for the pres-

ervation of the mental health of older Americans has not 

been reflected in health-care systems. The full spectrum 

of psychological services targeting the prevention of men-

tal illness, as well as the actual diagnosing and treatment 

of psychiatric disorders has been limited by three factors. 

These factors are the: 

1. stereotypic myths associated with aged individuals, 

2. lack of explanatory models that support specific 

treatment interventions, and 



3. instrumentation issues that impact upon the 

measurement of mental health outcomes in the 

elderly. 

All three contributing factors are presented in the fol

lowing discussion. 

Myths of Aging 

18 

Stereotypic notions of old age undermine elder-care 

planning since the aged client is not viewed as a viable 

candidate for mental health services. Older individuals 

are often assumed to be too ill to benefit from a variety 

of preventive, ambulatory, or short-term treatment modali

ties. While poor health is of primary concern to older 

Americans, the Long-Term Care Survey from the National 

Center for Health Statistics (as reported by Dychtwald & 

Zitter, 1987) found that fewer than 1 in 5 individuals over 

the age of 65 had any disabilities, and less than 1 in 25 

were severely disabled. Despite the fact that the majority 

of older persons have one or more chronic health problems, 

there are fewer reported acute conditions for this age 

group than any other. This same trend is evident in the 

treatment of mental illness. Mental deterioration is often 

assumed to be inherent in the aging process, yet, fewer 

than 5% of individuals over the age of 65 experience severe 

cognitive dysfunction (Dychtwald & Zitter, 1987). As long 

as the public's image of older Americans exaggerates the 
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inevitability of physical and emotional deterioration, 

health-care options will not reflect the more vital con

cerns of consumers. Elderly individuals are seeking the 

full complement of health-care services, including mental 

health, afforded younger age groups. These services 

include "early risk management, prevention and health 

education, through acute care and rehabilitation" (Dycht

wald & zitter, p. 43) and not the more traditional support

ive modalities implemented in anticipation of death. 

A second stereotype of old age is the belief that 

most older Americans live in poverty, and therefore cannot 

afford health care. In reality, many elderly individuals 

have prospered financially as a result of hard work and 

effort. Assets and savings accrued over a lifetime have 

enabled many older persons to experience a degree of wealth 

unparalleled by younger persons. The median per capita 

income in elderly households is only $500 below the 

national average. This income is higher than any other age 

group, with the exception of the prime wage earners aged 45 

to 64 (Dychtwald & Zitter, 1987). In addition, the avail

ability of government assistance in the form of Medicare, 

comprehensive insurance and housing, occurring at a time in 

the older person's life when living expenses and taxes are 

reduced, provides the elderly consumer with financial 

bargaining power. 
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In addition to the myths that the elderly are in 

poor health and living in poverty is the more damaging myth 

that all elderly are the same. Since no other age group 

spans more than 30 years, this segment of the population 

represents more diversity than other age groups. "Varia

ation is greater among the elderly than other groups in 

terms of health, education, lifestyle, marital status, 

physical capabilities, living arrangements [and] economic 

well-being" (Dychtwald & Zitter, p. 44). This diversity is 

explained in terms of three life stages of aging; two of 

which apply to the participants in this study. The second 

stage, later adulthood (60 through 79) is characterized by 

some reduction in activity. Yet, the majority of the 33 

million Americans within this group are able to care for 

themselves and remain engaged socially with others. Only 

within the last phase of old age (80 and beyond) do the 

majority of health-care problems and dependency issues 

become most pronounced. Despite these changes, the major

ity of the 6 million individuals who are 80 years of age 

and older remain mentally alert and live within their own 

residences (Dychtwald & Zitter, 1987). By not differen

tiating between the three stages of aging, all older 

Americans are assumed to be in the last stage of life and 

beyond human intervention in terms of health, financial 

well-being, and genuine quality of life. 
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Lack of Explanatory Models 

The second factor contributing to the lack of psy

chological resources available to aged individuals is the 

absence of explanatory models or theories of aging that 

sUbstantiate a particular psychiatric intervention. In the 

event that an elder requires psychological services, care 

is rendered without the benefit of a scientific basis for 

treatment. At times, the clinical merit of a treatment 

modality is assumed based upon subjective indicators of 

change and without the benefit of empirical evidence in 

support of key variables and their underlying relation

ships. Currently mental health professionals remain 

substantively without direction when responding to the 

question of whether any "reasonable" therapeutic inter

vention is effective with older individuals (Sparacino, 

1978, 1979). 

until recently the lack of knowledge regarding the 

unique needs of older persons has contributed to the frus

tration of the health-care giver and the rejection of the 

aged individual. In addition, assumptions regarding "the 

older person's ability to learn, be rehabilitated, and 

cooperate with medical and nursing regimes" (Hall, 1984, 

p. v) have created a skepticism regarding the merits of 

geriatric research in general, and more specifically, 

treatment interventions unique to the elderly. Due to the 

limited number of controlled intervention studies 



22 

documented in the geriatric literature, current approaches 

to therapy can be described as "typically vague and anec

dotal • • • and/or general and methodologically deficient, 

with almost no attention given to the relative efficacy of 

different approaches" (Sparacino, 1978-1979, p. 215). As a 

result, mental health professionals select psychological 

interventions on the basis of little or no evidence of suc-

cess with a geriatric age group. The elderly individual is 

expected to respond to treatment interventions in a similar 

manner as young adults, and yet, "the fit between patient 

and intervention may be inexact or limited in scope" 

(Eisdorfer & Stotsky, 1977, p. 732). 

Instrumentation Issues in Measuring 
Mental Health Outcomes 

The remaining factor impacting upon the health care 

of older persons is the difficulty in measuring mental 

health outcomes~ Attempts to measure the efficacy of 

psychological interventions with older individuals have 

contributed little substantive or empirical clarity. The 

research efforts that are reported in this discussion 

typify some major obstacles to measurement. Such obstacles 

include: 

1. conceptual ambiguity, 

2. equivalence of concepts and measures across age 

groups and populations, and 
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3. measurement error introduced through test 

construction. 

Although these instrumentation issues were evident across 

the concepts in the Competence Model for Normal Aging, for 

the purpose of illustration the competence variable alone 

is described here. 

conceptual Ambiguity. The first problem identified 

with the operationalization of the competence variable is 

the lack of conceptual agreement evidenced generally in the 

literature which is transferred to studies of elders. Con

ceptual ambiguity is perpetrated through the use of multi

ple definitions of the variable that differ among studies. 

Competence has been defined in distinctly differing ways, 

such as denoting "a motivating or rewarding element of the 

self-concept, a cognitive ability, interpersonal or social 

skills, objectives for educational programs, and legal 

status" (Sundberg, Snowden, & Reynolds, 1978, pp. 195-

196). Further differences have been created by the docu

mentation of multiple types of competence, e.g., social 

competence, interpersonal competence, behavioral compe

tence, and mental competence. Social competence has been 

described most extensively. Phillips and Zigler (1961) 

attempted to define social competence by identifying 

symptom clusters that indicated the tendency to avoid 

others and to indulge self. In their study of state 
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hospital patients (n = 480 males and 313 females), Phillips 

and zigler divided patients into groups on the basis of 

psychiatric symptoms described in the patients' case his

tories. The patients were asked to respond to six items 

that defined competence in terms of biographical variables 

such as: age, intelligence, education, occupation, employ

ment history, and marital status. Responses to these six 

items provided an estimate of a premorbid tendency toward 

schizophrenia in adults (~= < .05). Additional docu

mentation has been reported in support of the premise that 

deficiencies in social competence predispose the individual 

to mental illness (Lewinshon et al., 1980; Beckfield-Fisher 

& McFall, 1982; Haberman et al., 1979; Levinson & Campus, 

1978). Social competency skills have also been reported 

to be useful in the assessment of appropriate behavior of 

school age children in the classroom (Kohn, 1977), and as 

an index of the level of functioning in the areas of self

help skills, communication, initiative and social skills 

in retarded children (Lawrence & Kartye, 1971). Benoliel, 

McCorkle, and Young (1980, p. 3) defined social dependency 

in terms of three capacities: "self-care competence, 

mobility competence, and social competence," and these 

capacities are believed to be predictors of adult role 

performance. 

The second type of competence reported in the 

literature is interpersonal competence. Theoretical 



support for this concept originated with White's (1959, 

1963) assumption that there is a basic drive within all 

individuals toward mastery of their environment. From 
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this drive comes the development of a cumulative experience 

of competence that transcends all interactions with the 

external world (Wagner and Morse, 1975). Based upon 

White's theoretical framework, Wagner and Morse generated 

a 50-item questionnaire that utilized a Likert format to 

index responses to a wide variety of organizations, tasks, 

skills, and work experiences in an employment setting. 

O'Malley (1977), on the other hand, defined interpersonal 

competence in terms of ability to maintain an individual 

identity as well as an identity apart from others within 

a social environment. The psychological components that 

underlayed the ability to maintain these identities are: 

"(1) the ability to take the role of the other; (2) pos

session of a varied repertoire of lines of action; and 

(3) possession of intrapersonal resources to deploy effec

tive tactics in situations where they are appropriate" 

(Weinstein, 1969, cited in O'Malley, 1977). Both defi

nitions of interpersonal competence emphasized specific 

skills that characterized the individual and are drawn upon 

in social settings. conceptual confusion has been evident 

in differentiating interpersonal competence as it is mani

fested across populations in children and adults, and in 



settings as varied as a classroom and a place of employ

ment. 
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The third type of competence discussed is behav

ioral competence. Lawton (1972) primarily focused his 

research efforts on operationalizing the concept of behav

ioral competence. This concept focused upon a hierarchy 

of organizational tasks that may be objectively evaluated, 

since they represented distinct behavioral domains. 

Behavioral competence, as specified by Lawton and as 

described in Chapter 3, was indexed in terms of the follow

ing domains: life maintenance, functional health, percep

tion and cognition, physical self-maintenance, instrumental 

self-maintenance, effectance, and social role performance. 

Assuming a theoretical orientation opposite that of White, 

Lawton (1972, pp. 122-123) envisioned behavioral competence 

to "not be an enduring dimension," and that being a behav

ior, it is unlike personality or ability, and has no inner 

aspects. As a result, the competence index generated by 

Lawton specifically for use with elderly individuals, 

excluded any internalized, psychological orientation to 

behavior. 

The remaining type of competence discussed is 

mental competence. This concept has been described in the 

literature as the degree of functional impairment evidenced 

by individuals who may be senile, or experiencing mental 

decline as a result of a physiologically or chemically 



induced process. studies utilizing the concept of mental 

competence as a criterion of cognitive functioning gener

ally incorporate a battery of psychological tests. 
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Tobacyk, Dixon, and Dixon (1983), for example, included a 

mental status schedule and a behavior rating scale of 

mental impairment in their assessment of mental competence. 

Although the studies just cited do not represent a compre

hensive review of the competence literature, they are 

indicative of a generalized lack of agreement in the field. 

Confusion stemming from the definition of competence 

hampers research efforts with elders. 

Equivalence. In addition to discrepancies in the 

definition of competence is the issue of equivalence of 

concepts and indices across diverse populations and testing 

situations. No one index of competence as defined by White 

(1959), for example, has been generated specifically for 

use with elderly sUbjects. Edinberg, Karoly, and GIeser 

(1977) developed a behavioral measure of assertiveness for 

older adults, based upon Goldfried and D'Zurilla's (1969) 

model for assessing competence. This index was based upon 

a sample of assertion-related situations to which the 

elderly subject chose one of five possible responses. 

Although the Edinberg et ale (1977) instrument is an 

example of an instrument constructed for use with older 

persons, little validity and reliability data are available 
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to support its continued use. Edinberg et ale reported the 

difficulty in attempting to generalize assertive behavior 

which seemed to be situation-specific across situations. 

The identified lack of instruments for use with elderly 

subjects, in addition to a competence literature base 

extracted from studies of children, college age students, 

mentally ill individuals and some old~r subjects, presented 

major measurement obstacles to this researcher. The docu

mented lack of equivalence in concepts, subjects and test

ing situations prevented any empirical conclusion to be 

drawn regarding the measurement of competence in an elderly 

population. 

Measurement Error from Test Effects. A final 

measurement issue has been the impact of test construction 

upon sources of error. Psychometric testing employed with 

elderly subjects must take into consideration sensory defi

cits such as poor sight and impaired hearing. The presence 

of any chronic degenerative illness or persistent pain may 

also limit the individual's ability to concentrate for long 

periods of time, to physically complete lengthy scales, and 

to be able to comprehend what is being asked. Further com

plications may arise from the use of a variety of pharmaco

logical agents during the time of testing. As a result, 

clinical tools used with elderly individuals generally need 

to be quick to administer and easily readable. 



Summary of Instrumentation Issues 

In summary, the psychometric assessment of varia

bles such as competence has been limited due to three 

instrumentation issues: 

1. the lack of agreement regarding the definition of 

the concept, 

2. the lack of equivalence of the concept across age 

groups and samples, and 
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3. the impact of noncognitive factors upon the method 

of test construction. 

These issues have been addressed in this study and are 

reflected in the actual competence instrument generated. 

Research Purpose and Objectives 

The purpose of this investigation was to: 

1. develop and empirically test an explanatory model 

of competence in elderly persons and 

2. generate valid and reliable indices of mental 

health outcomes in elderly clients. 

Competence was the primary psychological variable opera

tionalized within the model. White's (1959) definition of 

competence provides the theoretical support for the devel

opment of this particular geriatric assessment tool. In 

addition, the variables of self-efficacy, causal attribu

tions, value and self-esteem were included in the 



theoretical model. Both aspects of the purpose were 

addressed in this investigation by the objectives to: 

1. identify the relationship between competence and 

the three variables of self-efficacy, causal 

attributions, and value; 
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2. identify the association between competence and the 

mental health variable of self-esteem; and 

3. determine whether the specification of the rela

tionships within the model provides empirical 

support for further investigations targeting com

petence as a primary index of mental health in 

elders. 

While generating and empirically testing the mental 

health outcome indices in this study, particular attention 

has been focused upon the generalizability of the items 

across situations and as applicable specifically to an 

older group of subjects. Initial validity and reliability 

estimates provided empirical support for the competence 

instrument as a potentially useful index of change within a 

psychotherapy context, if subsequent stability estimates 

are also satisfactory. Attention was given to the number 

of items in the tool, readability, and ease in which the 

competence instrument can be understood and completed. 

Initial pilot testing with older persons provided prelim

inary data regarding potential sources of measurement error 

due to test construction. 
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Significance 

The discussion of the lack of psychiatric/mental 

health resources for the elderly has been presented from 

the perspective of the investigator who is attempting to 

provide an empirical approach to the problem. Further 

contributing to the severity of the problem is the extent 

of mental illness in aged individuals and the reluctance of 

health-care providers to utilize existing treatment inter

ventions. This study was designed to provide an empiri

cally tested theoretical model, and valid, reliable indices 

of mental health outcomes as potential tools for determi

ning the effectiveness of current mental health practices. 

Evidence can then be provided as to the appropriateness of 

the charge that "money is being spent to protect the 

elderly at the expense of our youth" (Watts, 1987, p.4) 

within existing health-care systems. 

The actual and projected number of elderly individ

uals in the united States indicates a major trend in the 

direction of maximum utilization of full-service health

care resources. Comprising 11% of the population, the 

elderly and specifically those who are 75 to 85 years of 

age are the fastest growing population in the united states 

(Butler & Lewis, 1982). In less than 50 years, older 

Americans will comprise up to 20% of the population, 

creating a socioeconomic explosion that has not been 



anticipated by the present health-care system (Abdellah, 

1981). 
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The extent of mental illness in the older person 

can be estimated in terms of "psychiatric illness [being] 

the largest single cause of chronic disability in the 

elderly" (Campbell, 1974, pp. 96-116). Of all mental 

health problems "probably the most common illness suffered 

by older people is that of 'reactive depression'" (Brody, 

1980, p. 64). In the report of the Mini-Conference on the 

Mental Health of Older Americans (Brody, 1980), depression 

alone accounted for 10% to 30% of the psychopathology found 

in individuals 65 years of age or older. The particular 

importance of intervention in the depressive cycle of the 

aged person is intensified by the high rate of suicide 

among the elderly. The aged account for roughly 25% of the 

reported suicides (Butler & Lewis, 1977), and this rate is 

approximately three times as great as the rate in younger 

individuals (Pfeiffer, 1377, cited in Davison & Neale, 

1982, p. 544). In Arizona, for example, the suicide rate 

for individuals 65 and older was 32.4 per 100,000; 67% 

higher than he national average (Hubert, 1986). The 

growing numbers of elderly individuals with diagnosable 

psychiatric problems and the documented lethality of older 

individuals, once suicidal, provides support for the need 

for a full spectrum of psychiatric/mental health services. 
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The inadequacy of existing mental health services 

for older persons may be described not only in terms of the 

extent of psychiatric/mental health problems in the aged, 

but also the avoidance of elderly clients by health-care 

professionals. Mental health professionals often view the 

elderly person as irreversibly damaged. Consequently, the 

professional sees terminating rather than aging patients. 

As a result, the majority of older Americans are approached 

by therapists from the point of view of requiring assis

tance with preparation for death and not needing assistance 

to qualitatively improve their life. 

Professional involvement with the elderly has been 

limited based upon the mentality that "to conduct psycho

therapy with the aged person is to enter a relationship 

with a low-status individual and to employ a technique that 

carries a low-status connotation with respect to its chal

lenges to professional skill" (Kastenbaum, 1964, pp. 139-

140). Other reasons for the lack of accessibility of prac

titioners to elderly clients are (Cohen, 1978): 

1. The aged stimulate the therapist's own fears 

regarding old age. 

2. The elderly clients arouse the therapist's own con

flicts regarding his/her relationship with parental 

figures. 

3. The therapist believes she/he has nothing to offer 

since the older client is incapable of change. 
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4. The therapist believes his/her psychodynamic skills 

are wasted on someone so near death. 

5. The patient may die during treatment. 

6. The therapist's colleagues may be contemptuous of 

his/her efforts. 

Documentation of these negative attitudes was 

evident in the professional literature across disciplines. 

A 1970 study (Arnoff & Kumbar) of 16,449 American psychi

atrists 'indicated that 56% of the psychiatrists surveyed 

spent no time with clients over the age of 65. In that 

study, the general failure of the medical community to 

evaluate and treat the psychiatric problems of the elderly 

was partially attributed to the lack of emphasis placed 

upon the study of older individuals by academic institu

tions. Although some progress has been made in the 1980s, 

ageism has not been reversed in the curricula of profes

sional schools or training programs (Butler & Lewis, 

1982). 

other mental health professionals have demon

strated the same reluctance to intervene in the mental 

health needs of the elderly. In a national survey of 

psychological practitioners, fewer than 100 psychologists 

had received formal training in the psychology of aging 

(storandt, 1977). Dye (1978) reported that there were 

fewer than 400 clinical psychologists engaged in therapy 
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with older adults. Mills, Wellner, and VandenBos (1979) 

reported that 28 of the 25,510 psychologists listed in the 

National Register of Health Services Providers had 75% of 

their clients over the age of 65, and that these 28 clini

cians were significantly older than other groups of psy

chologists. One favorable study indicating change was 

reported by Dorken and Webb (1979). In their study of fee

for-service psychologists, 7% of the clients involved in 

therapy were 65 years of age or older. Although progress 

is evident within the professional mental health community 

in overcoming resistance to caring for the elderly, the 

mental health needs of this population remains a low 

priority. 

Despite the fact that nurses have traditionally 

been the professional group most involved in the care of 

the elderly (Conti, 1973; Morrison, 1973; Ebersole, 1976), 

they also have demonstrated the same pattern of avoidance. 

Brown's (1966-1967) study indicated that nursing personnel 

preferred younger patients to older patients. Campbell 

(1971) reported that stereotypical attitudes concerning 

older people existed for all levels of nursing personnel. 

Registered nurses with the most extensive educational 

preparation and who spent the least amount of time with 

the elderly in direct care, were least affected by negative 

attitudes. Licensed practical nurses and nursing 
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assistants incorporated more of the stereotypes into their 

thinking, but were also more willing to work with the 

elderly than registered nurses. 

On the basis of education, Gillis (1973) indicated 

that nurses prepared at the associate and diploma levels 

had the most positive attitudes toward the aged. Bacca

laureate nurses were less positive than the licensed 

practical nurses. In a study of collegiate nursing stu

dents, DeLora and Moses (1969) reported that obstetrics and 

pediatrics were the most positively favored specialty areas 

of nursing, and attracted the most qualified students. 

Geriatrics, on the other hand, attracted the students who 

had the lowest scores. Additional studies reported in the 

nursing literature have stressed the importance of basic 

learning experiences in the formation of negative attitudes 

toward the elderly (Gunter, 1971; Tollett & Adamson, 1982), 

as well as positive attitudes (Evans, 1969; Heller & Walsh, 

1976; Hart, Freel, & Crowell, 1976; Brock, 1977; Chamber

land et al., 1978; Tobiason et al., 1979; Benson, 1979; 

Hogstel, 1980). Although there has been a trend since the 

1960s in schools of nursing to provide positive educational 

experiences with elders, the practicing nurse of today may 

approach the care of the elderly with less innovative 

interventions than other age groups. 

At present, the value of geriatric nurse psycho

therapists who assess, intervene, and evaluate their 
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clinical efforts remains unsubstantiated. without a 

scientific basis for psychiatric treatment, nursing 

interventions are then based upon rituals and intuition 

(Jacox, 1974). The competence instrument generated within 

this study provides a potential mechanism for measuring 

progress in therapy with an elderly client. Additional 

data regarding the relationships among variables identified 

within the Competence Model contributed to the development 

of a practice model to guide psychiatric mental health 

specialists. 

Summary 

The problem of a lack of viable mental health treat

ment interventions for elders can be used to support the 

need for a more comprehensive model of aging that targets 

mechanisms for coping and adaptation. Instrumentation 

issues affect the measurement of mental health outcomes. 

The importance of research efforts to determine the effi

cacy of psychological interventions with elderly individ

uals cannot be overstated. The theoretical and operational 

model for this study is discussed in Chapter 2. 
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CHAPTER 2 

THEORETICAL FRAMEWORK 

In order for older individuals to display compe

tence as they cope with change throughout the aging pro

cess, specific cognitive and performance characteristics 

are essential. Elderly persons are believed to have 

different coping and adaptation strategies than younger 

individuals (Lieberman, 1975). An example of this dif

ference is found when determining the amount of change 

required of older people by an event, "rather than the 

perceived meaning of a stressful event" (Lewis & Johansen, 

1982, p. 500). The Competence Model for Normal Aging 

evolved out of observations of older individuals who had 

experienced unanticipated, multiple changes, and who later 

required psychiatric nursing interventions. 

Chapter 2 contains the theoretical framework of 

the proposed middle-range theory depicted in the Compe

tence Model for Normal Aging (Fig. 1). Included in this 

chapter is the core model at two levels of abstraction: 

construct and concept, as well as the definitions of the 

variables, and corresponding relationship statements that 

link the variables. An expanded model that was operation

alized within this dissertation is also described. 



Stage 1: Stage 2: Stage 3: 
Cognitive Processes Behavioral Response Psychological Outcome 
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Figure 1. Construct-concept levels of the 
Competence Model for normal aging as depicted in well 
elderly 
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The expanded model included associated variables that 

impact upon the core model, their labels, definitions, and 

relationship statements. The operational hypotheses are 

also presented. 

Core Model (Conceptual Model) 

The Competence Model for Normal Aging has three 

stages. stage 1 depicts the cognitive processes specified 

within the model. stage 2 addresses the behaviors or 

performance variables that are modified by the cognitive 

processes in stage 1, and stage 3 includes the psycholog

ical outcome variables that are mediated by cognitive and 

behavioral processes. specified within the Competence 

Model for Normal Aging are the constructs of cognition, 

performance, and mental health. Also specified are the 

three Stage 1 cognitive concepts (causal attributions, 

self-efficacy, value) and the stage 2 and 3 concepts 

(competence and self-esteem). 

Figure 1 denotes both the construct and concept 

levels of the theoretical framework. Following a modified 

Gibbs (1972) format, the constructs within the model are 

identified by capital letters. The concepts appear 

directly below the constructs, and are linked by vertical 

lines representing postulates. The arrows in the model 

represent relationships or propositional statements linking 

concepts. Documentation describing the scientific basis 
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for the propositional statements is provided within the 

text below. Gibbs (1972) stated that the constructs 

reflect the highest level of abstraction within a theory; 

therefore they cannot be completely defined nor are they 

empirically applicable. Consequently, the constructs 

specified within this model are only partially defined, 

while the concepts are totally defined so they can be 

operationalized in this particular study. The constructs, 

concepts and their definitions, and relationship state

ments are discussed sequentially by phase. While the 

Competence Model for Normal Aging is essentially nonrecur

sive, it was explained as a linear model in an effort to 

avoid sUbstantive confusion and corresponding measurement 

error. 

stage l--cognitive Processes 

The theoretical framework for the Competence Model 

for Normal Aging was derived primarily from social learning 

theory and a later developing offshoot of social learning 

theory, attribution theory. 

cognition. The first construct identified is cog

nition. Cognition refers to the mental processes involved 

in acquiring knowledge. Included in the construct of cog

nition are the stages, components, and mechanisms involved 

in the reception of environmental cues, and the initiation 

of responses. The encoding, storage, and retrieval of 



information, memory structures, and the evaluation of 

theoretical prototypes of mental activity are all compo

nents of the construct of cognition (Ostrom, 1984). 
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Cognition, as conceptualized in social learning 

theory, is instrumental in the learning of all behaviors 

(Sokolov, 1972). Through the regulation of information, 

cognition enables the individual to learn through direct 

experience, or to learn vicariously through the observation 

of others. The ability to initiate behavior based upon the 

responses of others eliminates the need to acquire knowl

edge through a trial and error process. cognitive capaci

ties in the form of individual thoughts or as elements in 

sequential learning, account for the. emergence of complex 

behaviors. A hierarchy of behaviors evolves not as "uni

tary patterns but is formed through integration of many 

constituent activities of differing origins" (Bandura, 

1977, p. 17). 

As individuals deal with everyday events, they 

develop a repertoire of behaviors that result in the 

repetition of successful activities and in the elimination 

of ineffectual actions. cognition enables the individual 

to select behaviors based upon anticipated response conse

quences (Bandura, 1977). Response consequences have three 

functions: (1) the generation of information, (2) the 

motivation of specific behaviors, and (3) the strengthening 

of responses through the automatic repetition of certain 
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behaviors (Bandura, 1977). consequently, cognition 

regulates the type of learning that occurs as individuals 

anticipate the consequences of their actions, and then 

recall this information at a later point in time. An 

example of this process occurs when the older person finds 

out that complaints about physical aches and pains elicit 

more sympathetic responses from others than reporting that 

they are lonely or afraid. 

The three conceptual indices of the cognition 

construct in stage 1 are: causal attributions, self

efficacy, and value. Causal attributions are cognitive 

processes that provide a specific type of information 

regarding the cause of particular actions or events in an 

older individual's life (Kelly, 1973). From this infor

mation aged persons can make inferences about their own 

natures or about the natures of others (Harvey & Galvin, 

1984). Causal attributions are defined within this study 

as the explanations an older person has for the successes 

or failures experienced throughout life (Shaver, 1978-

1979). The second concept to be operationalized within the 

compe-tence Model for Normal Aging is self-efficacy. Self

efficacy is another cognitive process that enables the 

individual to organize and execute judgments regarding a 

particular cause of action required within a new or 

unpredictable situation (Bandura, 1977). More simply, 

self-efficacy is defined as the older person's estimate of 



his/her ability to successfully execute a behavior that 

produces an anticipated outcome (Bandura, 1977). The 

remaining concept defined in stage 1 is value. A value 
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is derived from a cognitive process that results in "an 

affective disposition towards a person, object, or idea" 

(Steele & Hammer, 1983, p. 1). As older individuals 

participate in life experiences and are associated with 

various environments and people, values are formed. within 

this study, value is defined as the affective disposition 

of an older person toward a particular person, object, or 

idea. 

All three conceptual variables in stage 1, causal 

attributions, self-efficacy, and value, provide informa

tion to the elder regarding the consequences of performing 

a specific activity and regarding the individual who 

executes the activity. This information is encoded into 

a meaningful belief system regarding what constitutes 

successful and unsuccessful activity. The resultant 

behavioral response is then mediated by an intervening 

thought structure. 

In the subsequent sections, as each variable is 

discussed, both the narrative literature and the empirical 

evidence are reported when available. The following 

discussion first elaborates on the three concepts of 

cognition. In addition, empirical evidence generated 

from geriatric research is reported. 



45 

Causal Attributions. Causal attributions is the 

first cognitive concept. A central theme in attribution 

theory is a concern about the causes of behavior (Mayo & La 

France, 1977). Being able to gain sufficient information 

regarding the "whys" of behavior serves a dual purpose: 

"to understand the present and to predict the future behav

ior of another (or oneself)" (Mayo & La France, p. 195). 

Causal attributions are useful not only in terms of their 

ability to predict behavior but they also serve the follow

ing functions: "to control, justify, communicate, express 

feelings or influence others" (Jaspars, Hewstone, & 

Fincham, 1983, p. 34). Although examples of specific 

attributions are limitless, the most commonly described 

attributions in regards to achievement are: "ability 

(including both aptitude and learned skills), some aspect 

of motivation (such as short- or longterm effort expendi

ture, attention), others (friends, family), physiological 

factors (e.g., mood, maturity, health), the difficulty or 

the ease of the task, and luck" (Weiner & Graham, 1984, 

p. 168). 

The information obtained by the use of attribu

tions fits within an information processing model of 

social cognition. The stages of the model include (Blank, 

1984) : 

1. a stimulus resulting in a cognitive outcome, 
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2. a stable way of organizing information and rules to 

validate that method of organization, 

3. rules that are based on past experience, 

4. decisions that are made, and 

5. resulting expectations about future activities. 

Consequently, causal attributions provide the context for 

learning and the potential for repetition of behavior. 

For the purposes of this study, Weiner et al.'s 

(1971) conceptualization of the causes of success and fail

ure is used. Because the differentiation between success 

and failure situations is pivotal, the distinction is 

maintained throughout the current study. utilizing the 

prior contributions of Rotter (1966) and Heider (1958), 

Weiner identified four salient causes of success and 

failure. These causes are: ability, effort, task diffi

culty, and luck. within this conceptualization casual 

attributions are classified according to three basic 

dimensions: locus of control, locus of causality, and 

stability. Of the three dimensions reported by Weiner, the 

locus of control dimension has resulted in the most con

ceptual confusion. The control dimension implies that an 

individual could have chosen otherwise and has expended 

effort to bring about an event (Weiner, 1982a). contrib

uting to the confusion in Weiner's theory is the failure to 

distinguish between the ability to control the cause of an 
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event (Wong & Sproule, 1984). In addition, Weiner's own 

conceptualization of the control dimension has evolved. 

Under testing conditions, Weiner (1974a) found that the 

manipulation of internal and external conditions resulted 

in the confounding of the locus of control with the other 

dimensions. Thus, lack of both conceptual and measurement 

clarity had emerged. In an attempt to reduce potential 

sources of measurement error within this causal modeling 

study, the locus of control dimension was not tested. 

Weiner's second dimension of causal attributions 

and the first operationalized in this study is the locus of 

causality, which refers to whether the cause of success or 

failure is determined to be internal or external to the 

individual. Locus of causality is postulated to influence 

emotions and therefore impact upon performance. Emotions 

are believed to be intensified if causality is determined 

to be internal, and decreased if the locus is external to 

the individual. Variations in locus of causality are 

believed to be responsible for differences in performance 

due to expectancy, aspiration, and informa-tion seeking 

(Weiner et al., 1971). utilizing the examples specified 

within Weiner's attribution model (Fig. 2), an older 

individual is more likely to experience the negative 

emotions of guilt, shame, and self-depreciation if she/he 

attributes the cause of his/her failure to be internal, as 



48 

Locus of causality stability 

stable Unstable 

External Task Luck 
Difficulty 

Internal Ability Effort 

Figure 2. Causal attributions according to dimen
sion.--Adapted from McMahan (1974, p. 115). 

in the case of lack of ability or effort. When the locus 

of causality is external to the individual, such as task 

difficulty and luck in Figure 2, the older individual may 

feel less personally responsible for the failure. 

stability, the second causal dimension used in this 

study, describes whether the cause of success or failure is 

temporary or permanent (Fig. 2). The stability dimension 

in Weiner's attribution model has been documented exten-

sively (Weiner, 1972, 1974a, 1976). Examples of stable 

attributions are task difficulty and ability. Luck and 

effort are attributions that are unstable, because they do 

not remain constant over time. Research efforts (Weiner, 

1982b; Valle & Frieze, 1976; McMahan, 1974) have focused 
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upon the relationship between the stability dimension and 

expectations for future behavioral responses, per stage 2 

of the Competence Model. An older individual is less 

likely to perform an action that does not have a predict

able outcome. An example of an unstable attribution for an 

older person is the degree of effort exerted in developing 

a healthy habit such as exercising or positive thinking. 

When the individual does not believe she/he can alter a 

medical or psychiatric diagnosis by participating in the 

health behavior, effort becomes relative. 

Research efforts, utilizing elderly subjects, sug

gest that elderly persons are more likely than college-age 

students to attribute their failures to internal (stable) 

causes and their successes to external causes. Addition

ally, in achievement situations with adults, expected 

outcomes are usually attributed to stable causes, whereas 

unexpected outcomes are attributed to unstable causes 

(Deaux, 1976; Frieze & Weiner, 1971). 

Banziger and Drevenstedt (1982) validated the dif

ferences in attributions of younger and older individuals. 

An achievement task was administered to 176 undergraduate 

stUdents (M age = 19.23) and 96 older women (M age = 73). 

Young and old judges were asked to score eight hypothetical 

situations. The results of the study indicate that age was 

differentially attributed to the success and failure out

comes of young and old performers. Age was more strongly 



endorsed for the failure of the older person than for the 

failure of the younger person (t(168) = 8.53, R < .01». 

The converse was also found for success outcomes (t(168) 
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= 2.52, R < .01) (Banziger & Drevenstedt, p. 471). The 

results of this study indicate that age as an attribution 

itself, is moderately related to ability in some 

situations. The data in the Banziger and Drevenstedt 

(1982) study were not consistent with the findings of Reno 

(1979) who found that the failure of an old man (an 

expected outcome) was attributed to stable attributions and 

the failure of a young man (an unexpected outcome) to an 

unstable attribution. Reno used a between-subjects 

experimental design in which the 93 psychology students 

were asked to estimate the probability that a young versus 

old stimulus person would succeed in college, and to judge 

the causes for the individual's success or failure. Reno's 

data indicate that failure on the part of the old stimulus 

person was attributed more to the stable causes of lack of 

ability (t(44) = 2.40, R < .01) and task difficulty (t(44) 

= 3.79, R < .001), while failure on the part of the young 

stimulus person was attributed more to the unstable cause 

of lack of effort (t(44) = 3.53, R < .001). 

Reno's study is an example of a self-other bias 

that emphasizes other individuals' abilities to control 

what is happening to them, as opposed to emphasizing situa

tional attributions for self (Wong, Watters, & Sproule, 
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1978). When attempting to explain events, older individ

uals are believed to have the tendency to make predomi

nantly dispositional attributions which emphasize their 

individual efforts instead of situational attributions that 

are external to them (Rodin & Langer, 1977). The stability 

dimension, in particular, is believed to influence expecta

tions of future performances. To the extent that past 

performances were based upon predictable causes, future 

performances will be attempted or eliminated as options for 

success or failure (Fontaine, 1974; McMahan, 1973; Meyer, 

1980). 

An important issue arises in the interpretation of 

attribution studies such as those just cited, and that is 

the effect of the age of the participants upon the research 

conclusions. Banziger and Drevenstedt's (1982) use of 

undergraduate students and elders in comparison to Reno's 

similar (1979) psychology student sample may be contrib

uting to the inconsistent research findings. In attribu

tion research it is questionable whether the elder's casual 

attributions are being measured versus others' perceptions 

of elders. The remainder of the discussion of causal 

attributions and their relationship with the concept of 

competence will be found in the discussion of the compe

tence variable in this chapter. 
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Self-efficacy. The second concept associated with 

the construct of cognition in Stage 1 is self-efficacy. 

Self-efficacy plays a role in corrective learning experi

ences. On a daily basis, individuals model their behavior 

according to previous experiences or the observations of 

others. If the behavior has been previously untried, a 

series of self-corrective refinements is likely to occur. 

Consequently, more focused demonstrations of the behavior 

are likely to ensue, especially if the activity results in 

a successful response outcome as in the case of a person 

who takes the initiative to meet a new person or volunteers 

for a hospital (Bandura, 1977). The successful response 

outcome may be the development of a friendship or winning 

the approval of others. Self-efficacy is derived from a 

self-appraisal that gives the person a conviction that 

she/he can successfully execute a behavior that produces a 

particular outcome. The strength of people's convictions 

regarding their own effectiveness greatly affects their 

ability to even attempt to cope with a situation (Bandura, 

1977). Efficacy expectations not only determine how much 

effort is expended, but how long the individual will per

sist in performing the activity, and under what aversive 

conditions functioning will continue. Estimates of self

efficacy are based upon information obtained from four 

sources: (1) performance accomplishments, (2) vicarious 

experiences, (3) verbal persuasion, and (4) emotional 
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arousal (Bandura, 1977). combining all sources of informa

tion, the individual will generate an efficacy expectation 

that will vary in magnitude, generality, and strength with 

each situation. In general, the greater the estimate of 

self-efficacy, the higher the likelihood that difficult 

tasks will be successfully completed (Bandura, 1977). 

Value. The remaining concept discussed in stage 1 

is value. Embedded within the process of forming a causal 

attribution is the value the older person places upon self 

as the performer, as well as the value of the activity 

executed. "Behavior is partly determined by value prefer

ences" (Bandura, 1977, p. 126) since values as cognitions 

serve a self-regulatory function. Older individuals 

frequently estimate their own importance based upon three 

previously established sources: occupation, sexual perfor

mance, and family identity (Liber, 1982). Sources of value 

for activities include: the intrinsic value of the action, 

its difficulty value, its instrumental value for future 

activity, its capacity to result in extrinsic rewards, and 

the cultural value of the activity (Liber, 1982). To the 

extent that "human behavior is regulated through self

evaluative consequences as expressed variously by self

satisfaction, self-pride, self-dissatisfaction, and 

self-criticism" (Bandura, 1977, p. 140), the value placed 

upon an individual or the individual's behavior will 
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greatly influence future conduct. An activity determined 

to be useful or important is likely to be completed and 

subsequently repeated. If the anticipatory self-pride or 

criticism for the completed action falls short of the older 

individual's self-proscribed standard, the activity will 

probably not occur with the same frequency (Weiner, 1977). 

In summarizing the role of the stage 1 concepts, 

causal attributions, self-efficacy, and value are cogni

tive processes that generate specific types of informa

tion for older individuals. Causal attributions are 

explanations that answer the question of "why" behavior 

is performed. Self-efficacy is a judgment regarding an 

individual's ability to perform in a specific situation, 

and value is an affective belief about any aspect of life. 

All three concepts are essential in an elderly individual's 

decision to take a course of action that may result in 

successful or unsuccessful performance. 

stage 2--Behavioral Response 

Performance. The behavioral response construct 

specified in Stage 2 is performance. Performance is defined 

as human behavior that results in an action that is 

directed toward a specific end. While identified as a type 

of goal-directed behavior, performance includes all aspects 

of human activity, movement, and responses, that are 

observable and measurable (Stuart & Sundeen, 1979). 
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The complexity of human behavior ranges from simple, indi

vidual acts to a sequence of complex actions. 

within the social learning theory framework, all 

behavior is generated by an interaction of internal or 

personal determinants and external or environmental deter

minants. Cognition comprises many of the personal factors 

within the person-environment interaction. Elements 

specific to any learning situation, such as the location 

of the event, behavior of the other participants in the 

activity, and physical conditions at the time of perfor

mance, constitute some of the environmental factors. 

Older individuals have participated in a lifelong 

learning process. They have directly experienced or 

modeled their behavior after observing the actions of 

others. As a result, older persons have formulated 

behavioral hypotheses regarding which response conse

quences are appropriate or desirable within a particular 

setting. These hypotheses become the guidelines for all 

future activity (Bandura, 1977) 

Over time an individual's performance is charac

terized by a repetition of certain behaviors. The question 

arises regarding why some goal-directed activity persists 

and other activity is eliminated. The reinforcement of 

specific behaviors encourages the repetition or extinction 

of behaviors from an individual's pattern of performance. 

consequently, the actual response consequence not only 
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affects behavior antecedently by creating expectations of 

outcomes in the future, but also influences the likelihood 

of a repetition of behavior based upon a consequent reward 

or punishment (BanGura, 1977). 

competence. The stage 2 construct of performance 

is indexed by the concept of competence. Competence con

sists of a particular repertoire of behaviors that enables 

an individual to deal effectively with the problems and 

opportunities of life (North & Ulatowska, 1981). Since 

competence is multidimensional, five specific behaviors 

were chosen to be operationalized within this study. These 

behaviors include: 

1. Physical self-maintenance 

2. Instrumental activities of daily living 

3. Effectance 

4. Social 

5. Goal-directive and problem-solving abilities. 

These behaviors can be measured from the perspective of the 

elder or others. The former was chosen here. The five 

dimensions of competence are described in detail in the 

instrument section of Chapter 3. The selection of the 

specific behaviors to index competence was based on 

Lawton's subsequent application of White's work to elders. 



57 

White's early Theory of Competence (1959) in general, which 

is compatible with the social learning framework, provided 

the primary theoretical support for the current study' •. 

White's (1959) concept of competence evolved from 

investigations of discovery behavior in animals and 

children (Harlow, Harlow, & Meyer, 1950; Kardiner, 1957; 

Mittelmann, 1954). utilizing data from these and other 

studies, White determined the persistence of discovery 

behavior as a means of effectively interacting with the 

environment. Discovery behavior, particularly in terms of 

encouraging the development of skills for the survival of 

the species, is conceptualized as learned behavior that is 

reinforced externally, vicariously, or through self

reinforcement. 

Competence is a cross-situational ability to per

form behaviors that result in successful problem-solving. 

As an individual grows older, his/her competence level is 

expanded across situations and becomes a characteristic way 

of performing throughout life. The concept of competence 

refers then, to a particular type of performance that is 

learned through direct experience or vicariously through 

observing the actions of others, and is demonstrated by 

mastery in daily problematic situations. Particular behav

ioral components of competence are evident in the following 

areas of an individual's life in the (Adler, 1982): 

1. performance of social roles 



2. behavioral demonstrations of a positive self-

identity 

3. interactional functioning 

4. management of affect 

5. ability to complete developmental tasks and to 

continue evolving through periods of transition 

6. management of stressful'events 

7. access to resources. 
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A prevailing theme in gerontological research is 

the stereotyped view that with advanced age one automati

cally eliminates the expertise accumulated through a life

time of effort (Giesen & Datan, 1980). However, in Giesen 

and Datan's (1980) qualitative study of 9 older women, they 

produced results contrary to stereotyped notions of the 

aging process. The study identified behavioral improve

ments in the competence of the older women as demonstrated 

by their problem-solving. Giesen and Datan's (pp. 63-67) 

subjects reported: 

1. Increased "patience, consideration, and reflec

tiveness • . . and being stronger in a lot of 

ways." 

2. "A greater understanding of life and its problems 

and the ability to reflect on problems." 

3. "Greater executive processes that result in the 

extensive use of cognitive strategies." 
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4. Greater endurance and tenacity in performing tasks. 

5. continued personal development throughout their 

life. 

When considering the basis for competence, Giesen and Datan 

also reported initial development in childhood. As sub

jects matured, they later "acquired a sense of pride in 

their performance and individual responsibility for the 

welfare of their family" (p. 68). 

Early experiences of competence are influenced by 

the type of cognitions formulated. Causal attributions 

play a major role in providing the impetus to action, and 

influence decisions regarding specific problem-solving 

strategies to be implemented (Kelly, 1973). To the extent 

that an individual can anticipate a particular outcome of 

his or her actions, based upon a particular causal expla

nation, an individual will more likely demonstrate compe

tence. Competence is maximized in an environment in which 

the orchestration of an activity generates a predictable 

outcome and supports a conclusion about the individual as a 

person (Smith, 1968; Kuypers, 1972). 

SimilarlYI both value and self-efficacy impact upon 

the variable of competence. A value is assigned to an 

individual's ability to perform, to the amount of effort 

expended, to the difficulty of the task, and to the impact 

of luck upon the individual's performance. The value given 

to these four causal elements, the task itself and its 
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corresponding action influence differentially the amount of 

effort expended in the development of competence. Self

efficacy impacts by generating self-evaluative information 

assuring the successful completion of an activity that is 

beneficial (Bandura, 1977). In summary, an older individ

ual's appraisal of causality in regard to previous perfor

mance, the estimation of self-efficacy in completing the 

activity, and the particular value placed upon the activity 

by the individual affect competent behavior in the elder. 

stage 3--Psychological Outcome 

Mental Health. The construct identified in stage 3 

was mental health. Mental health is a term that generally 

reflects society's values and conception of normality. 

Multiple definitions are associated with the construct 

and encompass the perspectives of (Offer & Sabshin, 1966): 

health/illness dichotomy, utopia, norm, and process. For 

the purposes of this study, mental health is assumed to 

occur in older persons and is defined as the evolving 

"capacity to interact with others and negotiate the 

environment in a manner enriching to self and others" 

(Ebersole & Hess, 1984, pp. 471-473). 

If mental illness is conceptualized according to a 

health/illness dichotomy, then the term refers to a state 

of health in which there is a complete absence of disease 

or symptomatology. This approach, as typified by the 
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traditional medical model of health care, results in the 

withholding of mental health services until a psychiatric 

condition is diagnosed. Consequently, clients seeking 

psychological help from a service setting that advocates 

the medical model of health care delivery will often 

experience a lack of involvement with mental health 

professionals until a significant problem is diagnosed and 

treated. Within this orientation, programs established to 

prevent mental illness or to intervene in crisis situations 

are deemphasized (Dychtwald, 1987a). 

The second definition of mental health purports 

that psychological health is a utopian place or state 

that is not to be realized by humans. The utopian frame

work "is useful more as an ideal goal or belief in human 

potential and evaluation than as a framework for health 

services" (Ramshorn, 1978, p. 11). Maslow's (1962) concept 

of self-actualization is an example of the utopian frame

work. Maslow's hierarchy of needs is based upon five 

levels of need that are to be met in ascending order. 

Self-actualization, the highest level in Maslow's hier

archy, can only be obtained to the extent that the four 

lower levels of basic physiologic integrity, safety and 

security, love and belonging, and ego-strength and self

esteem are met (Maslow, 1954). Due to the fact that many 

older individuals have not developed and matured under 

ideal circumstances and have experienced physical, 
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lesser degree of mental health than self-actualization 

appears to be appropriate for a majority of older 

Americans. 
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A third definition of mental health incorporates 

the notion of a norm or standard. This definition is based 

upon a belief regarding what constitutes average behavior. 

For elderly clients this conception is particularly 

dangerous, since any behavior that deviates from the age 

group norms is labeled mental illness (Ramshorn, 1978). 

Elderly individuals may demonstrate deviant behavior that 

is manifested through defense mechanisms such as denial. 

Denial may be evident in circumstances in which there is: 

1. An increased incidence of physical illness. 

2. A lack of familiarity with the prevailing norms 

when participating in new social roles. 

3. stress associated with attempts to cope with normal 

changes in perceptual acuity, physical agility, and 

reaction time. 

Consequently, an apparent increase in symptomatology in 

older individuals may be indicative of adaptation to envi

ronmental changes, and not the development of psychiatric 

disorders. 

Since mental health is viewed in this study from 

the perspective of process, and not in terms of a health/ 

illness dichotomy, utopia or norm, mental health can be 



conceptualized as evolving throughout the lifespan. In 

this study, emphasis is placed upon the interplay between 

the human personality and changing environmental demands. 

The process approach to mental health identifies stage 

appropriate tasks which are essential in providing the 

learning experiences necessary for the development of 

problem-solving abilities in later life (Ramshorn, 1978). 

Examples of stage-appropriate tasks for older individuals 

that promote the development of mental health are (Peck, 

1975): 

1. Ego differentiation vs. work-role preoccupation, 

2. Body transcendence vs. body preoccupation, and 

3. Ego transcendence vs. ego preoccupation. 
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Within the process framework new life experiences 

are viewed as learning opportunities for elders to realize 

their potential and become more effective as persons 

(Skinner, 1983). 

Self-esteem. Based upon the integral nature of 

self-esteem in the mental health of elderly persons, self

esteem was selected as the conceptual index referencing 

mental health in stage 3. Self-esteem is defined as the 

individual's perception of his personal worth (Logan, 

1985). In personal terms, self-esteem is estimated from 

two sources of information: the response of others to our 

presence and behavior and our own assessment of ourselves 
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and our performance. The promotion and maintenance of 

self-esteem is a major developmental task to be accom

plished by the elderly. Early perceptions of self that 

were based upon successful experiences such as parenting, 

supporting a family, becoming a significant member of a 

local community are threatened as the older person encoun

ters new demands for change. Preserving one's self-esteem 

through the aging process is essential for successful 

coping and the preservation of mental health (Coelho, 

Hamburg, & Adams, 1974; Hall, 1984). 

For some older persons, the determining factor in 

preserving mental health or developing psychiatric symp

tomatology, is the perceived threat to one's self-esteem 

that is introduced by major life events. Engle (1962) 

described the losses that contribute to the development of 

depression in older people as being: (1) loss of a loved 

one, (2) loss of health, (3) loss of job and social role, 

(4) loss of valued personal possessions, (5) changes in 

lifestyle, (6) failure of lifelong plans or ventures, 

(7) loss of membership or status, and (8) loss of pets. 

Some elders are predisposed to a loss of self

esteem due to the lack of viable, socially acceptable 

roles for older Americans after retirement. For older 

individuals who have struggled with the recurring theme of 

low self-esteem from childhood through old age, or for the 

aging person overwhelmed by multiple personal and 
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situational losses, a breakdown of marginally adequate 

coping skills can precipitate suicidal ideation and a major 

depressive episode (Osgood, 1985). Effective problem

solving skills are a characteristic of individuals who 

demonstrate the performance variable of competence. 

Competence is regulated by an internal responsiveness 

to events that is based upon predictable consequences 

(Bandura, 1977). Self-esteem is believed to be positively 

related to competence (Collins, 1982). The experience of 

mastery over the environment produces an ongoing sense of 

personal satisfaction and positive affect. Over time a 

repeated experience of successful problem-solving creates a 

conceptio~ of the self that more closely approximates the 

ego ideal. 

Operational Model 

The operational model (Fig. 3) consists of the 

most central or core model variables (Fig. 1) just 

described. Other associated variables, for the purpose 

of this discussion, are not included in the core model. 

The associated variables identified as relevant to aging 

were tested during a later empirical modeling phase of 

analysis. Emphasis is placed in this section upon the 

relationships of the variables. The indices of the 

variables are discussed in Chapter 3. 
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Following a modified Gibbs (1972) format, the 

concepts investigated within this study appear in capital 

letters (Fig. 3). Directly below the concepts are the 

referentials or operational definitions that are specified 

by capitalized acronyms. The connecting vertical lines 

indicate the validity links or transformational statements. 

The horizontal relationships, or theorems, are also 

specified. 

stage 1--cognitive Processes 

Causal Attributions. The broad concept of causal 

attributions is indexed by the one referential of achieve

ment attributions, the Causal Dimension Scale. This scale 

indexes the explanations that an older person has for both 

the successes and failures experienced in his/her life, as 

well as the respondent's perceptions of these causes 

(Shaver, 1978-1979; Russell, 1982). As described in the 

previous section on the conceptual level, causal attribu

tions are operationally defined by an average item mean 

score for the locus of causality and stability dimensions 

of the Causal Dimension Scale. 

Causal attributions and their relationships to 

competence have been obscured by a reliance upon achieve

ment studies that have predominantly used college age 

students as participants. In addition, there have been 

few self-attribution studies that have provided direction 
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CORE MODEL VARIABLES 

Stage 1 Stage 2 Stage 3 

CAUSAL +(-) 
ATTRIBUTIONS -----------~ 

+ 
ETENCE----7SELF-ESTEEM 

SE 

+(-) 
CDS 

CDS = Causal Dimension Scale 
COM = Competence Scale 
SEF = Self-efficacy Scale 
VAL = Value Scale 
SES = Self-esteem Scale* 

+ 

VALUE 

+ 

-----SES 

Figure 3. Operationalized competence Model for 
normal aging: concept and referential levels 



68 

in determining the kind of attributions made by adults. 

However, throughout Weiner's research he has proposed a 

consistent belief that the kind of attribution made is 

dependent upon a personality type which reacts differen

tially in success and failure situations (Blank, 1982). 

Weiner has identified two categories of persons. The 

success oriented person attributes success to internal, 

stable factors, and failure to both internal and external 

causes. On the other hand, the failure oriented person 

attributes failure to internal causes that are usually 

stable, and success outcomes to external causes (Blank, 

1982). By varying the type of attributions made in suc

cess and failure situations, the success-oriented person 

preserves his/her self-esteem, while the failure-oriented 

individual perpetuates a notion that he/she cannot be 

instrumental in achieving his/her own success (Ross, 1977). 

The long-range effect of the kind of attributions made 

affects both expectations regarding fut'lre success (sta

bility), and feelings regarding the outcome (locus of 

causality) (Weiner, 1972, 1974c, 1976). 

Despite the variation in methodologies across 

attribution studies, older individuals are believed to 

demonstrate some patterns in attributing causality. Janis 

and Rodin (1979) reported that elderly individuals often 

make attributions to internal, physical processes rather 

than to the environment. Consequently, biological and 
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aging changes are exaggerated, as age diminishes the impact 

of ability as an internal, stable attribution. As negative 

changes in physical and emotional health occur and are 

assumed to be stable, interventions are not made to correct 

problems while they are still reversible. Janis and Rodin 

also indicated that an emphasis upon internal, stable 

factors removes from consideration the social factors that 

impact upon the older person. Since the differences 

between success and failure orientation are expected to be 

very important to this study, the relevant literature base 

is discussed here. 

Attribution studies specific to illness situations 

also provide some evidence suggestive of the attributional 

patterns specified by Weiner (1974b) for success and fail

ure oriented individuals. Lowery, Jacobsen, and Murphy 

(1983) found partial support for Weiner's model. They 

studied the attributions of 55 male arthritic outpatients 

who ranged in age from 29 to 85. Among the outpatients, 

15% of the outpatients did not give causes for their 

arthritis, and they were significantly more depressed, 

anxious, and hostile than those who gave causes (~ < .01). 

Lowery et ale also reported in this study some difficulty 

fitting the causes given by the outpatients into the 

classification scheme used within the study. In a second 

study, Lowery and Jacobsen (1985) applied Weiner's 

attribution model in their investigation of 296 arthritic, 
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diabetic, and hypertensive outpatients (mean age ranged 

from 55.3 to 58.5). The results of the study indicated 

partial support for the model. outpatients tended to 

attribute successes to internal causes and failure to 

external causes, but stability and expectations for the 

future were not linked (Lowery & Jacobsen, 1985). Part of 

the lack of support for the model may have occurred due to 

the use of open-ended questions. 

Based upon the results of the investigations just 

cited and Wong and Weiner's (1981) report that causal 

attributions are more likely to occur in situations of 

great importance and involve the possibility of losses, in 

this study older individuals were expected to make causal 

attributions in both success and failure situations. The 

impact of causal attributions upon competence was expected 

to differ under success and failure conditions. Success 

and failure ascribed to stable factors are more likely to 

recur than achievement outcomes ascribed to unstable 

factors (Weiner & Sierad, 1974). Thus the items in the 

Causal Dimension Scale were designed to reflect the inter

nal stable, internal unstable, external stable, and exter

nal unstable aspects of achievement situations (see Fig. 

2). In success situations the greater the causal 

attributions score (ranking from highest to lowest 

dimension: internal stable, internal unstable and external 

stable, external unstable), the greater the competence 
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reverse rank order), the lesser the competence score. 
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Self-efficacy. Self-efficacy is indexed by the 

referential, Self-efficacy Scale. The Self-efficacy Scale 

measures the older person's estimate of his/her ability to 

successfully execute a behavior that produces an antici

pated outcome (Bandura, 1977). Self-efficacy is opera

tionally defined by an average item mean score on'the Self

efficacy Scale. Self-efficacy directly impacts upon an 

individual's choice of activities and settings in which to 

perform, as well as the elder's persistence in performing 

the task (Bandura, 1977). As individuals experience a 

pattern of successes, estimates of self-efficacy are 

expected to generalize across situations and eliminate 

perceptions of inadequacy (Bandura, Jeffery & Gajdos, 

1975). As a result, the greater the self-efficacy score, 

the greater the older person's competence score. 

Value. Value is indexed by a referential consist

ing of items that are repeated under both success and 

failure conditions. Responses to the value item indicate 

the importance of success as well as failure situations to 

the older participant. The value component of a situation 

along with causal attributions form the core of "a behav

ioral decision model" (Jaspars et al., 1983). Value is 
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operationally defined by an average item mean score on the 

Value Scale. 

Providing empirical support for the role of causal 

attributions and value was the purpose of a study conducted 

by Williams (1982). using an experiment with college stu

dents, Williams tested the perceived difficulty of a task 

(stable) and the importance of success (value). Male and 

female students (n = 40) were divided into four groups (two 

levels of difficulty x two levels of importance). All 

participants were tested independently. The predictions of 

the model were confirmed. Students were found to have 

lowered performance levels if success was considered not 

important and the task was difficult. Importance or value 

was found to make no difference in task completion if the 

task was easy. The value of a task is instrumental in 

motivating the individual to achieve the desired outcome 

and provides the mechanism to evaluate one's self as 

competent (Raynor, 1981). In this study, older individuals 

are expected to make causal attributions in situations 

important to them. since participants in this study were 

asked to identify the importance of their functioning in 

success and failure situations since retirement, the 

greater the value score for these situations, the greater 

the competence score is predicted to be. 
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stage 2--Behavioral Response 

competence. The concept of competence is indexed 

by the referential, competence Scale. The Competence Scale 

measures the behavioral outcome of the cognitive processes 

specified in Stage 1. Competence is operationally defined 

by a total score obtained from all average item means for 

the five subscales (physical self-maintenance, instrumental 

activities of daily living, effectance, social, and 

goals/problem-solving). 

Competence has been described extensively within 

the psychology literature (Nissen, 1954; White, 1959; 

Lawton, 1972), but little systematic, experimental investi

gation of the concept has occurred (Weiner, 1982b). While 

the following studies were initially conducted with chil

dren, the applicability of the findings to elders is 

limited to the recognition that there is some theoretical 

basis for the concept of competence. The relevance of 

competence for elders has yet to be established. Nuttin 

(1973) described an experiment that demonstrated the 

"causality pleasure" in discovery behavior. Children, 5 

years of age, were put into a room containing two machines. 

One machine allowed the children to produce their own 

source of stimulation by way of colored lights and move

able handles. The other machine was programmed by the 

experimenter. By both observations and self-report data, 

the children strongly preferred the first machine. 
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The conclusion drawn from this study indicates that when 

the children engaged in an activity that was self-produced 

an element of "liking" to play with the machine was created 

(Weiner, 1982b), and positive esteem-related affects was 

increased. A second study by Watson (1966, 1967) involving 

8-week-old infants demonstrated the same outcome. Based on 

these findings and those which follow, when elders affect 

change within their environment which demonstrates 

competent behavior they also are expected to experience 

enhanced self-esteem. Specifically, in their classic study 

of institutionalized elderly individuals, Langer and Rodin 

(1976) investigated the effect of two indicants of compe

tence: individual choice and enhanced personal responsi

bility. Ambulatory nursing home residents (n = 91) were 

divided into a responsibility-induced group and a compari

son group. The responsibility-induced group was told by 

their administrator that they had responsibility for 

themselves and could affect change within the nursing home. 

Questionnaires and behavioral measures were used to assess 

the change pre- and post-introduction of the choice and 

responsibility situation. In their study (p. 196), the 

experimental group showed significant improvement in 

alertness, active participation, and a general sense of 

well-being (R < .025; R < .01; R < .05). Referring to 

the same relationship between perceived competence and 

positive mental health variables, such as self-esteem, 
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Bandura (1971) reported the tendency of older persons to 

exaggerate the deterioration of their capacities and as a 

result evaluate themselves as incompetent. While the issue 

of simulated versus actual behavior is raised, the results 

of these studies suggest that the demonstration of compe

tent behavior may impact positively upon the older indi

vidual's self-esteem. Consequently, the greater the 

competence score, the greater the self-esteem score is 

expected to be ·in elderly persons. 

stage 3--Psychological outcome 

Self-esteem. The remaining concept operation

alized within this study is self-esteem. Self-esteem is 

indexed by the referential, Self-Esteem Scale (Rosenberg, 

1965). Rosenberg's scale measures the elderly person's 

appraisal of himself, as a single dimension of personality 

(Rosenberg, 1965). Self-esteem is operationally defined by 

an average item mean score on the Self-Esteem Scale. 

A direct outcome of competent behavior, as sug

gested by Lawton (1972), is a sense of psychological well

being. Although well-being as a mental health variable can 

be measured numerous ways, self-esteem has been termed the 

"essential ingredient in successful aging" (Schwartz, 

1975). As older individuals initiate actions, acquire 

skills, and evaluate the consequences of their actions, 

self-esteem is generated (Gecas, 1979) as self-esteem 
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declines, "powerlessness and alienation may be the result" 

(Gecas, 1979, p. 6). A pattern of successful completion of 

tasks is believed to result in greater self-esteem. Conse

quently, for elderly persons, the greater the competence 

score, the greater the self-esteem score. 

Hypotheses 

considering each staged variable in the core model, 

the following relationships are predicted in older 

participants: 

1. In success situations, greater causal attribution, 

(rank order of highest to lowest) self-efficacy, 

and value scores will be related to greater 

competence scores. 

2. In failure situations, greater causal attribution 

(in reverse rank order) self-efficacy, and value 

scores will be related to greater competence 

scores. 

3. A greater competence score will be related to a 

greater self-esteem score. 

The extent to which competence and self-esteem are posi

tively related establishes an initial theoretical basis for 

competence to become a primary index of mental health in 

elders. 
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Associated Relevant Variables: 
Conceptual and Operational 

In addi~~on to the core model variables, three 

contextual variables were deemed important to the study of 

mental health in the elderly. In this study, three demo-

graphic variables were operationalized for the purpose of 

theoretical model testing by the referentials of age, 

gender, and living arrangement. Age was indexed by a 

single item that requested the older person to specify his/ 

her chronological age. Gender was operationalized by a 

single item that requested the older individual to desig-

nate his/her gender, male or female. Living situation was 

operationalized by a single item that requested a response 

to the categories of single, married, widowed, or divorced, 

from the participant. 

Age 

Age as a demographic variable was included for 

theoretical model testing as an index of biopsychosocial 

change. Chronological age is viewed as an objective 

predictor of the life events experienced by an older person 

(Bengtson & Black, 1973). Inherent in the variable of age 

is a natural sequencing of biological events such as 

puberty, pregnancy, climacterium, and death, as well as the 

social and psychological components of these events. 

Chronological age has played a major role in precipitating 

socially induced change for older persons as evidenced by 
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compulsory retirement, incentives for early retirement, and 

eligibility for social security benefits (Bengtson, Kassa

chau and Regan, 1977). While elderly individuals make 

qualitative and quantitative gains throughout their life 

span, by the time they reach 80 years of age they may be 

experiencing more effects of chronic and acute medical 

conditions. Consequently, the relationship between chron

ological age and competence is predicted to be positive, 

until the older individual reaches 80 years of age or 

older. The greater the age, the greater the competence 

score until the individual reaches 80 years of age or 

older. 

Gender 

The second demographic variable to be operation

alized within this study was gender. Men and women differ 

as they proceed through the life span. Biologically, women 

seem to be better prepared for a longer life, and have a 

longer life expectancy than men at any age (Bengtson et 

al., 1977). In addition, differences between male and 

female mortality rates further suggest that despite the 

presence of chronic illnesses some subgroups of women seem 

better prepared biologically for a longer life. In this 

study, five dimensions of competence are measured. 

Competence in terms of degree of functional health as 

indexed by the physical self-maintenance and instrumental 
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activities of daily living subscales, plus effectance, 

social, and goals/problem-solving behaviors is operation

alized. Since competence in terms of functional health is 

expected to be accompanied by additional effectance, 

social, and goals/problem-solving skills, women are 

predicted to demonstrate greater overall competence than 

men, despite the presence of chronic illnesses. 

Additional dimensions of competence that are 

differentially impacted upon by gender are effectance, 

goals/problem-solving, and social behavior. The effectance 

component of competence refers to the degree of participa

tion by elderly individuals in purposeful activity, apart 

from meeting basic biological functions and gainful employ

ment (Lawton, 1976). Activities indicative of effectance 

are participation in organizations, community activities, 

leisure interests, and hobbies. Women of all ages are 

reported to attend church more often and with greater 

regularity than men (Britton & Britton, 1972; Orbach, 

1961). Participation in voluntary organizations is also 

greater for women (Atchley, 1972; Beyer & Woods, 1963; 

Rubenstein, 1972). In general, women remain more involved 

in community organizations and activities, while men 

demonstrate greater political activity (Bengtson et al., 

1977). For men whose primary focus has been employment and 

provision for their families during most of their adult 

years, the development of nonwork related interests is 



difficult. Consequently, women are predicted to have 

greater competence than men in the area of effectance. 
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A distinction between men and women is less appar

ent in relation to the goals/problem-solving component of 

competence. While the tasks elderly individuals are 

expected to solve vary under experimental conditions, older 

men and women generally do not differ in their problem

solving abilities (Botwinick, 1978). The lack of empirical 

evidence to support gender related differences in problem

solving, may be attributed to the artificiality of testing 

situations. Tasks that approximate realistic problem

solving situations may reveal more evidence of differenti

ation in performance as in Giesen and Datan's (1980) study 

cited in Chapter 2. Their results suggest that older women 

develop enhanced problem-solving and greater executive 

processes than men. In summarizing the gender related 

studies reported here, women overall are predicted to have 

higher total competence scores than men. 

Women are also predicted to have higher competence 

scores than men, when measuring the social subdimension of 

competence. Aged men and women have different patterns of 

participation in social activities (Bengston & Ragan, 

1977). The number of women surviving the loss of their 

spouse has resulted in women continuing to maintain family 

contacts and associations with friends. The emphasis women 

place upon relationships throughout tfia life cycle suggests 
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that women may be more effective communicators than men 

because they value ongoing relationships. Older men take 

less responsibility than women in maintaining contact with 

children, other relatives, or friends outside the home 

(Langford, 1962; Rosenberg, 1970). 

Living Arrangement 

The remaining demographic variable discussed is 

living arrangement. Living arrangement is an estimate of 

social support. Involvement with others is viewed as 

particularly important for older individuals who have 

experienced the gradual shrinking of their support systems 

through divorce, death and the geographic relocation of 

family members. The social isolation that occurs with 

old age has been described as a primary impetus to role 

confusion and the eventual internalization of feelings of 

incompetence (Bengston, 1973). Marital status in combina

tion with living arrangement is believed to estimate some 

degree of direct contact the elder has with others. 

Bengston et ale (1977) found that despite the increasing 

number of women who become widowed after the age of 64, 

married and widowed individuals are more likely to maintain 

contact with other family members than single or divorced 

elderly persons. widows in particular are more likely to 

live with their children and women in general, take the 

initiative in maintaining contact with their family 
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throughout the life span (Langford, 1962; Rosenberg, 1970). 

This same trend is evident outside the family. Women 

maintain more friendships and other affective relationships 

than men (Bengston et al., 1977). Since married and 

widowed individuals have developed extended families and 

support systems, and women are more likely to maintain 

these systems. Married and widowed individuals are 

predicted to have greater competence scores. 

summary 

summarizing Chapter 2, the constructs and concepts, 

as well as the relationship statements were discussed in 

the Competence Model for Normal Aging. Providing the 

theoretical basis for the model was social learning theory 

and Weiner's attribution framework. The operationalization 

of the core and expanded models with their operational 

hypotheses was also described. 
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CHAPTER 3 

METHODOLOGY 

Chapter 3 addresses the research design of the 

study as well as the causal modeling assumptions underlying 

the theoretical model testing. In addition, the popula

tion, sample, and setting are presented. The instrument 

section describes the scaling methodology, instruments used 

to measure the variables, and their validity and reliabil

ity assessments. Also specified within this chapter are 

the data collection method, protection of human subjects, 

and the statistical analysis plan. 

Research Design 

A correlational descriptive design was used to 

accommodate the psychometric assessment of the instruments 

with a causal modeling methodology. The primary relation

ship targeted within the study was the relationship between 

competence and self-esteem. Theoretical model testing was 

used to test the causal relationships between the compe

tence variable and the three estimates of cognition: 

causal attributions, self-efficacy, and value. At a later 

stage of testing, the associated demographic variables, 

age, and gender, were added to the model. 
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Causal Modeling Assumptions 

The causal modeling methodology was used to empiri

cally test the proposed cause and effect relationships 

between key model variables as applied within a nonexperi

mental, clinical setting. The causal modeling assumptions 

are discussed as they relate to the conceptualization and 

operationalization of the Competence Model for Normal 

Aging. The statistical assumptions required to test the 

causal model are presented in Chapter 4. 

There are six assumptions that undergird the causal 

modeling procedure. These assumptions are: 

1. All major variables relevant to the endogenous 

variables are present in the model and appropri

ately defined, 

2. All exogenous variables or variables staged prior 

to the endogenous variables are not redundant, 

3. Variables are operationalized without measurement 

error, 

4. The relationships in the model are correctly 

specified, 

5. Residual error terms are not correlated with exog

enous and prior staged variables, 

6. Residual error terms are uncorrelated with each 

other (Blalock, 1964; Asher, 1983). 
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The theoretical framework was specified on the 

basis of prior research and grounded in experiential data 

obtained from psychiatric/mental health interventions with 

elders. As a result, the model was assumed to contain all 

major variables impacting upon the relationship between 

competence and self-esteem. Variable definitions were 

generated within this study after extensive review of key 

theoretical and conceptual models described in the social 

learning and psychological literature. Particular emphasis 

was placed in the evolution of the model to define the 

variables without redundancy. Confirmation of the lack of 

redundancy was obtained empirically from the correlation 

matrix. Since the majority of the instruments utilized 

within the study were newly developed, validity and 

reliability estimates were obtained prior to theoretical 

model testing. The criteria for the psychometric 

assessment of the instruments is specified later in this 

chapter. Estimates of measurement error showed some 

remaining; however, it was minimized to the degree possible 

during the pilot testing phase. The specification of the 

relationships within the model was a primary function of 

the study and was determined within the context of the 

analysis. In addition, residual terms were assessed for 

correlation with exogenous or prior staged variables, as 

well as with themselves, within the multiple regression 

analysis. 
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In summary, since the purpose of the study was 

twofold: (1) to test a theoretical model of competence in 

elderly persons and (2) to generate valid and reliable 

indices of mental health outcomes in elderly clients, all 

six causal modeling assumptions were addressed within the 

context of the analysis. 

Population. Sample criteria. and Setting 

The population for this study consisted of older, 

well individuals who were living independently within the 

Tucson community. Both male and female participants were 

included in the sample. criteria for inclusion were: 

1. 60 years of age and older. 

2. Ambulatory and living within private residences or 

noninstitutionalized settings. 

3. English-speaking and writing skills. 

4. Caucasian. 

5. In average good health as defined by the absence of 

an acute physical or psychological condition 

requiring medical intervention. 

After giving a verbal explanation of the study 

emphasizing the amount of time and effort involved in com

pleting the instruments, participants were encouraged to 

not participate if so inclined. By giving the elders 

permission to not be involved in the study, individuals 

with physical and emotional limitations were able to 
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self-select out of the study. Approximately 10%-20% of 

the elders chose to not participate. Clinical assessment 

skills were used to screen individuals with physical or 

psychological disorders that resulted in impaired func

tioning. Examples of physical factors limiting partic

ipation in testing were: pain, fatigue, sensory deficits 

such as poor vision or inability to hear verbal directions, 

and compromised respiratory functioning necessitating 

oxygen therapy and/or resulting in diminished endurance. 

In addition, psychological disorders manifested by extreme 

anxiety, poor concentration, information-processing 

deficits, concrete thinking, inability to make a decision, 

and affective reactions to the content of the indices, 

usually resulted in an ina~~lity to complete the ques

tionnaires. In the process of testing, individuals 

demonstrating psychiatric symptomatology were given 

information concerning diagnosis and treatment and for 

approximately 5 to 10 of the participants psychiatric 

referrals were made. 

A convenience sample of well elders living in 

mobile home parks, retirement communities, and apartment 

complexes was obtained on the basis of information listed 

in the Tucson Telephone Directory. Authorization for 

testing was obtained from resident managers. Testing 

generally occurred within the context of a planned social 

event in which participants had prior knowledge of the 
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testing, and were able to voluntarily participate or 

refuse. 

Instrumentation 

The core model, stage 1, stage 2, and stage 3 

variables, was operationalized by 9 instruments. Three of 

the instruments were adapted for use under success and 

failure conditions, Causal Dimension Scales, Self-efficacy 

Scales, and Value Scales. The items obtained from the 

Physical Self-Maintenance Tool and Instrumental Activities 

of Daily Living Tool (Lawton & Brody, 1969), were 

maintained in their original form, with alternate scaling 

methodologies applied. 

A brief discussion of the two scaling methodologies 

used within the study is presented. 

Summated Rating Methodology 
for scaling 

The Self-efficacy Scales, Value Scales, Self-Esteem 

Scale, and the social and goals/problem-solving subscales 

of the competence Scale are summated rating scales. Sum-

mated rating scales are constructed so that the participant 

responds by choosing a value that ranges in intensity 

between two extremes such as All the time/Never, Agree/ 

Disagree (Waltz & Bausell, 1981). The summated rating 

scales in this study are unidimensional and probabilistic 

and were selected due to their ease of construction, 
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general reliability, and ability to be adapted (Waltz & 

Bausell, 1981). Since elderly participants vary in their 

comfort with psychometric testing, the summated rating 

scale methodology was expected to reduce potential sources 

of error introduced as a result of hearing and vision 

deficits, slowness of responder, and critical attitude of 

participant to the testing conditions (Piper, 1979). 

Gibson and Aitkenhead (1983) caution against the use of 

multiple-choice formats with the elderly, who as a group, 

are unfamiliar with the summated rating methodology, unless 

additional cuing is provided for the respondent. The 

investigator found that verbal cuing in the form of reading 

the response categories out loud was required throughout 

the testing for some individuals. 

Another feature of the summated rating methodology 

is its reliability, which can be increased by adding scale 

steps for each item. Reliability tends to stabilize at 

seven steps and reach maximum reliability at 11 steps 

(Nunnally, 1978). Since too many scale steps contribute to 

responder irritability among older persons and result in 

noncompliance with scale completion, four or five steps 

were generally chosen for the rating scales used in this 

study. 

other components of the summated rating scale 

methodology selected were an odd number of scaling steps 

per item, and a large item pool per scale. An odd number 
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of scaling steps was preferred so that the respondent could 

effectively use the middle or neutral value. contributing 

to the overall reliability of the summated rating scales is 

the number of items per scale. The item pool per scale 

ranged from 4 to 32. Parameters for determining the number 

of items per scale included slowness of participant 

response, fatigue, and decreased concentration span. 

Guttman Methodology Adapted~for 
Summated Scaling 

Guttman scaling is based upon a deterministic model 

which assumes that all items are dichotomous and "at each 

point of the attribute it is assumed that the probability 

of response a is either 1.0 or 0" (Nunnally, 1978, p. 71). 

While Guttman scaling has an intuitive appeal due to the 

simplicity and brevity of the instruments, it is difficult 

to assume that an "item correlates perfectly with anyone 

attribute" (Nunnally, p. 73). 

For this study, the Guttman methodology was used in 

the development of items that are summed into a rating 

scale. The physical self-maintenance and instrumental 

activities of daily living subscales contain Guttman-type 

items that are summed on the basis of levels of independent 

physical functioning. As a result, the older person is 

able to score some degree of independent functioning at all 

levels of physical care need; i.e., toileting, feeding, 

dressing, etc. The Causal Dimension Scales incorporated 
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the same methodology. The participants were asked to 

respond to 2-p",rt items indexing the locus of causality and 

stability dimensions of causal attributions. The modified 

Guttman methodology adapted for the summated rating was 

chosen for the Causal Dimension Scales since it produced a 

forced choice situation for elders who have difficulty 

identifying types of causality. Thus, the intrinsic 

strength of the Guttman methodology is retained with the 

enhanced capability for measuring a range of characteris

tics in a summated score. 

Psychometric Assessment of Instruments 

overview 

The instruments are shown in Appendix C. Of the 9 

instruments used in this study, 2 instruments' and 2 sub

scales have reported validity and reliability estimates: 

(1) the Self-efficacy Scales, (2) physical self-maintenance 

subscale, (3) instrumental activities of daily living sub

scale, and (4) the Self-Esteem Scale. Initial measures of 

variability were obtained in the pilot study for all 

instruments. Face validity was addressed by the link 

between model variables, labels, definitions, and instru

ments. For all instruments in the study, the average item 

mean was the unit of analysis which enabled comparisons to 

be made across subscales and instruments. 
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Pilot Testing of Instruments 

To empirically test the competence Model for Normal 

Aging, an underlying assumption of instrument validity and 

reliability had to be met. Of major concern in designing 

the study was ensuring that the measurement of the rela

tionships between the independent variables and the depen

dent variable were the result of the underlying theoretical 

process under investigation, and not the result of error'. 

In an attempt to minimize the sources of error introduced 

by newly generated or revised instruments, all instruments 

were pilot tested. The purposes of pilot testing were to: 

1. evaluate older subjects' responses to test items, 

2. identify problems in administering the instruments, 

3. compile initial validity and reliability estimates 

prior to the full study, and 

4. determine the feasibility of the instruments use in 

causal analysis. 

A detailed description of the pilot testing is 

available in Appendix B. The criteria for the psychometric 

assessment of the instruments is discussed in the statisti

cal Analysis Plan in this chapter. In summary, the revi

sion of the pilot instruments occurred on the basis of the 

feasibility of the instruments' use in causal analysis. By 

the end of the pilot study four scales were determined to 

not meet criteria and were rewritten in a new form (both 
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success and failure versions of the Causal Dimension Scales 

and Value Scales). The remaining Self-efficacy Scales, 

Competence, and Self-Esteem Scales were restructured for 

use in the full study. 

Face validity was addressed in the pilot study by 

the careful selection and design of instrument items. 

Another aspect of face validity was established in both 

phases of the pilot, for no items were identified as 

confusing or difficult to understand. Emphasis was placed 

upon the use of language that was easily understood by 

individuals with varying educational backgrounds. The 

verbal and written responses of the three elderly content 

experts contributed to the readability of the revised 

items. After clarification of the activity of daily living 

items and rewording of the Causal Dimension (Success and 

Failure) Scales, no items were identified as containing 

reactive content. All instruments were completed with 

ease, except for the Causal Dimension Scales that 

originally utilized the semantic differential scaling 

methodology, but was revised according to a Guttman 

methodology and was adapted for summated rating. 

content validity was estimated as items were gen

erated from documented geriatric and mental health sources. 

Items were selected on the basis of the theoretical fit 

between the variable definition which had been described in 

advance and the item. Attention was given to the number 



and range of items generated so all major aspects of the 

variable were specified. The amount of missing data as a 

content validity estimate was addressed in the discussion 

of individual instruments. 
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In the full study, estimates of internal consis

tency were repeated. Construct validity within the context 

of predictive modeling was assessed. 

The pilot study was also used to test the data 

collection protocol. Attention was given to the total test 

lapse time, and the difficulty in recruiting participants. 

Demographic Variables 

Due to the limited number of individuals who par

ticipated in the first pilot, the analysis of the demo

graphic variables is only reported for the second phase of 

pilot testing. Among the 31 elders tested, the ages ranged 

from 60 to 85. The mean age was 73 (73.3) years. All 

participants wer~ caucasian and predominantly female. Only 

8 males participated in the study. There was an almost 

equal number of married versus widowed participants. Only 

3 individuals were divorced or separated. As expected by 

the marital status data, slightly more than half the 

participants lived alone. Two-thirds of the participants 

lived in mobile homes, and only 11 individuals lived in 

another type of housing. Overall, the pilot sample 
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reflected the type of population sought in the study, and 

indicated the availability of well elders in the community. 

Causal Dimension Scales 

The Causal Dimension Scales (success and failure 

versions) are 4-item tools with two subscales utilizing a 

modified Guttman methodology adapted for summated scaling. 

The content stems for the items were derived from the 

subscales specified for the Competence instrument. Origin

ally, the respondents were asked to record success and 

failure events experienced since retirement. By focusing 

the elder on these situations, she/he was expected to more 

easily respond to questions concerning causality. This 

testing strategy did not facilitate test completion, conse

quently the investigator revised the item stem to reflect 

the activities specified in the competence instrument; 

i.e., functional health, instrumental activities of daily 

living, communication and problem-solving. The elder was 

then asked to determine whether his/her success or failure 

was the result of the "person that I am" or "the situation 

was just right" (locus of causality), and whether the 

situation "stays the same" or "changes" (stability). 

The final forms of the instruments were generated 

after two earlier versions were subjected to pilot testing 

and subsequent data analysis. See the pilot testing and 

revision of instruments section in the Appendix B. 
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Extensive effort was made to preserve the causal attri

butions variable within the ·theoretical model. The 

revisions of the Causal Dimension Scales occurred to 

achieve that end. Before proceeding with the theoretical 

model testing, the instruments for both success and failure 

situations were assessed for validity and reliability. 

Self-efficacy Scales 

The Self-efficacy Scales (success and failure ver

sions) are la-item self-report tools utilizing a summated 

rating scale format. They measure the older person's 

estimate of his ability to successfully execute a behavior 

that produces an anticipated outcome (Bandura, 1977). Five 

response categories were provided for each item with the 

range of values being a to 5. Both positive and negative 

items have been included, in order to reduce response bias 

(Kerlinger, 1973). 

The Self-efficacy Scales were generated in part 

from the personal efficacy subscale of Paulhus and 

Christie's (1981) Spheres of Control Instrument. Five 

items were adapted from the existing instrument and 5 items 

were constructed by this author. The item numbers adapted 

from Paulhus and Christie's instrument were 1, 2, 4, 5, and 

10. The items were included with minimal revision on the 

basis of their conceptual agreement with the definition of 

self-efficacy specified within this study. Revision 
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occurred only if the item wording needed to be clarified 

for older participants or to convert positive and negative 

items. 

The Spheres of Control instrument evolved out of 

Paulhus and Christie's assumption that there were a variety 

of areas of control not measured by existing instruments. 

On the basis of Coan's (1974) 18 factors identified in a 

130-item inventory of the locus of control domain, given to 

525 subjects (1974), the "notion of differentiating the 

perceived control space by domain of activity" was con

ceived (Paulhus & Christie, 1981, p. 165). As a result, 

three subscales were developed to measure efficacy, inter

personal control, and sociopolitical control. The personal 

efficacy subscale was the only subscale adapted here. 

The reliability testing of the personal efficacy 

subscale of the Spheres of Control instrument was obtained 

during three studies. All studies involved undergraduate 

students who completed inventories measuring various types 

of control. Study 1 involved 334 students who completed a 

90-item inventory of Likert format. A factor analysis 

after varimax rotation revealed 5 factors, of which per

sonal efficacy was one. The validity of the 10-item 

subscale was questioned since it was found to correlate 

with social desirability at the .40 level. Also, the fact 

that the personal efficacy subscale contained mostly 
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positive items suggested the possibility of artifact due to 

acquiescence (Paulhus & Christie, 1981). 

study 2 involved 193 students who completed an 

81-item inventory that had been modified from study 1. 

Based upon the data obtained in study 1, items with 

loadings below .30 were dropped and negative items were 

introduced into the subscale. The same factors were again 

identified in this study. The problem of social desira

bility was handled by a component-deletion method, elim

inating the items most sensitive to social desirability 

before the final factor analysis. This method resulted in 

a satisfactory correlation of the personal efficacy sub

scale with the Marlowe-Crowne Scale (1964) under .20 

(Paulhus & Christie, 1981). 

In addition to estimates of internal consistency, 

construct validity of both the convergent and divergent 

type (Campbell & Fiske, 1959) was evaluated. The personal 

efficacy subscale was intercorrelated with the Machiavel

lianism Scale (Christie & Geis, 1970), the Marlowe-Crowne 

Social Desirability Scale (Crowne & Marlowe, 1964), and 

Rotter's (1966) Locus of Control Scale, in the directions 

and magnitude predicted (Paulhus & Christie, 1981). 

Two Self-efficacy instruments were piloted: Self

efficacy (Success) and the Self-efficacy (Failure) Scale. 

The Self-efficacy (Success) Scale is discussed first. 
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After 17 people responded to the 10-item scale, the 

scale was revised during the pilot phase. The revised 

version was administered to 8 participants. The primary 

impetus for the revision was the word "success," which was 

found to be seriously reactive. Since the revision of the 

scale was prompted by a validity issue, only the statistics 

for the revised Self-efficacy (Success) Scale are reported 

here. 

The second version of the Self-efficacy (Success) 

Scale utilized the original 10 items, but substituted the 

phrase "when you accomplished something" for the word 

"success." An analysis of the instrument revealed a 

broader range of item means for the revised versus the 

original version (1.4 to 3.4). However, 3 of the 10 

standard deviations exceeded the criterion of being less 

than half the value of the item means. All items met the 

criterion of having less than 10% missing data. 

Internal consistency estimates for the Self

efficacy (Success) Scale were found to be that of a mature 

scale (standardized a = .84; unstandardized a = .81). The 

inter-item correlations for 3 items and item-subscale cor

relations for 2 items failed to meet criterion. Since the 

confidence intervals around parameters for a sample of 8 

are large, only Item 7 was dropped from the scale. Delet

ing Item 7 resulted in a standardized a of .89, and an 

unstandardized a of .87, clearly better than the original 
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revised 9-item instrument in the full study. 
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As with the Self-efficacy (Success) Scale, the 

Self-efficacy (Failure) Scale was revised in the middle of 

the second pilot and retested with the rest of the second 

pilot sample. The original 10 items remained, and the word 

"failure" was replaced with "which you could have improved 

or done better" within the scale items and directions. 

Since only 6 participants completed the revised instrument, 

the analysis provided little empirical sUbstantiation for 

further revision of the instrument. The revised instrument 

provided item means that ranged from 1.3 to 2.7 on a scale 

of 0 to 4, following the trend of lower scale values in the 

original Self-efficacy (Failure) Scale. The standard 

deviations met the criterion of being less than half of the 

item means and ranged in value from .41 to 1.04. All items 

met the criterion of having less than 10% missing data. 

The revised version of the Self-efficacy (Failure) 

Scale failed to meet the criterion of .70 for the coeffi

cient a of an immature scale. Contributing to the below 

criterion reliability coefficient was the failure of 9 out 

of 10 inter-item correlations to meet the criterion 

pattern. Item-subscale correlations were also low, with 6 

items below the criterion. The item-subscale correlations 

ranged from -.11 to .90. 
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Due to the poor reliability of the revised Self

efficacy (Failure) instrument, the decision was made to 

retain the original version of the scale, excluding Items 8 

and 10. 

Value Scales 

The Value Scales (success and failure versions) 

originally consisted of a single item with response cate

gories ranging from 1 to 10. Increasing the range of 

response categories was accomplished in order to improve 

the precision of the instruments. The participant was 

asked to respond to the question of "how important these 

accomplishments are to you" and "when you didn't accomplish 

something, how much difference did it make to you?" While 

the wording of the item biases the respondent in the 

direction of higher valued responses, it validates the 

participant's understanding of the intent of the item. 

During the piloting of the instruments, the Value 

Scales (success and failure versions) were assessed by 

descriptive statistics only. Internal consistency esti

mates were not obtained on these single-item indices. The 

Value Scale (Success) had a mean of 8.7 with a range of 

responses from 3 to 10. The standard deviation was 1.8. 

Item responses indicated adequate variation and range for 

the scale. The single-item inventory did not meet the 

criterion for missing data with 17% missing data. 
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The Value Scale (Failure) demonstrated greater 

variation than the success version. The mean was 7.8. 

While the responses also ranged from 3 to 10, there was 

more variation in response pattern as indicated by the 

standard deviation of 2.4. The Value Scale (Failure) also 

exceeded the criterion for missing data (34%). 

Based on the magnitude of missing data and the 

necessity for the Value Scales to parallel the revised 

Causal Dimension Scales, the Value Scales were expanded to 

4 items. These items paralleled the statements specified 

in the Causal Dimension Scales, after the second pilot 

test. 

Since the psychometric assessment of the 4-item 

Value Scales did not occur during the piloting phase of the 

study, the instruments were assessed for validity and 

reliability preceding theoretical model testing in the full 

study. 

Competence Scale 

'The Competence Scale consists of a series of 42 

items, including Guttman-scaled items, which are summed. 

The Competence Scale measures 5 dimensions of competence 

that have been operationalized within this study. These 

dimensions and their corresponding subscales are: 

1. Social, 

2. Effectance, 
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3. Goals/problem-solving, 

4. Physical self-maintenance, and 

5. Instrumental activities of daily living. 

The first three subscales have five response categories 

ranging in value from 0 to 4. The remaining physical self

maintenance and instrumental activities of daily living 

subscales are constructed to have several ranges of 

response categories. Some items range in value from 1 to 

3, and others have values from 1 to 5. The majority of the 

items for the two subscales range in value from 1 to 4 with 

the highest score given for independent functioning. The 

average item mean is the unit of analysis allowing easy 

visual comparison among the subscales. All items from the 

social, effectance, and goals/problem-solving subscales 

were randomly assigned. Validity and reliability estimates 

are reported for each of the five subscales. Data obtained 

from the initial pilot study in which the Competence Scale 

was used with ambulatory, elderly individuals were reported 

at length in Appendix B. 

Social Subscale. The first subscale of the Compe

tence Scale is the social subscale. The social subscale 

consists of 13 items, 8 of which were adapted from Paulhus 

and Christie's (1981) Sphere's of Control Instrument (Items 

1-3, 6-10). The items were kept essentially intact with 

minimal rewording. The social subscale was developed to 



measure the ability of the older person to communicate 

effectively with others. 

Lawton's (1976) research of competence in older 

individuals provided the primary theoretical support for 

the social subscale and other competence subscales. 
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Lawton conceptualized competence as an external phenomena 

consisting of tasks that are performed by the elderly 

person. Due to the emphasis placed upon behavior that was 

derived from an interaction between the older individual 

and his environment, Lawton determined that competence was 

without any internalized elements. Competence was then 

differentiated from other psychological variables such as 

personality traits and abilities. While this author sup

ports Lawton's belief that competence can be measured by 

specific behaviors, these behaviors do not exclude phe

nomena such as attitudes, problem-solving strategies, the 

management of stress, and the mobilization of resources 

which are internalized by the elder (Adler, 1982). Conse

quently, Lawton's (1972) Philadelphia Geriatric Center 

Multilevel Assessment Instrument provided some direction in 

the assessment of competence in the older person, but was 

too limited in its scope for use in this study. An example 

of the limited applicability of the Philadelphia Geriatric 

Center Instrument specific to the social subscale, was 

evident in Lawton's choice of items to index minimal social 

behavior. He chose items from Farina, Arenberg, and 
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Guskin's (1957) scale that was designed for use with 

chronic schizophrenics. The items selected by Lawton 

measured rudimentary interactive behaviors demonstrated 

during an interview such as handshaking and appropriate 

verbal responses. The newly-generated and adapted items 

from Paulhus and Christie's (1981) Spheres of Control 

Instrument were selected as more appropriate indicators of 

levels of interaction. 

The reliability estimates obtained from the Spheres 

of Control Instrument (Paulhus & Christie, 1981) are 

reported here. The internal consistency estimates specific 

to the interpersonal control subscale are described. In 

the first of three studies, interpersonal control was found 

to be the second factor that emerged from a 5-factor vari

max rotated factor analysis. Interpersonal control was 

correlated with social desirability at the .40 level. More 

positive items were added to the subscale before additional 

testing in Study 2. In the second study, no items were 

retained except those with loadings above .30. social 

desirability was addressed through the use of the 

component-deletion method during factor analysis. The 

interpersonal control subscale was found to correlate 

satisfactorily with the Marlowe-Crowne Scale (Crowne & 

Marlowe, 1964) at .11 level (Paulhus & Christie, 1981, p. 

171). In the third study, interpersonal control emerged as 

1 of 3 factors. The reported a for the interpersonal 
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control subscale was .75. Construct validation was 

obtained for the interpersonal control subscale by the 

correlation with Rotter's (1966) Locus of Control scale in 

the direction and magnitude predicted (-28) (Paulhus & 

Christie, 1981, p. 171). 

An analysis of the pilot data revealed that the 

item means for the 13-item social subscale ranged from 1.7 

to 3.3 on a scale from 0 to 4. The majority of these item 

means were above the middle range, but still provided ade

quate variation. Four items exceeded the criterion level 

of a standard deviation less than half the item mean. No 

item exceeded the 10% missing data criterion. 

Internal consistency estimates for the social 

subscale met the immature scale criterion. The unstandard

ized coefficient a was .74 and the standardized coeffici

ent a was .76. Only 2 items met the inter-item correlation 

criterion, and 7 items met the item-subscale criterion. 

Item-subscale correlations ranged from -.13 to .69. After 

deleting Items 5 and 23, the coefficient a was raised to 

.78 (standardized and unstandardized), which made the scale 

satisfactory for use in the dissertation study. 

Effectance Subscale. The second subscale of the 

Competence Scale is the effectance subscale. The effec

tance subscale consists of 7 items that were developed for 

this study to measure behaviors "requiring the expenditure 
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of some energy beyond physical and instrumental self

maintenance and gainful employment" (Lawton, 1976, p. 136), 

but does not include social activity. The theoretical 

basis for this subscale was derived from Lawton based on 

White's (1959) original concept of effectance. Effec

tance was believed to be the motivating force behind the 

human tendency to explore. The items identified in the 

purposeful activity subscale were generated from Lawton's 

definition of the subscale and indexed the older person's 

participation in specific activities such as volunteering, 

hobbies, membership in organizations, exercise, etc. 

Providing additional theoretical support for the 

effectance subscale, was a study of competence in inde

pendently living older adults conducted by North and 

Ulatowska (1981). Although they defined and operation

alized competence differently than Lawton, North and 

Ulatowska assessed competence in independently living 

elderly by means of unstructured interviews, cognitive 

tests, and linguistic tasks. There were 27 participants 

in the study, and they were 65 years of age or older. 

An analysis of the data resulted in a significant 

correlation between organizational membership and a gener

aliZed index of competence (r = .52, ~ < .01), and hobbies, 

etc., and competence (r = .63, ~ < .01) (North & Ulatowska, 

1981). In this study, behaviors such as those indexed by 

North and Ulatowska were specified as behaviors indicative 



of competence since they have contributed to the older 

individual's ability to deal effectively with his 

environment. 

108 

Validity and reliability estimates for the effec

tance subscale were assessed in the full pilot of the 

subscale with elderly individuals. All items from the 

subscale were newly generated and included on the basis of 

fit between item content and variable definition. 

The descriptive statistics for the piloting of the 

effectance subscale revealed means that ranged from 1.9 to 

3.3 on a scale of 0 to 4, with the majority of the means in 

the top range cf values. out of the 7 items, 2 items from 

the subscales failed to meet the criterion of a standard 

deviation less than half the mean. All subscale items had 

less than 10% missing data. 

The subscale's low coefficient a (unstandardized 

.13; standardized .19) was partially explained by the 

failure of all 7 inter-item correlations and item-subscale 

correlations to meet criteria. Item-subscale correlations 

ranged from -.23 to 33. Due to the poor performance of the 

items, the decision was made to delete the entire subscale 

from the Competence instrument. Consequently, the effec

tance dimension of the variable was not operationalized 

within the full study. 
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Goals/Problem-solving Subscale. The third subscale 

included in the Competence Scale is the goals/problem

solving subscale. The subscale is comprised of 8 items, 

with 1 item adapted from the Spheres of Control Instrument 

(Item 6) (Paulhus & Christie, 1981). 

The goals/problem-solving subscale was designed to 

measure the generalized ability to effectively problem 

solve. The ability to anticipate the outcome of an older 

person's performance is believed to constitute mastery, or 

competence. As individuals routinely demonstrate these 

behaviors, they develop cognitive and behavioral strategies 

to deal with major life crises. These approaches are 

expected to generalize across situations and to be 

perpetuated throughout the life cycle. 

The goals/problem-solving subscale was piloted in 

order to obtain initial measures of variability. The item 

means ranged from 2.2 to 2.7 on a scale of 0 to 4. A 

pattern of minimal variation was noted with this subscale, 

and only 1 standard deviation exceeded the criterion of 

being less than half the item mean. No item exceeded the 

criterion of 10% missing data. 

The coefficient a for the goals/problem-solving 

subscale was below the criterion for mature scales (.60 

standardized; .61 unstandardized). Contributing to the low 

a's were 7 out of 8 items that did not meet the criterion 

pattern for inter-item correlations. The item-subscale 
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correlations ranged from .02 to .63 with only 3 items 

meeting the criterion. since coefficient a may not be the 

appropriate estimate of internal consistency when items may 

be measuring more than one aspect of a concept or the n is 

small (Zeller & Carmines, 1980), the e coefficient was 

estimated. The e estimate of .68 is a conservative 

estimate since Item 1 was subsequently dropped from the 

subscale due to factor loadings that were unpredictably 

negative. 

Construct validity was assessed for the goals/ 

problem-solving subscale by principal components factor 

analysis and by estimates of convergence obtained by 

subscale-subscale and subscale-total correlations. The 

factor analysis revealed 3 factors specific to the 

following content areas: 

1. Ability to initiate activity, 

2. Mastery, and 

3. Lack of goal/problem-solving ability. 

All 3 underlying factors were congruent with the opera

tional definition of the goals/problem-solving subdimension 

of competence. 

The unrevised goals/problem-solving and social 

subscales were assessed for construct validity. Conver

gence in terms of subscale-subscale and subscale-total 

correlations were computed. The subscale-subscale 

correlation was .26 and the sUbscale-total correlations 
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were .64 and .87, respectively. Convergence was minimally 

supported by the subscale-subscale correlation. The 

subscale-total correlation for the social subscale was 

above the criterion of .70. The subscale's performance 

will be monitored in the full study. 

Physical Self-maintenance and Instrumental 

Activities of Daily Living Subscales. The Physical Self

Maintenance and Instrumental Activities of Daily Living 

Subscales were developed by Lawton and Brody (1969) and 

derived from the Langly Porter Scale of Functional 

Competence (Lowenthal, 1964). Both subscales combined 

consist of 14 items that are summated from Guttman-type 

items and index functional abilities. Providing content 

validity for both subscales are the following instruments: 

Physical Classification Scale (Waldman & Fryman, 1964), 

Index of Activities of Daily Living Scale (Katz et al., 

1970), and several nursing assessment tools (Little & 

Carnavelli, 1969; Beland, 1970). Concurrent validity for 

the physical self-maintenance subscale was estimated by 

correlations with the Physical Classification Scale 

(Waldman & Fryman, 1964), Mental Status Questionnaire (Kahn 

et al., 1960), and the Behavior and Adjustment Rating 

Scales (Waldman & Fryman, 1964). The intercorrelations 

ranged from .35 to .61 among a sample of 44 and 152 elderly 

subjects. All correlations were found significant at the 
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.01 level. The physical self-maintenance subscale has a 

reproducibility coefficient of .96 and an inter-rater 

reliability coefficient between .87 and .91 (Phillips, 

1980). The concurrent validity for the instrumental 

activities of daily living subscale provided intercor

relations greater than the .01 level except for the 

correlation between the instrumental activities of daily 

living subscale and the Adjustment Rating Scales. Conse

quently, Lawton and Brody (1969) established some support 

for the content validity of both the physical self

maintenance subscale and the instrumental activities of 

daily living subscale. The reliability testing of the 

instrumental activities subscale has provided limited 

results. The inter-rater reliability coefficient with a 

sample of elderly individuals was .85 (Lawton & Brody, 

1969). 

In a study conducted by Phillips (1980), the physical 

self-maintenance and instrumental activities of daily liv

ing subscales were administered to 74 elderly individuals 

and their caregivers. The physical self-maintenance and 

instrumental activity of daily living subscales were used 

to measure the participant's ability to perform activities 

of daily living. Phillips piloted both subscales with a 

1-5 scoring format. This replaced the 0-1 format used by 

Lawton and Brody (1969). Greater variation in the scaling 

was sought as a means of increasing the precision of the 
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instrument. Using Lawton's original scaling methodology, 

the inter-item correlations ranged from .15 to .81. 

Phillips (1980) revised scaling methodology resulted in 

inter-item correlations ranging from .60 to .95. The 

revised scaling yielded part-to-whole correlations ranging 

from .75 to .97. The total estimate of the physical self

maintenance subscale yielded an estimate of .95. 

The instrumental activities of daily living subscale 

revealed the same trend in the pilot. The inter-item 

correlations ranged from .04 to .94. The revised scaling 

methodology yielded part-to-whole correlations ranging from 

.56 to .93. The standardized a for the summated scale was 

.89. The internal consistency estimate for the total 

subscale was .95 (Phillips, 1980). 

Reliability estimates obtained in Phillips' (1980) 

actual study produced a standardized a of .92 for the 

physical self-maintenance subscale. The a level indicated 

that one underlying concept was indexed by the instrument. 

The inter-item correlations ranged from .42 to .88, and the 

part-to-whole correlations ranged from .74 to .93 (1980, p. 

154). Factor analytic studies conducted by Lawton and 

Brody support the assertion that the physical self

maintenance and the instrumental activities of daily living 

subscales contain one distinct factor each. Factor 1 

accounted for 85.4% of the variance when both tools were 

combined (Phillips, 1980). 
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The instrumental activities of daily living subscale 

was reported to have a standardized a of .90 (Phillips, 

1980). The inter-item correlations for the instrumental 

activities of daily living subscale ranged from .29 to .81, 

and the part-to-whole correlations ranged from .45 to .85. 

The factor analysis of the instrumental activities of daily 

living subscale contained Factor 2, with the exception of 

the shopping, housekeeping, and laundry items (Phillips, 

1980). Since Factor 1 accounted for 85.4% of the variance 

for the combined physical self-maintenance subscale and the 

instrumental activities of daily living subscale, the 

instrumental activities subscale was considered to have 

less construct validity and was the weaker instrument 

(Phillips, 1980). The instrumental activities of daily 

living subscale, as well as the physical self-maintenance 

subscale, have established validity and reliability 

estimates for use with older individuals. 

The physical self-maintenance and instrumental 

activities of daily living subscales were piloted within 

this study to assess ease of administration and follow 

through of protocol. Both subscales confirmed that the 

pilot sample was comprised of normal, healthy elders. 

The means for the physical self-maintenance subscale ranged 

from 3.9 to 5.0, with 4 out of 6 items having no variation. 

More variation was evidenced with the instrumental activi

ties of daily living subscale. The item means ranged from 
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2.8 to 4.0 with 3 items having no variation. The lack of 

variation among these two subscales was expected with 

healthy elderly participants and consequently no additional 

empirical data are reported at this time. 

Self-Esteem Scale 

The original Self-Esteem Scale is a 10-item 

summated scale with Guttman items (Rosenberg, 1965). The 

Likert format adopted here enabled the participants to 

choose 1 of 4 response categories: Strongly Agree, Agree, 

Disagree, or Strongly Disagree. The response categories 

ranged in value from 1 to 4. An individual score was 

obtained from the average item mean. The scale measures 

the self-acceptance component of self-esteem, rather than 

other factors. The Self-Esteem Scale was originally 

designed for use with high school students, but has been 

used with adults and elderly individuals as well (Robinson 

& Shaver, 1973). 

The initial validity and reliability estimates for 

the Guttman scaling form of the Self-Esteem Scale (Rosen

berg, 1965) were obtained from a study involving 5,024 high 

school students randomly selected from 10 New York schools 

(Robinson & Shaver, 1973). Convergent validity was esti

mated from scale correlations with several similar clinical 

assessment tools. Silber and Tippett (1965) found that the 

scale correlations (n = 44) ranged from .56 to .83. 
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Robinson and Shaver (1973) found the Self-Esteem Scale 

correlated with Coopersmith's Self-Esteem Inventory (.59). 

The Self-Esteem Scale has also been correlated with the CPI 

Self-acceptance Scale at .27 (n = 64), and with a one-item 

Self-Esteem Scale .45 (n = 64) and .66 (n = 101) (Robinson 

& Shaver, 1973). 

Discriminant validity was reported. Correlations 

with the stability of ratings of others and the stability 

of perceptual performance were close to zero (Tippett & 

Silber, 1965). 

Rosenberg (1965) reported the predictive validity 

of the self-esteem variable with other variables. Rosen

berg (1965) and Kaplan and Pokorny (1969) found that'~low 

self-esteem scores were significantly associated with a 

large number of psychosomatic symptoms. These partici

pants also reported themselves to be having difficulty 

making friends and were sensitive to the criticisms of 

others. Rosenberg (1965) also reported that high school 

seniors (n = 272) found to have high estimates of self

esteem were significantly nominated more often by peers for 

class leader. 

The reliability estimate was reported in terms of a 

reproducibility coefficient of .92. The Self-Esteem Scale 

has also had a reliability coefficient of .85 on a 2-week 

test-retest conducted by Silber and Tippett (1965). 

Although Wylie (1974) has concluded that the Self-Esteem 
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Scale is a valid and reliable measure of self-esteem, the 

subscale has had limited applicability with older 

participants. 

An analysis of the data obtained from the pilot of 

the Self-Esteem Scale revealed item means that ranged from 

2.6 to 3.4. These means tended to be at the top of the 

scale, but did not reach the highest scale value; all 

standard deviations met criterion. Adequate but not 

excessive variation was noted. No item exceeded the 10% 

missing data criterion. 

The 10-item Self-Esteem Scale has no subscales. 

The scale met the mature scale criterion for internal 

consistency (.87 standardized a; .86 unstandardized). All 

inter-item and item-subscale correlations met the criterion 

pattern, except for Item 1. After deletion of that item, 

the resultant 9-item scale exceeded the criterion coeffici

ent a levels (.88 standardized; .87 unstandardized). All 

inter-item and 8 out of 9 item-subscale correlation 

patterns met the criterion. Consequently, the 9-item Self

Esteem Scale was submitted for use in the full study. 

Data Collection Protocol 

All participants were asked to complete a series of 

questionnaires designed to obtain information concerning 

mental health principles as they apply to individuals 60 

years of age and older. Participants were asked to read 



the disclaimer and were given an opportunity to ask the 

investigator questions throughout the testing process. 
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An estimate of the amount of time needed to complete the 

scales was given, and individuals reticent to participate 

in the testing were encouraged not to do so. The multiple

choice format was explained, as well as reassurance given 

that there was no one right answer. Each elder was asked 

in the full study to answer the questions within the 

context of a success and failure experienced since she/he 

became 60 years of age or older. Examples of successes and 

failures were given to participants, as many individuals 

believed that their goal-setting behaviors ceased with 

retirement or their children leaving home. The functional 

activity of daily living items required additional clari

fication, since many well elders reacted to the content 

areas. The items were explained in terms of their future 

use with disabled individuals, and of the need to develop 

norms obtained from well elders. All participants were 

asked to complete the questionnaires within one testing 

period, in order to have access to the investigator and to 

maximize completion. 

Ethical Considerations 

The investigator obtained approval from the Human 

Subjects Committee of the Arizona Health Sciences Center 

prior to the initiation of data collection (Appendix A). 
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The participants were assured that their rights would be 

maintained, and that the confidentiality of the data was 

guaranteed. Anonymity was maintained since no names or 

addresses were obtained from the participants. Each older 

person was designated by a code number for the purposes of 

preserving the data sets, and not to obtain future access 

to the participant. Published reports generated from the 

raw data are to be published in aggregate form. 

statistical Analysis Plan 

The statistical analysis of the scales and sub

scales was conducted in the following manner: 

(1) description of the sample, (2) assessment of the 

psychometric qualities of the instruments, (3) assessment 

of the multiple regression equation, and (4) assessment 

of causal modeling testing assumptions. 

Descriptive statistics were utilized to examine the 

characteristics of the sample. In particular, the associ

ated demographic variables of marital status, living 

arrangement, type of residence, age, and gender were 

targeted within this study. Emphasis was placed during the 

theoretical model testing in determining gender and age

related differences. 

The second step of the analysis plan was accom

plished through estimates of internal consistency reli

ability. Cronbach's a of ~ .70 (Nunnally, 1978) was the 
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criterion set for the study. Item analysis and stability 

was also determined. An unstable item is assessed if the 

standard deviation ~ 1/2 the item mean (Hinshaw & Atwood, 

1981). The degree of common factor variance was determined 

by the Pearson Product Moment Correlation Coefficients for 

scales including subdimensions within dimensions, and 

scales including different concepts (Hinshaw & Atwood, 

1981). Principal components factor analysis was also 

performed. The criterion for extraction in an unrotated 

matrix was: (1) the first factor should explain > 40% of 

the variance in the items, (2) the subsequent components 

should explain fairly equal remaining variance with gradual 

decrease, (3) all or most of the items should have sub

stantial loading in the first component> .4, and (4) all 

or most of the items should have higher loadings on the 

first component than on subsequent components (Zeller & 

Carmines, 1980). Construct validity was estimated by 

predictive modeling. 

The third step of the analysis plan addressed the 

causal modeling statistical assumptions, and in particular, 

linearity. Internal validity was estimated through tests 

for multicolinearity (r ~ .70) examination of the residuals 

(Verran & Ferketich, 1987; Ferketich & Verran, 1984), 

regression coefficients, and p weights (~~ .05 (Kerlinger 

& Pedhazur, 1973). 
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The final step of the statistical analysis plan was 

accomplished by assessing the relationships among the vari

ables, dimensions, and subdimensions. Multiple regression 

was used to do path analysis. 

In summary, Chapter 3 addressed the design of the 

study, population, sample, setting, scaling methodologies, 

description of the instruments used, and their validity and 

reliability estimates. In addition, the data collection 

method, protection of human subjects, and statistical 

analysis plan were discussed. 
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CHAPTER 4 

DATA ANALYSIS 

Chapter 4 includes a description of the sample, 

assessment of the psychometric properties of the instru

ments, and the multiple regression analysis. The data 

analysis of the Competence Model for Normal Aging was 

directed according to three sets of assumptions: causal 

modeling, feasibility, and statistical assumptions. The 

causal modeling assumptions used to define the predictive 

model were discussed in Chapter 3, with the measurement 

error assumptions addressed here in the context of the 

psychometric properties. The feasibility and statistical 

assumptions are addressed in this chapter within the causal 

analysis of the predicted relationships in the Competence 

Model for Normal Aging. 

Description of the Sample 

Well elders living in Tucson (n = 137) were 

recruited to voluntarily participate in the study. Fol

lowing the same procedure specified in the pilot, a group 

setting provided the context during which the participants 

received verbal and written information concerning the 

study. All were asked to complete the questionnaires 
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within one testing period, with fewer than 20 individuals 

failing to do so. 

The analysis of the sample reflected the well, 

ambulatory population of elders sought in the study. The 

age range of the participants was 60 to 92 years of age. 

The mean age was 73.3 with a notable standard deviation of 

7.9 years. See demographic data table (Table 1). About a 

quarter of the sample was derived from the third stage of 

adulthood (80 and beyond) and provided an opportunity to 

empirically determine the differences between the younger 

and older age groups. All participants were Caucasian, 

with more than twice the number of females than males. 

The majority of the participants were married, with the 

next largest group being widowed. The number of divorced 

and never married individuals was approximately 11% of the 

sample. More than half the participants lived with a 

spouse or a friend. The elders who participated in the 

study resided primarily in mobile homes, homes/ 

condominiums, or apartment complexes within the Tucson 

community. 

The data analysis of the sample confirmed the 

availability of the sample sought. The assumptions deal

ing with feasibility issues in obtaining a sample were met. 

The assumptions pertained to: (1) the availability of a 

sufficient number of well elders within the Tucson commu

nity and (2) the adequacy of the response rate ensuring 



Table 1. Demographic data 

n 

Total 137 

m (sd) = 73.3 (7.9) 

Age 

60-79 
80+ 
Missing 

Gender 

Female 
Male 
Missing 

Marital status 

Married 
Divorced 
Widowed 
Never Married 
Missing 

Current Living Arrangement 

Alone 
Spouse 
Friend 
Missing 

Type of Residence 

Home 
Townhouse/Condominum 
Mobile Home 
Apartment 
Other 
Missing 

97 
30 
10 

89 
40 

8 

69 
9 

49 
6 
4 

59 
70 

3 
5 

19 
3 

82 
27 

1 
5 

124 
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generalizability to a larger population of elders. While 

obtaining an adequate number of participants was time 

consuming, sufficient numbers of elders were obtained 

without exhausting testing sites. Eliciting the coopera

tion of elder participants does require additional time 

for explanations, directions, and clarifying procedural 

details. Adopting a strategy of encouraging elders to not 

participate in the study if so inclined within the testing 

protocol, enabled participants to freely choose their level 

of involvement. Accurate estimations of the time involved 

in the completion of the testing also improved the response 

rate. The participation was greater than 75% for the 

study, with individuals either completing all the instru-

ments or very few. This approach to the testing resulted 

in data sets that were generally intact (n = 86-137). 

However, the psychometric assessments were computed on a 

sample of 107-128 to estimate coefficient Q. 

Assessment of the Psychometric 
properties of the Instruments 

The data analysis of the instruments utilized the 

same psychometric strategies described earlier in the 

pilot. 

Intra-coder (investigator) and inter-coder (inves-

tigator and programmer) reliability was assessed for all 

instruments used in the sample. An error rate of less than 
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10% was established. The intra- and inter-coder reliabili

ties for the sample were estimated by dividing the number 

of correct responses by the total number of possible 

responses obtained from 5 randomly selected recoded data 

sets. The actual intra- and inter-coder reliabilities were 

estimated at 100% and 99%. 

Causal Dimension Scales 

The 8-item Causal Dimension Scale was administered 

twice to the participants. Each elder was asked to com

plete the questionnaire on the basis of both a success and 

a failure situation experienced since retirement. 

As an overview, the psychometric evaluation of the 

attribution instruments was disappointing. However, causal 

attributions are so difficult to study in elders that a 

generous, approach to item retention was taken. The anal

ysis of the success version of the instrument is reported 

first. The decision was made to eliminate the locus of 

causality subscale entirely and to retain Items 3 and 4 

from the stability subscale as representative of the total 

scale on both sUbstantive and empirical grounds. Substan

tively, the items addressed the degree of temporality or 

permanence experienced by the elder in his/her problem

solving and independent functioning. Both items are 

considered integral to the variable definition. Empiri

cally, the correlation between Item 3 and Item 4 was the 
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highest correlation for the subscale (.44) and the items 

defined 1 stability factor with factor loadings of .64 and 

.69. Consequently, the items were preserved for theoreti

cal model testing. The data on which the decision was 

based are as follows. 

The dichotomous response format for the scale 

resulted in little variation with means ranging from 1.1 to 

1.3 for the locus of causality subscale, and 1.1 to 1.4 for 

the stability subscale. All standard deviations met the 

criterion of being less than half the item mean. 

The internal consistency estimate selected for the 

short Causal Dimension Scale was the Spearman-Brown coeffi

cient. The Spearman-Brown formula statistically estimated 

a reliability on the basis of a 12-item scale, when fewer 

than 12 items were present. The Spearman-Brown coeffici

cients were .41 and .50, respectively, for the locus of 

causality and stability subscales with neither meeting the 

criterion of .70 to .80. Additionally, no item met the 

criterion pattern for the inter-~tem correlations. Only 

1 item per subscale met the criterion of .40 for the item

subscale correlations. The principal components factor 

analysis revealed 1 factor for the locus of causality 

subscale with an eigenvalue of 1.6, accounting for 40% of 

the variance. All loadings were over the .40 criterion 

(Kerlinger, 1973), ranging from .41 to .79. The stability 

subscale was also found to have 1 factor with an eigenvalue 
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of 1.7 explaining 44% of the variance. All items had 

loadings exceeding the .40 criterion, and ranged in value 

from .56 to .76. For the purposes of comparison, the 

Spearman-Brown coefficient and 9 were computed. e is a 

maximized a that is utilized with principal components 

analysis of rotated factors (Zeller & Carmines, 1980). 

The e coefficient was estimated at .49 for the locus of 

causality subscale and .53 for the stability subscale. 

Consequently, neither the Spearman-Brown or the e coeffi

cient met the criterion. 

Construct validity was assessed for the Causal 

Dimension (Success) Scale by principal components analysis 

and by estimates of convergence obtained from subscale

subscale and subscale-total correlations. Since both the 

locus of causality and stability subscales were found to 

have 1 factor, the underlying factors were known to be 

congruent with the operational definition of causal attri

butions. The subscale-subscale correlation and subscale

total correlation for the locus of causality subscale were 

.42 and .74, respectively. A similar pattern of multi

collinearity was found for the stability sUbscale-total 

correlation (.82). Convergence was supported by the 

subscale-subscale correlation, but exceeded the .70 

criterion for the subscale-total correlations. Computing 

the Spearman-Brown coefficients and 9 on the subscales 

where mean sUbstitution was permitted (not exceeding the 
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criterion of 25% missing data per subscale) did not result 

in any subscale meeting the criterion for internal consis

tency (Spearman-Brown coefficients = .46 and .50; e coeffi

cients = .48 and .53). Ir: general, the data analysis of 

the Causal Dimension (Success) Scale indicated a poorly 

functioning scale, from which the previously mentioned two 

stability items were selected to represent the scale. 

Proceeding with the data analysis of the Causal 

Dimension Scale, the failure version of the scale per

formed in a similar manner to the success version. The 

decision was made to retain Items 1 and 2 from the locus 

of causality subscale on both substantive and empirical 

grounds. It is worth noting that Items 1 and 2 were the 

same items retained from the success version of the 

instrument. Both subscales are comprised of 2-part items 

and so the item stem remains the same across subscales in 

the success and failure versions. The locus of causality 

concept required the addition of the question of whether 

the cause of the elder's failure was internal or external 

to the individual. Substantively, these items are not only 

believed to be in agreement with the variable definition, 

but were identified as important by the elders' spontaneous 

comments during testing. The empirical rationale for 

retaining the items was: (1) the inter-item correlation 

was .37 and the only correlation that met criterion and 



(2) they defined the causality factor (.69, .78). As a 

result Items 1 and 2 from the causality subscale were 

retained for theoretical model testing. 
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continuing with the data analysis upon which the 

decision was based, minimal variation was noted among item 

means since they ranged from 1.4 to 1.6. There was no 

variation for the stability subscale with a common mean of 

1.8. All standard deviations met the criterion of being 

less than half the item mean. 

Internal consistency estimates were also based on 

the Spearman-Brown and e coefficients. The Spearman-Brown 

coefficients were .44 and .52 for the locus of causality 

and stability subscales. The principal components factor 

analysis for the locus of causality subscale identified two 

factors with eigenvalues of 1.6 and 1.01, explaining 66% of 

the variance. Only one factor was determined for the 

stability subscale, resulting in a 9 of .57. The computa

tion of the Spearman-Brown and e coefficients with mean 

sUbstituted data did not result in any internal consistency 

estimates meeting criterion. The low internal consistency 

estimates were attributed to inter-item correlations that 

failed to meet the criterion pattern of more than half the 

inter-item correlations ranging from .30 to .70 in value. 

No item from the locus of causality subscale, and only 

1 item from the stability subscale met the criterion 

pattern for inter-item correlations. Only 1 item-subscale 
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correlation met the criterion of .40 for the locus of 

causality subscale. The stability subscale continued to 

perform slightly better than the locus of causality sub

scale, with 3 item-subscale correlations ranging from .40 

to .42. As mentioned previously, the principal components 

factor analysis of the locus of causality subscale resulted 

in 2 factors with primary loadings on both factors ranging 

from .59 to .74. The stability subscale had 1 factor with 

an eigenvalue of 1.8 which explained 46.2% of the variance. 

All loadings were above the .40 criterion (.49 to .78). 

Due to the failure of the Causal Dimension (Failure) Scale 

to meet criteria for internal consistency, the previously 

specified decision was made to retain two items from the 

locus of causality subscale. 

Self-efficacy Scales 

The Self-efficacy Scale also had both success and 

failure versions. Both scales performed well. The success 

version will be reported first. 

The analysis of the Self-efficacy (Success) Scale 

indicated a modest range of variation with item means rang

ing from 2.4 to 3.3 on a 1-5 scale. All standard devia

tions met the criterion. Internal consistency estimates 

were found to be lower in the sample than noted in the 

pilot. The standardized coefficient a was .72 (unstandard

ized, .73) in comparison to the standardized a of .84 and 
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unstandardized a of .81 in the pilot. Based on the 

criteria noted earlier the decision was made to delete Item 

9, slightly raising the coefficient a (.72 standardized and 

.73 unstandardized). The lowered coefficient a could be 

attributed to the fact that with the larger, more diverse 

sample, no item met the criterion pattern for inter-item 

correlations, and only 5 out of 9 item-subscale correla

tions were above the .40 level. The computation of inter

nal consistency estimates using mean substituted data did 

not result in different values indicating similarity among 

respondents who completed all or part of the scale. The 

factors for the Self-efficacy (Success) Scale had eigen

values of 2.9 and 1.3 explaining a modest 46.9% of the 

variance. 'Both factors had loadings over the .40 

criterion, with primary factor loadings ranging from 

.48 to .77. 

An examination of the principal components factor 

analysis and empirical evidence of convergence established 

support for construct validity. The factors differenti

ated between positive and negative items, representing 

dimensions of the variable definition. Each item clearly 

loaded on a single factor without evidence of theoretical 

confusion. Since the Self-efficacy Scales do not have 

subscales, subscale-subscale and sUbscale-total correla

tions were not applicable. The correlation between both 

Self-efficacy Scales was .42, providing evidence of 
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convergence without redundancy. Overall, the Self-efficacy 

(Success) Scale performed adequately at this stage of 

testing. 

The analysis of the failure version of the self

efficacy instrument provided substantiation of a mature 

scale. Item means ranged from 2.4 to 2.8, demonstrating 

less variation than was noted with the success version of 

the scale. All standard deviations met the criterion of 

being less than one half the item mean. 

Internal consistency estimates of coefficient a, 9, 

inter-item and item-subscale correlations were assessed. 

The standardized and unstandardized coefficient a for the 

scale was .87, and .86 for the nonmean substituted data. 

Of the 8 items, 7 met the i~t~~-item correlation pattern. 

All but 1 item-subscale correlation met the criterion and 

ranged from .55 to .71.' The principal components factor 

analysis identified 2 factors with eigenvalues of 4.2 and 

1.1. Both factors combined explained 67% of the variance. 

Each factor had loadings that met the .40 criterion, 

ranging from .70 to .90. 

Construct validity was minimally assessed for the 

Self-efficacy (Failure) instrument on the basis of the 

principal components analysis. All items loaded clearly 

on either factor. The 2 factors specified were: 

situation-specific ineffectiveness and generalized inade

quacy to accomplish a goal. Both aspects are subsumed 
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under the variable definition. The instrument remained 

intact at this stage of testing with no revisions. The 

Self-efficacy (Failure) Scale's performance was consistent 

with the pilot. 

Value Scales 

The remaining instrument analyzed with both suc

cess and failure versions was the Value Scale. The Value 

(Success) Scale is reported first. The Value (Success) 

Scale remained in its present form despite demonstrating 

little variation with means ranging from 9.1 to 9.7 on a 

1-10 scale. All standard deviations met criterion. The 

internal consistency estimates utilized to assess the scale 

were the Spearman-Brown coefficient, single-factor a, 

inter-item and item-subscale correlations. The Spearman

Brown formula was used with the 4-item scale and generated 

a coefficient of .69, which approximated the criterion for 

immature scales. The single-factor a resulted in a value 

of .73, meeting the internal consistency criterion. 

Internal consistency estimates computed on mean substituted 

data satisfactorily did not result in major differences in 

values. All inter-item correlations met the criterion 

pattern, and 3 items met the item-subscale correlation 

criterion ranging from .52 to .73. A factor with an eigen

value of 2.3 (58% explained variance) was identified by the 



principal components factor analysis. All loadings were 

above the .40 criterion and ranged from .59 to .89. 
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Construct validity was minimally assessed by prin

ipal components factor analysis and the bivariate correla

tion between the two Value Scales. The single factor 

generated provided empirical substantiation regarding the 

variable definition. The correlation between the Value 

Scales was .27, indicating modest conceptual convergence 

without redundancy. The Value (Success) Scale was not 

revised since it performed as expected for an immature 

scale. 

Proceeding with the analysis of the Value (Failure) 

Scale, the item means were lower and demonstrated even less 

variance (7.5 to 7.8) than noted for the success version of 

the instrument. All standard deviations met the criterion. 

The internal consistency estimates of Spearman

Brown coefficient, single-factor 9, and inter-item and 

item-subscale correlations were obtained. Both the 

Spearman-Brown coefficient and 9 exceeded the criterion 

(.92; .91). Internal consistency estimates obtained from 

mean substituted data were essentially the same as the non

mean substituted data. However, all but 1 inter-item 

correlation exceeded the criterion pattern. All item

subscale correlations were above .40 and ranged from 

.82 to .88. An examination of the principal components 

factor analysis revealed 1 factor with an eigenvalue of 
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3.4, explaining 84% of the variance. All loadings were 

well above .40 with actual values ranging from .81 to .87. 

Construct validity was assessed by principal 

components factor analysis, and the correlation between 

both versions of the Value Scale. The identification of 

1 factor with unusually high loadings provided evidence of 

one content domain being measured, with redundancy. Evi

dence of conceptual convergence was provided by the 

correlation of the two Value Scales. 

Due to the unusually high internal consistency 

estimates, the decision was made to select one item as 

representative of the whole scale. Item 1 was chosen on 

the basis of its factor analysis and inter-item correla

tions. 

Competence Scale 

The Competence instrument was assessed in terms of 

its four subscales. The subscales analyzed in the sample 

were: (1) the social subscale, (2) the goals/problem

solving subscale, (3) the physical self-maintenance sub

scale, and (4) the instrumental activities of daily living 

subscale. All four subscales are addressed individually. 

Social Subscale. The social subscale remained 

intact as an II-item subscale with response categories 

ranging from 0 to 4. The majority of the item means were 

above the middle range (1.7 to 3.1) but still provided 
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adequate variation. All items and standard deviations met 

the criterion for their respective descriptive statistic. 

Internal consistency estimates for the social 

subscale met the G:!:".i.terion for an immature scale. Both 

standardized and unstandardized 0: were .71. Int'ernal 

consistency estimates computed on mean substituted data 

were essentially the same. Despite the adequacy of the 

internal consistency estimates, no item met the inter-item 

correlation pattern, and only 6 items met the item-subscale 

criterion. The item-subscale correlations ranged from .17 

to .50. The principal components factors analysis identi

fied 3 factors with the eigenvalues ranging from 1.4 to 

2.9, and explaining 52% of the variance. All factors had 

loadings above the .40 criterion, and 2 items loaded on two 

factors. 

Construct validity was assessed for the social 

subscale by principal components factor analysis and 

theoretical convergence as indicated by subscale-subscale 

correlations and subscale-total correlations. The 3 fac

tors specified were: (1) ability to interact with people, 

(2) effectiveness in communicating a point of view or 

eliciting help, and (3) social affinity/group involve

ment. All 3 factors represent aspects of the overall 

definition and are subsumed under the variable definition 

of ability to communicate effectively with others. The 

subscale-subscale correlations were lower than expected, 



.31 (social), .19 (physical self-maintenance), and .05 

(instrumental activities of daily living), indicating 

minimal convergence. The subscale-total correlation was 

.79 and exceeded the .70 criterion. The same trend was 

evident in the pilot. The issue was raised regarding 

whether the correlation was inflated due to the large 

number of items in the subscale or whether the social 

subscale defines the Competence Scale. The decision was 

made to retain all items, since the internal consistency 

estimate would not be raised appreciatively with the 

deletion of anyone item. 
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Goals/Problem-solving Subscale. The goals/ 

problem-solving subscale is a 7-item subscale with response 

categories ranging from 0 to 4. Minimal variation was 

noted in the item means with values ranging from 2.0 to 

2.9. All standard deviations met the criterion of being 

less than half the mean. 

Internal consistency estimates gave evidence of 

a multi-aspect scale as summarized below. The theoretical 

relevance of the subscale resulted in the decision to 

retain the instrument in its present form. Coefficient 

a was well below the criterion set (.40 standardized; .38 

unstandardized) for an immature scale. The e coefficient 

was computed for comparison and estimated to be .43. No 

item met the inter-item correlation pattern when all items 
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were considered. The item-subscale correlations ranged 

from .08 to .26, falling well below the .40 criterion. The 

principal components factor analysis resulted in 3 identi

fied factors with eigenvalues of 1.6, 1.5, and 1.2, which 

explained 61% of the variance. All factors had primary 

loadings above the .40 criterion, with 1 item loading on 

2 factors. 

The assessment of construct validity for the goals/ 

problem-solving subscale was determined by principal compo

nents factor analysis and subscale-subscale and subscale

total correlations as estimates of convergence. The 3 

factors identified were: (1) assessment of goals/problem

solving abilities, (2) satisfying challenges, and (3) nega

tively worded items. All 3 factors reflected content 

specified in the variable definition and were believed to 

be theoretically relevant. Convergence was minimally 

supported by subscale-subscale correlations of .31 

(social), .15 (physical self-maintenance), and .13 

(instrumental activities of daily living). The low 

correlations for the physical self-maintenance and the 

instrumental activities of daily living subscales were 

attributed to the lack of variance among a sample of well 

elders. convergence was maximally supported by a subscale

total correlation of .69. The decision was made to retain 

the instrument in its present form on the basis of the sub

scale's theoretical relevance and contribution to the total 



competence instrument. The amount of measurement error 

present in the goals/problem-solving subsea Ie makes it a 

risky contributor to theoretical model testing. 
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Physical Self-maintenance Subscale. continuing 

the same trend evidenced in the pilot, the physical self

maintenance subsea Ie demonstrated little variance when 

administered to well elders. The 6 item means ranged in 

value from 4.0 to 5.0 on a scale of 1 to 4 and 1 to 5. 

All standard deviations met the criterion. 

Internal consistency estimates computed on mean 

substituted and non-mean substituted data reflected the 

same lack of variance. Coefficient a was unable to be 

calculated due to the absence of variation. No inter-item 

correlations met the criterion pattern. Item-subscale 

correlations ranged from -.03 to .57, with only 2 items 

meeting the .40 criterion. The decision was made to delete 

Item 21 which had no variation, in order to obtain the 

principal components factor analysis. The factor analysis 

resulted in 3 factors with eigenvalues of 2.3, 1.1 and 

1.01, explaining 88.5% of the variance. All factors had 

loadings over the .40 criterion and ranged from .43 to .98. 

Construct validity for the physical self

maintenance subscale was assessed by principal components 

factor analysis as well as theoretical convergence on the 



basis of subscale-subscale and subscale-total correla

tions. The factor analysis identified the 3 factors 

of: (1) feeding/bathing/ambulation, (2) grooming, and 
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(3) toileting. All 3 factors were consistent with the 

definition of the variable. Convergence was minimally 

supported by subscale-subscale correlations of .05 

(social), .13 (goals/problem-solving), .37 (instrumental 

activities of daily living), and adequately supported by a 

.52 subscale-total correlation. Overall, the physical 

self-maintenance subscale performed as expected with a 

sample of well elders and validated the sample criteria for 

selection of a relatively homogeneous group. 

Instrumental Activities of Daily Living Subscale. 

The 8-item instrumental activities of daily living sub

scale was more sensitive to variation among well elders 

than noted with the physical self-maintenance subscale and 

remained intact. The items were scored on a scale of 1 to 

3 or 1 to 4, with the item means ranging from 2.9 to 4.0. 

All standard deviations met the criterion of being less 

than half the item mean. 

The coefficient a for the subscale was .74 stan

dardized and .73 unstandardized, meeting the criterion for 

an immature scale. only 3 of the inter-item correlations 

were high enough to meet the criterion pattern. Item

subscale correlations ranged from .31 to .62 with only 
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4 items meeting the .40 criterion. The principal compo

nents factor analysis determined 2 factors with eigenvalues 

of 2.9 and 1.6, explaining 56.7% of the variance. Both 

factors had primary loadings of .40 or above, with Item 26 

loading on both factors. The primary factor loadings 

ranged in value from .51 to .89. The computation of 

internal consistency estimates on mean substituted data did 

not result in major differences between the data. 

Principal components factor analysis and estimates 

of convergence were also utilized to assess construct 

validity for the instrumental activities of daily living 

subscale. The 2 factors identified were based upon a 

hierarchy of activities of daily living. The first factor 

addressed the most essential activities for the mainte

nance of independence. These activities included shop

ping, food preparation, transportation, medication 

utilization, and finances. The second factor consisted 

of items describing activities that the elder may seek 

assistance with in terms of mechanical devices or delegate 

to others. These items were telephoning and laundry. 

Both factors are consistent with the variable definition 

and indicate substantively a continuum of activities 

executed on a daily basis. Convergence was minimally 

supported by subscale-subscale correlations of .05 

(social), .13 (goals/problem-solving), and .37 (physical 
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self-maintenance). Adequate convergence was noted for the 

sUbscale-total correlation (.52). The decision was made to 

retain the instrument in its present form on the basis of 

its coefficient a and sensitivity to more subtle variation 

in well elders. Since the scale has repeatedly performed 

well in prior studies, the marginal performance of the 

subscale was attributed to the lack of variation in the 

level of wellness demonstrated by the respondents. 

Self-Esteem Scale 

The 9-item Self-Esteem scale performed satisfac

torily when administered to well elders. The items were 

scored on a scale of 1 to 4. Item means demonstrated 

adequate variation and ranged in value from 2.9 to 3.5. 

All standard deviations met the criterion. 

The internal consistency estimates of coefficient 

a, inter-item and item subscale correlations, and factor 

analysis were used to assess the Self-Esteem Scale. The 

coefficient a was .85 standardized and .84 unstandardized, 

meeting the mature scale criterion. All inter-item corre

lations and item-subscale correlations met criterion. The 

item-subsea Ie correlations ranged from .41 to .67. The 

principal components factor analysis identified 2 factors 

with eigenvalues of 4.08 and 1.07, explaining 57.2% of the 

variance. Both factors had primary loadings of .40 or 
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above with 3 items loading on both factors. The internal 

consistency estimates calculated on mean substituted data 

did not result in major differences between data sets. 

Construct validity was assessed only by principal 

component factor analysis, since the Self-Esteem Scale is 

without subscales. The factor analysis identified the 

factors of: (1) negative content items and (2) positive 

regard for self. Both factors are congruent with the 

definition of self-esteem specified by Rosenberg. On the 

basis of the scale's internal consistency estimates and 

construct validity, the decision was made to retain the 

instrument in its present form and to proceed with 

theoretical model testing. 

Summary of Psychometric Assessment of 
Sample Instruments 

The psychometric assessment of the instruments used 

in this study by descriptive statistics, internal 

consistency estimates, and construct validity estimated 

that three instruments and three subscales (Self-efficacy 

(Failure) Scale, Value (Success) Scale, Self-Esteem Scale, 

social subscale, goals/problem-solving subscale, instru-

mental activities of daily living subscale) met the 

criteria for mature or immature psychosocial scales and 

were utilized in their present form for theoretical model 

testing. The Causal Dimension (Success and Failure) 
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Scales, Value (Failure) Scale, Self-efficacy (Success) 

Scale, and physical self-maintenance subscale required some 

revision in an attempt to minimize measurement error. 

While the success and failure versions of the Causal 

Dimension Scale, Self-efficacy Scale, and Value Scale were 

substantially not considered parallel forms, empirically 

this was confirmed by correlations without evidence of 

multicolinarity. 

For the study sample, measurement error was esti

mated using three internal consistency strategies: a, a, 

and Spearman-Brown correlation coefficient (Zeller & 

Carmines, 1980; Armor, 1974; Cronbach, 1951). The crite

rion level was set at .70 to .80 (Nunnally, 1978). The 

total scales had internal consistency estimates ranging 

from .72 to .87. The 2-item Causal Dimension Scales and 

the single-item Value (Failure) Scale were unable to be 

estimated. The subscales had internal consistency esti

mates ranging from .40 to .74, with two subscales not 

meeting criterion (40, g/ps; .56, psm). The goals/problem

solving subscale was retained on the basis of its 

theoretical contribution to the model. The physical self

maintenance subscale was dropped from the model due to its 

lack of variation. 
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Causal Modeling statistical Assumptions 

Within the causal model the impact of one or more 

independent variables is examined in relation to one or 

more dependent variables. structural equations depict the 

proposed linear relationship between the variables when 

analyzed using multiple regression techniques. Before 

finalizing the model the data collected was examined for 

violation of the statistical assumptions underlying 

multiple regression analysis. 

The assumptions specific to multiple regression 

are: (1) residuals are normally distributed, (2) residual 

mean is zero, (3) residuals have equal variance, (4) resid

uals are independent, (5) the independent variables are 

fixed, and (6) the independent variables are measured 

without error. For the Competence Model for Normal Aging, 

graphic and statistical residual analysis (Verran & 

Ferketich, 1984) was utilized to determine violations of 

the assumptions. No violations were found in the first 

four assumptions. 

The assumption regarding fixed independent vari

ables was tested through the study of scatterplots of 

residuals. A linear relationship among variables is 

assumed and when residuals are plotted against the pre

dicted dependent variable, expected random scatter about 

the residual line (Verran & Ferketich, 1984) was found for 
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all equations but one. A curvilinear pattern was evident 

in the equation in which stage 1 and demographic variables 

predicted instrumental activities of daily living. Since 

the linear function was violated so badly and the 

instrumental activities of daily living variance was so 

small, the subscale was dropped from the model. 

The final statistical assumption regarding mea-

surement error was particularly crucial to this study due 

to the number of newly-generated indices used. Strategies 

for reducing measurement error were previously discussed. 

Results of Theoretical Model 
Testing Process 

The original three research questions were 

addressed in the theoretical model testing process. In the 

core model, each variable was staged and the following 

relationships were predicted for elders: 

1. In success situations, greater causal attribution 

(rank order of highest to lowest) self-efficacy, 

and value scores are related to greater competence 

scores. 

2. In failure situations, greater causal attribution 

(in reverse rank order) self-efficacy, and value 

scores are related to greater competence scores. 

3. A greater competence score is related to a greater 

self-esteem score. 
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The testing of the competence Model for Normal 

Aging was conducted in two steps: First, theoretical 

modeling per the theoretical predictions and, secondly, via 

empirical modeling. The results of the testing of the 

models will be summarized according to the research ques

tions just stated. Within the context of the theoretical 

predictions, the total score results will precede the 

subscale responses. The theoretical model was tested and 

empirically generated for the core model containing causal 

attributions, self-efficacy, value, competence, and self

esteem. The addition of the associated demographic vari

ables of marital status, current living arrangement, and 

type of residence was also addressed in the model. Ethnic 

origin and the variable spe~ifying the living arrangement 

when not a family member were dropped from the theoretical 

model due to the lack of variation in the sample. Thus, 

nested within the total scale results is the model test 

without then with the associated demographic variables, and 

likewise for the subscale results. The direct, indirect, 

and total effects were examined. 

The theoretical model testing utilized block 

stepwise multiple regression as specified by structural 

equa-tions. Empirical modeling used stepwise regression. 

The criterion level of R = < .05 was set for accepting 

total models (R2 estimate) and the path analysis 
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parameters (standardized regression coefficients or ps). 

The direct, indirect, and total effects were examined for 

the final predicted variable, self-esteem. The impact of 

age and gender upon the model is described in separate 

sections. 

Theoretical Model 

The findings are reprted here for success and 

failure conditions together first and then separately 

for success and failure conditions per Hypotheses 1 and 

2. 

Total Scale. Of all the Stage 1 variables (causal 

attributions, self-efficacy, value), only self-efficacy 

(success) (p = .52; R < .0001), and value (success) 

(p = .25; R = .005) actually predicted competence with an 

adjusted R2 of .38. Causal attributions did not contribute 

(Fig. 4). No demographic variables were Stage 1 predictors 

of competence by total scale. In stage 2 the relationship 

between performance (competence) and mental health (self

esteem) in stage 3 was confirmed by competence predicting 

self-esteem (p = .49; R < .0001) with an explained variance 

of 23%) (Fig. 5). The relationship between variables was 

in the direction predicted. 



SELF-EFFICACY 
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VALUE (SUccESS) ______________ ~~=~~ ________ ~OMPETENCE 
12.= 

OLD 
Adjusted R2 .40 

n 86 

Figure 4. stage 1 predictors of competence by 
total scale 



COMPETENCE ________ ~B~=~.~4~9~ ______________ _4~ SELF-
R = < .0001 I ESTEEM 

Adjusted R2 .23 
n 86 

SOCIAL ______________ ~B~=~.~3~3~ ________________ ~} SELF-
SUBSCALE R = .001 ESTEEM 

Adjusted R2 = .47 
n 86 

Figure 5. Stage 2 predictors of self-esteem by 
scale and subscale 

Subscale Testing. The explanatory power using 

subscales was better than that of the total scales. All 

stage 1 variables previously mentioned represented total 
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instruments and were expected to influence the competence 

subscales of social and goals/problem-solving. As previ

ously stated, the physical self-maintenance and instru-

mental activities of daily living subscales of competence 

were dropped from the model. In Stages 1 and 2 the social 

subscale of competence was tested first. Both 
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self-efficacy (success and failure) (P = .36; R = .001; 

p = .29; ~ = .004) and value (success) (P = .27; R = .002) 

predicted the social subscale of competence (Fig. 6). The 

adjusted R2 was .44. In contrast, no independent variables 

from stage 1 predicted the goals/problem-solving subscale 

of competence. By subscale, marital status was the sole 

predictor of goals/problem-solving (P = -.22; R = .045), 

explaining only 3% variance (Fig. 7). All the relation-

ships described at this stage were positive and expected, 

with the exception of marital status. The social subscale 

in stage 2 predicted self-esteem in stage 3 (P = .33; 

R = .001) explaining 47% of the variance. This rela

tionship was positive as predicted, but the goals/problem-

solving subscale did not predict self-esteem at all. 

Age-related Differences in the 
Theoretical Model 

Of particular interest in the theoretical model 

testing process was determining differences in the Compe-

tence Model by age. The two groups represented were those 

60 to 79 years of age (young-old), and those 80 or more 

years of age (old-old). with age added to the model, the 

original two variables of self-efficacy (success) and value 

(success) remained as predictors of competence, with the 

old-old group contributing (P = -.19; R = .027) an 

additional 2% explained variance (R2 = .40) (Fig. 4) . 

. ----,---- --------- -



SELF-EFFICACY 

.36 

.001 
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SELF-EFFICACY (FAILURE) ________ ~_=~~~ ______ ~SOCIAL 
]2.= 

VALUE (SUCCESS) 

Adjusted R2 .44 
n = 86 

Figure 6. Predictors of competence subscales 
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MARITAL ____ -"'8'--=_-..:... =22=--_____ -4~ GOAL/ 
STATUS R = .045 PROBLEM-SOLVING 

Adjusted R2 = .03 
n = 86 

Figure 7. Demographic variable predictors of 
theoretical model 

The ~s for self-efficacy (success) and value (success) 

(~ = .49; R < .0001; ~ = .26; R < .003) were relatively 

unchanged. The negative relationship of old age to 

competence was in the direction predicted. No additional 

age-related effects were noted. Specific model tests for 

each age group separately are described in detail later in 

the chapter. 

Gender-related Differences 
in the Model 

There were no gender-related differences noted as a 

result of the theoretical model testing. 



Direct, Indirect, and Total Effects 
of the Theoretical Model Testing 

The direct, indirect, and total effects of the 

competence Model for Normal Aging is reported first by 

total scale, and secondly by subscale. 

competence had a direct effect on self-esteem 

(fi = .49) (Fig. 5). This was the strongest single 

contributor to the total effect. Through competence, 

155 

2 factors indirectly influenced self-esteem; self-efficacy 

(success (.25) and value (success) (.12) (Table 2). Thus, 

in the absence of the associated demographic, age and 

gender variables, the total direct plus indirect effects 

on self-esteem (.86) was more than the direct effect of 

competence alone. When age was added (-.09) the total 

effect was mitigated and reduced to .77. The magnitude of 

the total effects was larger without the age variable, 

however, inclusion of age resulted in more sensitivity as 

it differentiated between the young-old and the old-old. 

By subscale, no indirect effect of the goals/ 

problem-solving subscale was found. 

The social subscale of competence had the only 

direct effect on self-esteem (fi = .33) (Table 3). Both 

social and goals/problem-solving subscales were predicted 

by stage 1 variables. However, since only the social 

aspect of competence had an effect on self-esteem, 

the direct and indirect effects were due solely to this 
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Table 2. Total competence model for normal aging 
--direct, indirect and total effects for self-esteem 

Indirect Effects Through Total Scales 

Causal 

STBS 
LOCF 

Direct 
Effect 

Attributions 

Self-efficacy 

SES 
SEF 

Value 

VSS 
VSF 

Demographics 

MARST 
CULIA 
TYPERES 

Age 

YOUNG 
OLD 

GENDER 

COMPETENCE .49 

COMPETENCE 

Without 
Demo 

.25 

.12 

With 
Demo 

.24 

.13 

-.09 

Total Effect 

without 
Demo 

.25 

.12 

.86 

with 
Demo 

.24 

.13 

.77 
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Table 3. Total competence model for normal aging 
--direct, indirect and total effects for self-esteem 

Indirect Effects Through Subscales 

Direct 
Effect 

Causal Attribution 

STBS 
LOCF 

Self-Efficacy 

SES 
SEF 

Value 

VSS 
USF 

Demographics 

MARST 
CULIA 
TYPERES 

YOUNG 
OLD 
GENDER 

Competence 

SOC 
G/PS 

.33 

C 0 M P 
Social 

WID With 
Demo Demo 

.12 

.09 

.09 

E TEN C E 
glps 

WID with 
Demo Demo 

Total Effect 

WID 
Demo 

.12 

.09 

.09 

with 
Demo 

.63 .63 
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subscale (see Fig. 5). The indirect effects through the 

social dimension of competence were due to self-efficacy 

(success) (-.12), self-efficacy (failure (.09), and value 

(success) (.09) (Table 3). The total of direct and 

indirect effects was .63, notably more than the direct 

effects of social competence, alone (.33) on self-esteem. 

None of the demographic, age, or gender variables 

had any effect. 

Empirical Model 

The effect of all stage 1 and 2 predictor vari

ables was examined using the empirical modeling process 

of stepwise regression without regard to stages. All 

predictor variables were regressed against self-esteem. 

The total scale empirical model failed to have any 

significant predictors. In contrast, self-efficacy 

(success) and the social dimension of competence were 

predictors (~ = .45; g = < .0001, ~ .35; g = .0005) 

(Fig. 8). The empirical model with demographic, age, and 

gender variables entered at the same time resulted in 

gender also predicting self-esteem (~ = .16; g = .045), 

and consequently a total of 49% explained variance was 

obtained. All significant relationships were positive as 

expected. 
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SELF-EFFICAC 

.45 
< .0001 

SOCIAL __________ ~~=~.~3~5 ____________ ~ELF-ESTEEM 
12. = .0005 

f3 = .16 
12. = .045 

GENDER 

Adjusted R2 = .49 
n 86 

Figure 8. Empirical model without demographics 



Comparison of Theoretical Model 
and Empirical Model 

A comparison of the theoretical and empirical 

models will be described on the basis of: (1) explained 

variance (R2) and the respective predictor variables and 

(2) the psychometric properties of the instruments. The 
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revision of the theoretical model is addressed in Chapter 

5. 

For the theoretical model, the direct effect of 

competence upon self-esteem was estimated by a ~ of .49, 

per the bivariate correlation. Competence as a predictor 

resulted in an explained variance of 23%. The indirect 

effects were estimated after multiplying the betas obtained 

from each stage 1 predictor with the beta obtained from the 

direct effect of competence or the social dimension of 

competence. The addition of the variables via indirect 

effects of the total competence scale, self-efficacy 

(success), value (success) and age provided evidence of 

contributions to the model that were moderate to weak (.24-

.25, .12-13, -.09). The total effect of .66 on self-esteem 

came through the social subscale of competence. Social 

competence was predicated with the respectable R2 of .44 

yielding moderate indirect effects from self-efficacy 

(success and failure), and value (success), (.12, .09, 

.09). The issue is raised regarding the more clinically 
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relevant use of a theoretically sound subscale instead of 

the total competence instrument. 

By comparison, the empirical modeling process 

identified three predictors of self-esteem: self-efficacy 

(success), social dimension of competence, and gender 

(P = .45; p = .35, P = .16). The empirical model pre

dictors were stronger than those in the theoretical model 

excluding the direct effect of competence upon self-esteem, 

self-efficacy (success), value (success), old age. The 

empirical subscale model explained 9% more variance (R2 = 

.49 vs •. 40) than the total scale theoretical model, but a 

similar amount to the subscale theoretical model. The 

respectable explained variance in social competence and the 

magnitude of the direct effect of the social dimension of 

competence on self-esteem suggests that the social subscale 

may be an appropriate sUbstitute for the total instrument. 

In summarizing the differences between the empirical model 

and the theoretical model, they both predict about the same 

amount of explained variance. Using a subscale as a single 

best predictor in the theoretical model allows the under

standing of the direct and indirect paths to self-esteem as 

a basis for psychiatric/mental health interventions. The 

strength of the empirical model is in allowing alternate 

predictors of self-esteem. The clinician may choose these 

readily measurable predictors of self-esteem as an index of 

the effectiveness of a particular intervention. 



Theoretical and Empirical Models for 
Success and Failure Situations 

162 

In order to test the first two hypotheses specified 

in the current study, theoretical and empirical modeling 

was conducted for both success and failure situations. 

As an overview, the same predictors were dominant when the 

success and failure conditions were tested together, i.e., 

self-efficacy and value scales, as well as the social sub-

scale of competence. Age, gender, and marital status were 

the other primary predictors. Interesting differences 

emerged in the success versus failure conditions. Since 

the causal dimension scales did not survive psychometric 

testing, the ranking component of the hypotheses was 

deleted from the hypothesis testing. Hypothesis 1 pre

dicted a positive relationship between Stage 1 variables 

and competence under conditions of success. For Hypothesis 

2, the stage 1 variables were also expected to be posi-

tively related to competence. The success model will be 

presented first. 

Success Theoretical Scale 

Total Scale. Of the stage 1 variables, only self-

efficacy (success) (~= .48; n < .0001) and value (success) 

(~ = .27; n < .0001) predicted competence. Age was also 

found to be a negative predictor (# = .22; n < .0001) (Fig. 

9). An adjusted R2 of .42 was obtained. 



= .48 
.0001 
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VALUE (SUccESS) __________ ~~~~ ____________ ~COMPETENCE 
12.= 

AGE 

Adjusted R2 = .42 
n. = 86 

Figure 9. stage 1 predictors of competence by 
total scale for success situations 
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No demographic variables were stage 1 predictors of 

competence. An unexpected result was found when the stage 

2 performance variable (competence) did not predict the 

stage 3 mental health variable (self-esteem). While the 

relationship between competence and self-esteem was posi

tive (r .49) and significant (R < .0001), competence 

was not a predictor under success conditions. The rela

tionships were positive with the exception of age, and all 

relationships were in the direction predicted. 

Subscale Testing. Consistent with previous 

findings, the social subscale was predicted by the stage 1 

variables of self-efficacy (success) (p = .53; R = < .0001) 

and value (success) (p = .26; ~ < .0001) explaining 39% of 

the variance (Fig. 10). The social subscale was the only 

subscale predictor of self-esteem in stage 2 (p = .35; 

R = < .0001) (Fig. 11). The goals/problem-solving dimen

sion of competence was predicted by the demographic 

variable of marital status (p= -.22; g = .045) with a 

significant but not clinically meaningful adjusted R2 of 

.03. The relationships were positive except for marital 

status and were consistent with the earlier analysis. 

Direct, Indirect, and Total Effects. The direct, 

indirect, and total effects of the success model will be 

reported by total scale and subscale. Since competence 



SELF-EFFICAC 
(SUCCESS) 

VALUE (SUCCESS) 

fi = -.26 

~<.O 
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Adjusted R2 = .39 
n = 86 

MARITAL ____________ ~B~=~-~.~2~2 ____________ __4)GOALS/PROBLEM-
STATUS R = .045 SOLVING 

Adjusted R2 = .03 
n = 86 

Figure 10. stage 1 predictors by subscale with 
demographics for success situations 
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SOCIAL ________________ ~B __ ~.~35~ _______________ ~ SELF-ESTEEM 
l2. = < .0001 I 

Adjusted R2 .49 
!l = 86 

Figure 11. Stage 2 subscale predictors of self
esteem for success situations 

subscale effects will be reported. The social subscale 

alone had a direct effect on self-esteem (p = .35). 

Through the social subscale, self-efficacy (success) 

and value (success) indirectly influenced self-esteem 

(.18; .09). without the contribution of associated 

demographic, age, and gender variables, the total direct 

plus indirect effects on self-esteem was .62, not:ably 

greater than the direct effect alone. 

Empirical Model. For the subscale empirical model, 

three variables predicted self-esteem, the social dimension 

of competence (P = .35; l2. = < .0001), self-efficacy (suc-

cess) (P = .45; l2. < .0001), and gender (P = .16; l2. = 

< .0001) and explained 49% of the variance (Fig. 12). 
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SOCIAL 

SELF-EFFICACY 
(SUCCESS) 

__________ ~~=~~~ __________ ~~ SELF-ESTEEM 

f3 = 

GENDER~= 

12.= 

Adjusted R2 = .49 
!l = 86 

Figure 12. Empirical model for success situations 

All relationships were positive and in the direction 

predicted with the exception of gender. Being a woman was 

predictive of lower self-esteem. The empirical model for 

success situations was consistent with previously reported 

findings in the Competence Model for Normal Aging. 

Failure Theoretical Model 

Total Scale. For the total scales, the Stage 1 

predictor of competence was self-efficacy (failure) (f3= 

.49; 12. < .0001). At the same time, age and gender also 

predicted the competence variable (~ = -.19, 12. = .046; 

f3 = -.31, 12. = .002) with an adjusted R2 of .30 (Fig. 13). 



AGE 

without Associated Demographic Variables 

= -.19 
R = .046 

168 

SELF-EFFICACY __________ ~~=~~~ ____________ ~7COMPETENCE 
(FAILURE) R= 

{3 = -.31 
R = .002 

GENDER~ Adjusted R2 = .30 
n = 86 

with Associated Demographic Variables 

GENDER 

{3 = 
l2.= 

MARITAL ________________ ~ __ ~~~ ____________ ~' 
STATUS 

{3 = 

/= 
SELF-EFFICACY 

(FAILURE) 

.56 
< .0001 

Adjusted R2 
n = 

.31 
86 

Figure 13. Stage 1 predictors of competence by 
total scale for failure situations 
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with the addition of associated demographic variables, age 

dropped out of the equation. Marital status then became a 

predictor (~ = -.21; R = .03), that is not being married 

was a predictor of low self-esteem. Gender and self

efficacy (failure) (~= -.29, R = .0002; P = .56, R .0001) 

remained as predictors and explained a similar total of 31% 

of the variance. The only positive relationship was evi

denced between self-efficacy and competence. In stage 2 as 

described in the total sample theoretical model, competence 

predicted self-esteem (p = .36; R .0001) (Fig. 14). The 

amount of explained variance (R2 = .29) was shared by 

competence and the self-efficacy (failure) variable in the 

equation. The relationship between competence and self

esteem was positive and in the direction predicted. Among 

the stage 1 and 2 total scale predictors, marital status 

was not in the direction predicted. The relationships were 

in the direction predicted with the exception of marital 

status. 

Subscale Testing. The social subscale was consis

tent with the earlier total sample theoretical model and 

was predicted by the stage 1 variable of self-efficacy 

(failure) (p = .59; R = < .0001) (Fig. 15). In addition, 

gender was also a predictor of the subscale (~ = -.28; 

R = <.0001) with a total explained variance for both 

predictors of .32. Marital status was the only associated 



SELF-EFFICACY 
(FAILURE)~ 

.12.= 

f3 = 
.12.= 

COMPETENCE 

.29 
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SELF-ESTEEM 

Adjusted R2 = .29 
n 86 

SOCIAL ____________ ~8~=~.~4~9 __________________ _7) SELF-ESTEEM 
.12. = < .0001 

Adjusted R2 = .37 
n = 86 

Figure 14. stage 2 scale and subscale predictors 
of self-esteem for failure situations 



GENDER 

SELF-EFFICACY~ 
(FAILURE) 

{3 = -
R = < 

{3 = 
]2,= 
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SOCIAL 

Adjusted R2 .32 
n = 86 

MARITAL ______________ ~B~= __ -~.=2=2 ____________ ~GOALS/PROBLEM-
STATUS R = .045 SOLVING 

Adjusted R2 = .03 
n 86 

Figure 15. stage 1 predictors by subscale for 
failure situations 



172 

demographic variable that predicted the subscale of goals/ 

problem-solving (# -.22; ~ = .045) with an adjusted R2 of 

.03, which was not clinically meaningful. For stage 2, the 

social subscale was the only subscale predictor of self

esteem (# = .49; R = < .0001) (Fig. 15). The subscale 

relationships were positive except for gender and marital 

status and were consistent with earlier model testing 

results. 

Direct. Indirect. and Total Effects. The direct, 

indirect, and total effects of the failure model will be 

reported as previously specified in the success model. 

Competence had a direct effect on self-esteem (# = .36). 

The combined indirect effect by total scale of gender 

(-.14), marital status (-.07), and self-efficacy (failure) 

(.20) reducted the total effect to .35. Consequently, the 

indirect effects by total scale were negligible. By 

subscale, the social subscale had a direct effect upon 

self-esteem (# = .49). The combined indirect effects of 

gender (-.14) and self-efficacy (failure) (.29) resulted in 

an increased total effect of .64. The indirect effect of 

self-efficacy (failure) was the primary contributor to the 

theoretical model. 

Empirical Model. Two empirical models were run for 

failure situations (Fig. 16). The first equation included 

all stage 1 variables with competence as a total 



COMPETENCE 

SELF-EFFICACY 
(FAILURE) 

SOCIAL 

{3 = 
R= 

{3 = -
R = < 

{3 = .20 
R - < .0001 

SELF-EFFlCACY~ -
(FAILURE) 
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SELF-ESTEEM 

Adjusted R2 
n 

.29 
86 

SELF-ESTEEM 

Adjusted R2 

n. 
.37 
86 

Figure 16. Empirical models for failure situations 
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instrument. Both self-efficacy (failure) (p = .29; 

R = .0055) and competence (p = .36; R = .0007) predicted 

self-esteem (R2 = .29). The second equation differed from 

the first by entering both the social and goals/problem

solving dimensions of competence. The second equation 

produced a higher explained variance of 37% since both 

social (P = .49; R = .0001) and self-efficacy (failure) 

(P= .20; R = < .0001) predicted self-esteem. The empirical 

model specifying the social dimension of competence 

provides evidence justifying the social subscale as a 

single best predictor of self-esteem in elders. 

Summary of the Success and Failure Model Test-

ing. The success and failure theoretical models were 

surprisingly similar.for Stage 1 variables, since self

efficacy was consistently a predictor of competence. The 

failure model included more associated demographic, age, 

and gender variables, excluding value from the model. 

While both the success and failure models had an equal 

number of predictors, and both predicted clinically 

meaningful amounts of variance; the success model explained 

more variance. The social and goals/problem-solving 

dimensions of competence were predicted by Stage 1 

variables in both models, with the social component 

consistently predicting self-esteem in stage 2. 
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The most apparent difference between the models was 

evident in the empirical modeling process. The total 

competence variable was not a predictor of self-esteem 

under success conditions, and only the social subscale of 

competence was well predicted. These results suggest a 

lack of significance associated with goals/problem-solving 

when an elder is successfully completing a task. 

When success and failure were viewed simulta-

neously, the failure condition rarely emerged. When tested 

separately, each process became apparent. The psychometric 

properties of the failure instruments were generally weaker 

than the success instruments. The question remains whether 

the findings reported were due to uneven strengths of 

instrumentation, or whether success conditions were 

dominant in elders' minds. 

Theoretical Model and Empirical Model for 
Young-old and Old-old Participants 

The differences between young-old (ages 60-79) and 

old-old (80+ years) participants were assessed by group in 

the theoretical and empirical modeling processes. The 

young-old group is presented first. The data analysis 

includes total scale, subscale, direct, indirect, and total 

effects of the theoretical model, and the empirical model 

testing. 
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Young-old Group 

Total Scale. Two success scales, Self-efficacy 

(P = .50; R = < .0001) and Value (p = .30; R = .0043) were 

the only stage 1 variables to predict competence with an 

explained variance of 37% (Fig. 17). No demographic 

variables were stage 1 predictors of competence by total 

scale. consistent with previous model tests, in stage 2 

the relationship between performance (competence) and 

mental health (self-esteem) in stage 3 was again confirmed 

by competence predicting self-esteem (p = .43; R = .0004) 

SELF-EFFICACY 
(SUCCESS) 

VALUE 
(SUCCESS) 

p = .50 
R= 

p = .30 
R = .0043 

COMPETENCE 

Adjusted R2 = .37 
n = 64 

Figure 17. Stage 1 predictors of competence by 
total scale for young-old group 
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with an explained variance of 17% (Fig. 18). The rela-

tionship between variables was in the direction predicted 

and consistent with previously reported findings from the 

current study. 

Subscale Testing. Consistent with findings from 

the total sample, in stage 1 the social subsea Ie of compe-

tence had greater explanatory power than the total scales 

or other subscales. Both self-efficacy (success and fail-

ure) (~= .36; R < .0001; ~ = .27 R < .0001) and a value 

(success) (~= .33; R < .0001) predicted the social sub

scale of competence (Fig. 19). The adjusted R2 was .43. 

The goals/problem-solving subscale of competence was pre-

dieted by self-efficacy (success) (~= .28; R = .009) and 

COMPETENCE ____________ ~8~~.~4~3 ____________ ~) SELF-ESTEEM 
R = .0004 

Adjusted R2 .17 
n 64 

Figure 18. Stage 2 predictor of self-esteem by 
total scale for young-old group 
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VALUE (sUccEss) __________ ~~ __ ~.~3~3 ______________ ~SOCIAL 
.J2. = < .0001 

{3 = .27 
.J2. = < .0001 

~ 
SELF-EFFICACY 

(FAILURE) 

SELF-EFFICACY 

(SUCCESS) ~ P 

.28 
< .009 

Adjusted R2 .43 
n = 64 

.J2.= 

~OALS/PROBLEM 
~ SOLVING 

{3 = .30 
.J2. =....<'.042 

(FAILURE)~ VALUE 
Adjusted R2 = 

n = 
.11 
64 

Figure 19. Stage 1 predictors of competence by 
subscale for young-old group 
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value (failure) (p = .30; R = .042) and explained 11% of 

the variance (Fig. 19). The social component of competence 

was the only subscale predictor of self-esteem in stage 2 

(p = .48; R = .0001) explaining 22% of the variance (Fig. 

20). Consistent with the total sample findings, the demo-

graphic variables failed to be predictors of the subscales 

for both stage 1 and stage 2. The relationships specified 

by the predictors by subscale were positive and in the 

direction predicted. 

Direct. Indirect. and Total Effects. Consistent 

with earlier total sample theoretical model testing, total 

competence had a direct effect on self-esteem (p = .43). 

The combined indirect effect of self-efficacy (success) 

(.21), and value (success) (.13) produced a total effect of 

.77. consequently, the indirect effects greatly contrib-

uted to the model. By subscale, the social dimension of 

SOCIAL ____________ -=8_=~.~4~8~ ________________ ~SELF-ESTEEM 
12. .0001 I 

Adjusted R2 = .22 
n. = 64 

Figure 20. Stage 2 predictors of self-esteem by 
subscale for young-old group 
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competence had a direct effect on self-esteem (p = .48). 

The combined indirect effect of self-efficacy (success) 

(.17), value (success) (.16), and self-efficacy (failure) 

(.13) resulted in a large total effect of .94. The sub

scale model with indirect effects consistently produced the 

stronger model. 

Empirical Model. For the young-old empirical 

model, the stage 3 variable of self-esteem was regressed 

against all predictor variables. consistent with the 

findings for the total sample, the total scale empirical 

model had no significant predictors. However, in the 

subscale model two success and no failure predictors were 

significant. Self-efficacy (success) (p = ".59; R < .0001) 

and value (success) (p = .20; R < .0001) were predictors of 

self-esteem and explained a total of 42% of the variance 

(Fig. 21). When demographics and gender variables were 

added to the empirical model, no additional predictors were 

found. All significant relationships were positive and in 

the direction expected. 

Old-old Group 

The analysis of the theoretical and empirical 

models is reported conditionally on the basis of 

potentially unstable results generated by an n of 22. 



SELF-EFFICACY 
(SUCCESS) 

VALUE (SUCCESS) 

f3 = .59 
12. =" 

f3 = .20 
12. = < .0001 
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SELF-ESTEEM 

Adjusted R2 = .42 
n. = 64 

Figure 21. Empirical model for the young-old group 

Total Scale. The self-efficacy (success) variable 

continued to be the primary Stage I predictor of competence 

(f3 = .61; 12. = .0024)1 explaining 34% of the variance (Fig. 

22). In Stage 2, competence again predicted self-esteem 

(f3 = .55; 12. = .0074) and had an adjusted R2 of .27 (Fig. 

23). No demographic or gender variables were Stage 1 or 

Stage 2 predictors. The relationships for the total scales 

were positive and consistent with previously reported 

results. 



SELF-EFFICACY 
(SUCCESS) 
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__________ ~B~=~.=6=1 ____________ ~, COMPETENCE 
R = .0024 7 

Adjusted R2 = .34 
n = 22 

Figure 22. Stage 1 predictor of competence by 
total scale for old-old group 

COMPETENCE ______________ ~B~=~.=55=_ ____________ ~~ELF-ESTEEM 
R = .0074 7 

Adjusted R2 = .27 
n = 22 

Figure 23. Stage 2 predictor of self-esteem by 
total scale for old-old group 
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Subscale Testing. Following the same trend, the 

social subscale continued to have greater explanatory power 

than the total scales or the other competence subscale. 

For stage 1 variables, self-efficacy (success) predicted 

the social subscale (p = .64; R = .0015) explaining 37% of 

the variance (Fig. 24). The social component of competence 

in stage 2 strongly predicted self-esteem (p= .83; R = <. 

0001) with an R2 of .67 (Fig. 24). There were no signifi

cant relationships with the goals/problem-solving subscale. 

In addition, no demographic or gender variables contributed 

to the model in stage 1 or stage 2. All the relationships 

predicted were positive and in the direction expected. 

Direct. Indirect and Total Effects. No direct, 

indirect or total effects are reported for the old-old 

model due to the limited number of participants. 

Empirical Model. The effect of all the stage 1 and 

2 predictor variables was examined two ways. The first 

structural equation regressed self-esteem (stage 3) against 

all possible independent variables with competence. This 

equation resulted in self-efficacy (success) (p = .67; 

g = .0007) predicting self-esteem (R2 = .42) (Fig. 25). 

When competence was divided into subscales and entered into 

the equation, the social subscale was the sale predictor in 

the empirical model (~ = .83; R < .0001) (Fig. 25). 
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stage 1 

sELF-EFFIcAcY ________ ~----~B~=~.~64~--------------~>SOCIAL 
(SUCCESS) R = .0015 I 

Stage 2 

Adjusted R2 = .37 
n = 22 

SOCIAL __________ ~---------B~=--.~8~3~----------~fELF-ESTEEM 
R = < .0001 

Adjusted R2 = .67 
n 22 

Figure 24. Stage 1 and Stage 2 predictors by 
subscale for old-old group 
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SELF-EFFICACY 
(SUCCESS) 

____________ ~B~~.~6~7 __________ ~, SELF-ESTEEM 
R = .0007 I 

Adjusted R2 = .42 
!l 22 

SOCIAL ______________ ~B~=~.~8~3~ ____________ _4\ SELF-ESTEEM 
R = < .0001 I 

Adjusted R2 = .67 
!l = 22 

Figure 25. Empirical models for the old-old group 

The social dimension of competence explained 67% of the 

variance, indicating the strength of the subscale as a 

predictor. No demographic or gender variables were found 

to be predictors. The relationships in the empirical model 

were positive and in the direction predicted. 

Summary of the Young-old and Old-old Model Test-

ing. An analysis of the theoretical model testing for the 

young-old and old-old groups resulted in fewer differences 

than had substantively been expected. In general, the 

young-old had more Stage 1 and Stage 2 predictors. Self

efficacy (success) was consistently a Stage I predictor of 

total competence and the social subscale of competence for 

both groups, with the social subscale being the most 
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sensitive index of competence. In addition, value 

(success) predicted competence for the young-old. Most 

explained variances were large enough to be substantively 

meaningful. The relationship between competence and self-

esteem remained strong and positive for both age groups, 

with the old-old potentially having higher explained 

2 2 variance (p = .55, R = .27; P = .43, R = .17). A major 

difference between the groups was evident by examining the 

goals/problem-solving dimension of competence. For the 

young-old group, the goals/problem-solving variable was 

predicted by self-efficacy (success) and value (failure). 

Potentially, for the old-old, the study variables did not 

predict goals/problem-solving. In addition, the younger 

group considered failure experiences in defining their 

competence, whereas the old-old apparently did not. 

The empirical models were similar for both age 

groups in terms of self-efficacy (success) being a strong 

predictor of self-esteem. Differences were noted for the 

older age group for whom apparently the social dimension of 

competence was better predicted than the younger group. 

The younger participants also determined that value 

(success) predicted self-esteem. 

From the perspective of the psychometric proper

ties of the instruments, both the theoretical model and 

empirical model were affected by the inability to measure 

key variables. All but two of the Causal Dimension 
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subscales were excluded from the model on the basis of 

failure to meet basic criteria for validity and reli

ability. The physical self-maintenance and instrumental 

activities of daily living indices served to validate the 

homogenous health of the sample, and were rendered ineffec

tive in the models due to the lack of variation among well 

elders. 

Overall, four instruments and two subscales (Self

efficacy (Success and Failure) Scales, Value (Success) 

Scale, Self-Esteem Scale, social subscale, instrumental 

activities of daily living subscale) met the criteria for 

mature or immature psychosocial scales and were used in the 

model testing. Despite the majority of the instruments 

functioning appropriately, the failure dimension was almost 

absent as a predictor in the model testing. Within the 

theoretical model, self-efficacy (failure) predicted the 

social dimension of competence (~ = .29). The empirical 

model failed to predict any significant relationships 

targeting failure situations. 

Summary 

Chapter 4 provided the data analysis of the Compe

tence Model for Normal Aging within the context of three 

research questions. The data is reported first as a total 

sample theoretical model and secondly, under separate 

success and failure conditions. Hypothesis I was supported 
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by the stage 1 variables of self-efficacy (p = .48) and 

value (p = .27) predicting competence (R2 = .42). The 

social subscale of competence was also strongly predicted 

by the same stage 1 variables (p = .53; P = .26 (R2 = .39). 

The same self-efficacy and value predictors were evident 

in the total sample theoretical model (~ = .52; P = .25) 

(R2 = .38). Casual attributions did not predict 

competence. 

The second research question concerning the 

relationship between the same Phase 1 variables and 

competence under failure circumstances (Hypothesis 2) was 

partially supported. In the separate failure model, self

efficacy (p = .49; ~ = .56) predicted competence (R2 = .30; 

R2 = .31). Consistent with the earlier models, self

efficacy also predicted the social dimension of competence 

(~ = .59 (R2 = .32). Hypothesis 2 was minimally supported 

in the total sample theoretical model by self-efficacy 

(p= .29) predicting the social component of competence 

(R2 = .44). 

The study most strongly supported the third 

research question which addressed the relationship between 

competence and self-esteem (Hypothesis 3). An unexpected 

result occurred when the stage 2 performance variable 

(competence) did not predict the stage 3 mental health 

variable (self-esteem). While the relationship between 

competence and self-esteem was positive (r = .49) and 
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significant (R = < .0001), competence was not a predictor 

under success conditions. Competence clearly predicted 

self-esteem in the failure model (P = .36; R2 = .29). 

Additional support for the hypothesis was evident by the 

social dimension of competence predicting self-esteem 

(p = 49; R2 = .37). In the total sample theoretical model, 

a strong relationship was determined (P= .49; R = <.0001), 

and explained 23% of the variance. Additional insight was 

gained concerning the indirect paths to self-esteem. 

The associated demographic and gender variables 

made minimal contributions to the model, except under 

failure conditions. Not being married and being a male 

negatively impacted upon competence (P= -.21; P = -.39) 

(R2 = .31). In the total sample theoretical model, not 

being married negatively predicted competence, specifically 

the goals/problem-solving dimension. 

The effect of age was tested by a separate analysis 

of the young-old and old-old groups, as well as a total 

sample theoretical model. There were few substantive 

differences between groups. Self-efficacy (success) was 

a consistent Stage 1 predictor of competence (P = .50; 

R2 = .37, P = .61; R2 = .34). Both groups strongly 

supported the relationship between competence and self-

esteem. For the young-old total competence predicted self-

t ( 2 - ) es eem {3 = • 43; R - . 17 • For the old-old participants 

the relationship was most strongly supported by the social 
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dimension of competence (p = .83; R2 = .67). A major 

difference between the groups was evident by examining the 

goals/problem-solving dimension of competence. For the 

young-old, the goals/problem-solving variable was predicted 

by self-efficacy (success) and value (success) (~= .28; 

P = .30) (R2 = .11). The old-old did not predict 

goals/problem-solving. In the sample theoretical model, 

old age was also found to negatively predict competence 

(p = -.19; R2 = .40). 

The data analysis of the Competence Model for 

Normal Aging resulted in the completion of the two purposes 

of the study. First, the testing of the relationships 

specified in the hypotheses was accomplished through 

theoretical model testing. Secondly, the generation and 

psychometric assessment of the instruments was integral to 

the research process. 



CHAPTER 5 

DISCUSSION OF THE FINDINGS 

Introduction 

The purpose of this research was to: (1) test a 

theoretical model of competence in elderly persons and 
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(2) to generate valid and reliable indices of mental health 

outcomes in elderly clients. The research findings will be 

discussed in this chapter with regard to the first purpose 

in terms of the hypotheses tested. In regard to the second 

purpose, the implications for the revision of the 

Competence Model for Normal Aging with instrumentation 

issues is addressed. The implications of the research for 

a nurse-psychotherapy practice and issues for further 

research are also presented. 

Testing in Theoretical Model Evaluation 

Hypothesis 1 

In success situations, greater causal attribution, 

self-efficacy, and value scores will be related to greater 

competence scores. Since instruments indexing the causal 

dimensions of locus of control and stability were not 

psychometrically sound, the ranking aspects of both 

Hypothesis I and 2 could not be tested. However, the 

proposed relationships among stage 1 cognitive variables 
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and the stage 2 performance variable, competence, in 

success situations were partially supported. The higher 

the elder's self-efficacy (success) and value (success), 

the more competent they viewed themselves, as predicted. 

Both self-efficacy and value also predicted the social 

dimension of competence. The results of the present study 

partially support Bandura's (1977) original research con

concerning the role of self-efficacy and value in affecting 

performance. The older person's self-appraisal regarding 

the successful completion of an activity is likely to 

result in competent behavior. Bandura also described the 

importance of the value placed upon a particular activity 

in providing a self-regulatory function (Bandura, 1977). 

Consequently, for the elder, the more important an activity 

is the more likely she/he is to behave competently. The 

participants in the study plac'ed a high value on the 

~ctivities of communicating effectively, doing physical 

things for themselves, solving problems well, and func

tioning independently (means = 9.1, 9.6, 9.4, 9.7). 

Hypothesis 2 

The second hypothesis was specific to failure 

situations. Greater causal attribution, self-efficacy, and 

value scores were expected to be related to greater compe

tence scores. There was minimal support for the hypothesis 

when the total theoretical model was tested. Self-efficacy 
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was the only variable related to competence, specifically 

the social subscale. When Hypothesis 2 was tested under 

separate failure conditions, additional support for the 

hypothesis was found. Greater self-efficacy scores 

resulted in greater total competence and social competence 

scores. 

While self-efficacy was expected to positively 

predict competence in failure situations for the same 

reasons as those described under Hypothesis 1, the lack of 

significant relationships in failure situations was not 

anticipated. A possible explanation for the findings may 

be that as a group the elder participants' are reluctant to 

accept the concept of failure after retirement. Despite 

revisions of the failure instruments during the pilot to 

reduce reactivity to the instruments, elders may be 

unwilling to recognize failure outside the context of 

employment or major life work. 

Hypothesis 3 

For the third hypothesis, greater competence scores 

were expected to result in greater self-esteem scores. The 

relationship between competence and self-esteem was 

strongly supported by the theoretical model. The social 

subscale of competence was consistently found to have a 

strong positive relationship with self-esteem, suggesting 

that the social subscale may possibly function as an 
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abbreviated index of competence in clinical situations with 

elders in general, young-old and old-old. The results 

support the basic premise of the study that elders who 

perceive they are able to demonstrate mastery over their 

environment (competence) experience greater self-esteem. 

The relationship between competence and self-esteem is 

expected to remain, even when physical limitations exist, 

and will be tested in subsequent studies. After further 

testing, evidence may be generated regarding the effec

tiveness of competence as an index of mental health. 

Competence, as an index of mental health, may clinically 

be more relevant than current symptom checklists or 

psychiatric profiles for elders. 

An unexpected result of the theoretical model 

testing was the minimal effect of the associated demo

graphic variables, gender, or age upon cognitions, per

formance and mental health. Being a man and not married 

were found to negatively impact upon competence. The 

coding of the dichotomous data was achieved in the study by 

specifying females by the number I and males by number 2. 

The categories included in marital status (married, sep

arated, divorced, widowed, never been married, and living 

with someone in a conjugal relationship) were designated 

numerically from 1 through 6. An interpretation of the 

study may be that married individuals who receive the 

support of their spouses, and women more than men are able 
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to develop more effective, problem-solving skills than 

individuals who are not married. These findings contradict 

previous studies cited in which married and widowed indi

viduals with extended families were expected to demonstrate 

greater social and goals/problem-solving skills. Further 

testing is indicated to determine whether not being married 

and being a man consistently predict lower competence. 

The effect of age was tested in a total sample 

theoretical model, and in a separate analysis of the young

old and old-old respondents. Few differences were noted 

between the groups. Self-efficacy consistently predicted 

competence and both groups strongly supported the relation

ship between competence and self-esteem. A major difference 

between the groups was found when the goals/problem-solving 

dimension of competence was not predicted in the old-old 

group. The question is raised regarding the importance of 

goals and problem-solving skills to elders when they are 

most removed from employment and work-related situations 

through retirement. Overall, old age was found to be 

negatively related to competence. This relationship was 

expected on the basis of the physical decline that often 

accompanies advanced old age. In general, the effect of 

old age was probably underestimated in the current study 

since the elder participants were generally healthy. Had 

the sample contained a larger number of individuals 80 

years of age and older, and more with diagnosed medical and 
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psychiatric illnesses, old age and/or physical competence 

might have had a greater effect upon the model. 

In addition to the variables just mentioned that 

predicted competence, it should be noted that causal 

attributions, current living arrangement, and type of 

residence did not predict in the theoretical model. While 

these variables were not significant predictors in the 

model, future testing with varied samples might result in 

additional decisions regarding the impact of the associated 

demographic, gender, and age variables. 

Theoretical and Empirical Model 
Testing Results 

In comparing the theoretical model and empirical 

model for success and failure situations together, both 

models predicted similarly encouraging amounts of explained 

variance for self-esteem (R2 = .40 and .23 vs. R2 = .49). 

The indirect paths to self-esteem in the theoretical model 

were also demonstrated by the stage 1 variables of self-

efficacy and value (success) and provided an understanding 

of the process of self-esteem. Hypothesis I was partially 

supported, and Hypothesis 2 had minimal support in the 

total sample theoretical model. The theoretical model 

testing resulted in establishing the direct, positive 

relationship between competence and self-esteem. The third 

hypothesis was also supported by the confirmation of the 
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positive relationship of the social dimension of competence 

with self-esteem. 

The empirical model, provided new evidence of a 

direct effect of self-efficacy (success), and gender with 

self esteem. Being a women was predictive of less self

esteem than men. While men and women were expected to 

differ as they proceed through the lifespan, women were 

expected to be better prepared for the tasks of old age, 

biologically, socially, etc., than men. The gender dif

ferences may suggest inequalities between men and women 

regarding economic resources, education, employment 

options, etc., that have impacted upon the older woman's 

perception of self. The notable contribution of the 

empirical model was the generation of one of only two 

gender-related effects in the models. Additional gender

related effects may be present in subsequent studies with a 

larger sample. In addition, the empirical model provided 

validation of the social dimension of competence as a 

predictor of self-esteem. 

A,comparison of the theoretical and empirical 

models for success situations resulted in a larger amount 

of explained variance for the theoretical model (R2 = .42 

and R2 = .35 vs. R2 = .49). Self-efficacy and the social 

subscale of competence were consistent predictors across 

models. While the theoretical model provided evidence of 

age and marital status negatively impacting upon 
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competence, the empirical model demonstrated an additional 

gender effect. 

For the failure models, the theoretical model 

produced the largest number of associated demographic, age, 

and gender predictors across all models in the current 

study. In addition to self-efficacy, marital status, age, 

and gender were related to lowered levels of competence. 

The empirical model had no associated demographic, age, or 

gender predictors, and again provided evidence of self

efficacy and the social component of competence being 

related to self-esteem. In summarizing the success and 

failure theoretical and empirical modeling processes, the 

models were similar for stage 1 variables, since self

efficacy was a consistent predictor. The social and 

goals/problem-solving dimensions of competence were 

predicted by stage 1 variables in both models, with the 

social component of competence consistently being related 

to self-esteem. The major difference between the success 

and failure versions of the model was evident in the 

empirical models. The total competence variable failed to 

impact upon self-esteem under success conditions. These 

results suggest that the goals/problem-solving component of 

competence may be less relevant to elders when they are 

successfully accomplishing a task. 



Finally, a comparison of the theoretical and 

empirical models for the young-old and old-old groups 

revealed similar results consistent with other models. 
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The theoretical model for the young-old had two success 

predictors of competence, self-efficacy, and value. Both 

the total competence instrument and the social dimension 

competence were related to self-esteem. Unique results 

obtained from the young-old model were found when a failure 

variable (value) was positively related to the goals/ 

problem-solving component of competence. The empirical 

model had no new findings, since the same two variables of 

self-efficacy (success) and value (success) were found to 

impact upon self-esteem. The theoretical model had a 

larger amount of explained variance (R2 = .37 and R2 = .22 

vs. R2 = .42). 

For the old-old group, the theoretical model had 

only one predictor of competence (self-efficacy (success». 

Both the total competence instrument and the social 

component of competence were found to be related to self

esteem. While the model results are potentially unstable 

due to the small number of participants 80 years of age or 

older, the stage 1 and 2 predictors in the theoretical 

model contributed a large amount of explained variance (R2 

= .37; R2 = .67). The empirical models for the old-old 

generated two consistent predictors of self-esteem (self

efficacy and social component of competence). The findings 



were as expected with an unusually large amount of 

explained variance for the single predictors (R2 = .42; 
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2 _ ) R - .67 • The social dimension of competence appears to 

be the best single predictor of self-esteem for the oldest 

participants in the study. 

Revision of the Competence Model 
for Normal Aging 

The Competence Model for Normal Aging was not fully 

tested because the variables of causal attributions, 

instrumental activities of daily living, and the physical 

self-maintenance dimensions of competence were not 

psychometrically sound. In addition, measures of the 

failure variables and the goals/problem-solving subscale 

had marginal psychometric properties, thus the strength of 

their participation in the model testing was less than the 

remaining measures. Therefore, future efforts to revise 

the Competence Model for Normal Aging will emphasize the 

development of needed valid and reliable indices of some 

key model variables. The model was limited in its 

effectiveness due to the inability to determine 

relationships among some variables without notable 

measurement error. 

An area of emphasis in future model testing will be 

the use of mean sUbstitution with the existing data set to 

retrieve as many of the original subjects as possible. 

Only 86 elders from the total sample of 137 had all data 
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complete and participated in the full model testing. 

Although no statistically significant differences were 

noted in age or gender between the full and partial sample, 

greater power to test the model would be achieved through 

the accessing of the total data set. 

The addition of new predictor paths with estab

lished direct effects such as self-efficacy (success) and 

value (success) will also be considered. self-efficacy 

(success and failure) and value (success) were new pre

dictors of self-esteem as demonstrated by the empirical 

modeling process. The associated demographic, age, and 

gender variables may have more of less effect in subsequent 

model testing, depending upon the characteristics of the 

specific elder sample, i.e., diagnosed physical and mental 

illness. Consequently, the compliment of variables in the 

full model are subject to revision once all the initial 

variables are operationalized in future studies. 

In summarizing the fit of the Competence Model for 

Normal Aging with elders, the findings reported here are 

consistent regarding self-efficacy and value as clear 

predictors of competence and competence predicting self

esteem. However, inductive study is needed to sUbstantiate 

the relevance of other model variables to elders and to 

identify possible alternate models. The definition and 

components of competence also need clarifying. 
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Instrumentation Issues 

The development of valid and reliable indices of 

mental health outcomes in elderly clients, as the second 

purpose of the study, was partially fulfilled. The 

psychometric assessment of the instruments determined that 

three instruments and three subscales (Self-efficacy 

(Failure) Scale, Value (Success) Scale, Self-Esteem Scale, 

social subscale, goals/problem-solving subscale, instru

mental activities of daily living subscale) met the cri

teria for mature or immature psychosocial scales. The poor 

performance of the Causal Dimension Scales despite ongoing 

revision was disappointing. The elders' responses to the 

causal attribution items suggest that causal attributions 

as cognitive strategies may not be relevant for elders. A 

possible explanation for this might be that causal attribu

tions may be more helpful in understanding others' behav

iors and attitudes toward the aged, rather than contribut

ing to the older person's understanding of his/her behavior 

(Hanusa, 1984). Another issue that may be relevant to the 

measurement of attributions, is whether other types of 

attributions rather than those specific to achievement 

situations may be more applicable to daily living situa

tions. Examples of other types of attributions which may 

be relevant for elders are age, and control/responsibility 

as specialized cognitions. Inductive, qualitative study 
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with articulate elder participants is expected to provide 

insight into appropriate attributions. 

Another issue impacting upon the measurement of key 

variables in the model was the practical necessity of need

ing to access a relatively healthy sample of elders for the 

initial testing of the model. Since che sample consisted 

of well elders, two dimensions of competence, instrumental 

activities of daily living, and physical self-maintenance, 

were dropped as explanatory from the models. Since these 

aspects of competence are deemed important, a more varied 

sample would be sought in future testing. Consequently, 

the competence variable was narrowly defined operationally, 

and requires further study under conditions of a more 

heterogeneous sample. In addition, competence was defined 

in terms of both physical health and psychosocial mastery. 

Clinical Implications of thE! Model Testing 

The clinical implications of the Competence Model 

for Normal Aging revolve around the role of self-efficacy, 

competence, and the social dimension of competence in the 

model. Self-efficacy was a consistent predictor of 

competence throughout all models and frequent predictor of 

self-esteem in the empirical models. As such, the self

efficacy variable suggests that the older person's estimate 

of his/her ability to effectively complete tasks under 

success and failure conditions may be a primary focus for 
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psychotherapists targeting behavioral change in their 

clients. To the extent that the elder feels she/he can be 

effective in implementing change, the individual will be 

motivateo t.o behave differently. The results of the study 

support Bandura's (1977) original beliefs about self

efficacy's role in corrective learning experiences. Self

efficacy affects the amount of effort expended, how long 

the elder will practice a new behavior, and under what 

aversive conditions the behavior change will continue 

(Bandura, 1977). Clinicians may benefit from estimates of 

self-efficacy throughout the psychotherapy process as an 

index of the elder's ability to incorporate behavior 

changes into his/her daily life. 

A second finding of the study was that in four out 

of five models, the more competent the elders viewed 

themselves, the higher their self-esteem. The current 

study lends clear support for the link between competence 

and self-esteem as an index of mental health. Typically, 

psychiatric diagnoses are derived from a combination of 

clinical indicators such as the mental status examination 

and self-report tools based upon symptom checklists. A 

more appropriate estimate of a client's progress in 

treatment may be the use of a competence instrument 

targeting the elder's perception of his/her mastery within 

the home environment. 
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Finally, the study's findings strongly support the 

degree to which an elder's experience of the social 

component of competence related to self-esteem. This 

finding suggests that the social subscale may be the best 

clinical index of competence for elders, especially those 

who are 80 years of age and older. The social dimension of 

competence has major clinical significance when considering 

the role of social isolation in the etiology of depression 

in elders. By indexing the social component of competence, 

the clinician may be able to anticipate the effect of 

social factors upon the elder's self-esteem and project the 

likelihood of the elder developing suicidal ideation. 

Implications of Research and 
Future Directions 

On the basis of research efforts described in this 

study, psychiatric nurse clinicians are provided the ini-

tial test of a theoretical model for elders that may under

gird innovative psychiatric/mental health interventions. 

The newly generated indices of mental health outcomes can 

be further refined after application in future studies with 

diverse populations of elders, i.e., medically and psychi-

atrically diagnosed patients. 

The limitations of the study provide direction for 

future research efforts. The existing theoretical model 

would be improved by qualitative efforts to assess the 

meaningfulness of causal attributions to elders and, if 
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meaningful, to develop effective indices of causal 

attributions in elders. A second strategy for improving 

the present model involves testing elders under success and 

failure conditions at different time intervals so that 

individual differences would be more evident. Another 

approach to the theoretical model involves targeting the 

indices around specific clinical situations, i.e., dis

charge from inpatient and outpatient treatment settings, at 

time of diagnosis of a psychiatric disorder. By identify

ing specific subgroups of elders, and striving for greater 

representation of men and the oldest age group, the current 

theoretical model could be more predictive. Finally, the 

theoretical model could be revised to include the direct 

effects of self-efficacy (success), value (success), and 

gender as indicated in the empirical model. 

summary 

Both purposes of the study were addressed in terms 

of the testing of the competence model with well elders and 

the development of psychometric indices of mental health 

outcomes. The three hypotheses were supported in varying 

degrees with the most significant contribution being the 

specification of the relationship between competence and 

self-esteem. Research efforts described within this study 

have implications for a psychiatric nursing practice, and 

ongoing research with diverse populations of elders. 
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PILOT TESTING AND REVISION OF INSTRUMENTS 

To empirically test the Competence Model for 
Normal Aging, an underlying assumption of instrument 
validity and reliability had to be met. Of major concern 
in designing the study was ensuring that the measurement 
of the relationships between the independent variables and 
the dependent variable were the result of the underlying 
theoretical process under investigation, and not the 
result of error. In an attempt to minimize the sources 
of error introduced by newly generated or revised instru
ments instruments, all instruments were pilot tested. 
The purposes of pilot testing were: 

1. To evaluate older subjects' responses to test 
items, 

2. To identify problems in administering the 
instruments, 

3. To compile initial validity and reliability 
estimates prior to the full study, and 

4. To determine the feasibility of the instruments' 
use in causal analysis. 

The following report of the pilot testing phases 
of the study includes a discussion of the research 
methodology as specified by the research sample/subjects, 
ethical considerations, procedure, research design, and 
analysis of the psychometric properties of the scales. 
Decisions resulting in the revision of the indices are 
also specified. 

Sample/Subjects 

During both phases of pilot testing, a convenience 
sample of well elders living independently in Tucson was 
obtained. Mobile home parks, retirement communities, and 
apartment complexes were identified as potential testing 
sites on the basis of information listed in the Tucson 
Telephone Directory. Authorization for testing was 
obtained from resident managers. All participants in the 
pilot met the sample criteria of being: 



1. At least 60 years of age, 

2. Ambulatory and living in noninstitutionalized 
settings, 

3. English-speaking and able to write in English, 

4. Caucasian, and 

5. In relative good health. 
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Clinical nursing assessment skills were used to screen 
individuals with physical or psychological disorders that 
resulted in impaired functioning. Testing generally 
occurred within the context of a planned social event in 
which participants had prior knowledge of the testing, and 
were able to voluntarily participate or refuse. 

Ethical Considerations 

The Psychometric Assessment of Competence in the 
Ambulatory-Well Elderly study was submitted for ethical 
review by the University of Arizona, College of Nursing 
Human Subjects Committee. The study was approved for 
implementation and was given exempt status. 

Procedure 

All participants were asked to complete a series 
of questionnaires designed to obtain information concern
ing mental health principles as they apply to individuals 
60 years of age and older. Participants were asked to 
read the disclaimer and were given an opportunity to ask 
the investigator questions throughout the testing process. 
An estimate of the amount of time needed to complete the 
scales was given, and individuals reticent to participate 
in the testing were encouraged not to do so. The 
multiple-choice format was explained, as well as reassur
ance given that there was no one right answer. Each elder 
was asked to answer the questions within the context of a 
success and failure experienced since she/he became 60 
years of age or older. Examples of successes and failures 
were given to participants, as many individuals believed 
that their goal-setting behaviors ceased with retirement 
or their children leaving home. The functional activity 
of daily living items required additional clarification, 
since many well elders reacted to the content areas. 
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The items were explained in terms of their future use with 
disabled individuals, and of the need to develop norms 
obtained from well elders. All participants were asked to 
complete the questionnaires within one testing period, in 
order to have access to the investigator and to maximize 
completion. 

Research Design 

pilot testing was conducted in two phases. The 
initial pilot was exploratory in design and was conducted 
in the spring of 1983. The purpose of the initial pilot 
was to obtain older subjects' responses to the newly 
generated scales, and to evaluate the testing protocol. 
All 9 participants who met the subject criteria were given 
two subscales of the Competence instrument, and additional 
items from which the Self-efficacy scales were generated. 
Completion time for each individual participant was 
approximately 20 minutes. There were no difficulties 
identified with recruitment of participants, despite the 
potentially reactive title of the study. 

The second phase of pilot testing was conducted 
during the spring of 1988. The content validity evalua
tion and initial reliability estimates were obtained 
during this phase of piloting. Prior to the administra
tion of the instruments three elderly individuals served 
as judges to evaluate the scales for accuracy, clarity, 
and relevance. A series of nine newly generated or 
revised instruments that were derived from the Competence 
Model for Normal Aging were given to 31 elderly partici
pants. 

During the second phase of pilot testing, the data 
collection protocol required additional testing due to the 
increased number of instruments utilized. The average 
completion time for the entire battery of tests was 40 
minutes, with some individuals requiring more than 60 
minutes. A maximum of 90 minutes, including chatting 
time, was required by a few elders. Individuals with 
attention deficits or physical conditions resulting in 
fatigue or pain were generally unable to complete the 
composite of scales. 



213 

Analysis 

Validity Estimates 

As described in Chapter 3, face validity of items 
was addressed in the careful selection and design of 
instrument items. Another aspect of face validity was 
established in both phases of the pilot, for no items were 
identified as confusing or difficult to understand. 
Emphasis was placed upon the use of language that was 
easily understood by individuals with varying educational 
backgrounds. The verbal and written responses of the 
three elderly content experts contributed to the reada
bility of the revised items. After clarification of the 
activity of daily living items and Causal Dimension 
Scales, no items were identified as containing reactive 
content. All instruments were completed with ease, except 
for the Causal Dimension Scales that utilized the semantic 
differential scaling methodology. 

content validity was estimated as items were 
generated from documented geriatric and mental health 
sources. Items were selected on the basis of the theo
retical fit between the variable definition which had been 
described in advance and the item. Attention was given to 
the number and range of items generated so all major 
aspects of the variable were specified. The amount of 
missing data as a content validity estimate will be 
addressed in the discussion of individual instruments. 

Demographic Variables 

Due to the limited number of individuals partici
pating in the first pilot, the demographic statistics will 
only be reported for the second phase of pilot testing. 
Among the 31 elders tested, the ages ranged from 60 to 85. 
The mean age was 73 (73.3) years. All participants were 
caucasian with the predominant gender being female. Only 
8 males participated in the study. There was an almost 
equal number of married versus widowed participants, with 
only 3 individuals divorced or separated. As expected by 
the marital status data, slightly more than half the 
participants lived alone. Two-thirds of the participants 
were found to live in mobile homes, with only 11 individ
uals living in another type of housing. Overall, the 
pilot sample reflected the type of popUlation sought in 
the study, and indicated the availability of well elders 
in the community. 
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The Physical Self Maintenance and Instrumental 
Activity of Daily Living subscales of the Competence 
instrument confirmed that the pilot sample was comprised 
of normal, healthy elders. The means for the Physical 
Self Maintenance subscale ranged from 3.9 to 5.0, with 4 
out of 6 items having no variation. More variation was 
evidenced with the instrumental activities of daily living 
subscale. The item means ranged from .28 to .40 with 3 
items having no variation. The lack of variation among 
these two subscales was expected with healthy elderly 
participants and consequently, no additional empirical 
data are reported at this time. . 

Analysis of pilot Instruments 

The analysis of the pilot data was based on 
descriptive statistics for the assessment of range and 
variation and internal consistency estimates: coefficient 
a, inter-item and item-subscale correlations. Construct 
validity was assessed by principal components factor 
analysis and subscale-subscale correlations. Scores 
ranging across the full theoretical range were desirable; 
item means were expected to have standard deviations less 
than half the item means. The criterion level for 
coefficient a with new psychosocial scales was .70 or .80 
for more mature scales (Nunnally, 1978; Edwards, 1970). 
More than half of each item's inter-item correlations were 
expected to range from .30 to .70 in order to ensure 
adequacy in indexing scale content without redundancy 
(Gordon, 1968; Kerlinger, 1973). Similarly, the item
subscale correlation minimum criterion was set at .40. 
The subscale-subscale correlation criterion was a range of 
.55 to .70 (Anastasi, 1976; Gordon, 1968). 

Intra- and inter-coder reliability was assessed 
for all instruments used in the second phase of the pilot. 
The criterion of an error rate less than 10% was 
established. The actual intra and inter-coder 
reliabilities obtained were 100% and 100%, respectively. 

1. Causal Dimension Scale 

The 6-item Causal Dimension Scale was administered 
twice to the participants, targeting both success and 
failure situations. The pilot results for the success 
version of the instrument will be reported first. The 
item means ranged from 2.4 to 4.0 on a 5-point scale with 
half of the items having standard deviations exceeding the 
criterion of being less than half the mean. 
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Internal consistency estimates for the Causal 
Dimension (Success) Scale brought additional confirmation 
of a poorly functioning scale. The scale did not meet the 
criterion since the standardi~ed coefficient a was .24 and 
the unstandardized a was .23. No item met the pattern for 
inter-item and item-subscale correlations. 

Since the original version of the Causal Dimension 
(Success) Scale failed, a second version was developed and 
tested during the second half of the second pilot. The 
item means ranged for the second version from 1.8 to 3.8, 
with only two items having standard deviations exceeding 
the criterion. All internal consistency estimates failed 
to meet the established criteria. The standardized a was 
-2.3 and the unstandardized a was -1.9. 

As expected, combined data from both versions of 
the Causal Dimension (Success) Scale failed to provide 
empirical support for the scale. Item means ranged from 
2.2 to 4.0 with 2 items exceeding the criterion of a 
standard deviation less than half the mean. The percen
tage of missing data was also computed on the combined 
scale. Items 3 through 6 had 10% or more missing data, 
thereby failing to meet the criterion. Internal consis
tency estimates for the combined scale revealed a stan
dardized a of .03 and an unstandardized a of .02. While 
at least becoming positive numbers in the combined 
analysis, the coefficient as reflected item-item and item
subscale correlations that failed to meet the criteria in 
their entirety. Since the Causal Dimension (Success) 
Scale failed to meet minimal validity and reliability 
requirements, a decision was made to generate a new 
instrument, incorporating a different scaling methodology. 

The second Causal Dimension Scale, which focused 
on failure situations, followed a similar pattern as the 
success instrument. The item means ranged from 2.4 to 3.6 
with 4 items having standard deviations exceeding the 
criterion. Internal consistency estimates also failed to 
meet the criterion, since both the standardized and 
unstandardized as were negative numbers (-.56; -.34). The 
negative coefficient as resulted from all inter-item 
correlations failing to meet the criterion. The item
subscale correlations were somewhat better with 2 items 
meeting the criterion. The range of item-subscale 
correlations for the instrument was -.76 to .40. 

In an attempt to improve the validity and reli
ability of the Causal Dimension (Failure) Scale, the 
instrument was also revised during the pilot. The 
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rev1s1on of the instrument resulted in less variation of 
the means. The item means ranged from 3.0 to 3.8. Three 
items had standard deviations larger than half the item 
mean. While the internal consistency estimates improved 
(standardized a, .23; unstandardized a, .26), only 1 
inter-item correlation met the criterion. Item-subscale 
correlations ranged from -.68 to .80, with 3 items meeting 
the criterion of .40 or larger. 

The same decision was reached regarding the Causal 
Dimension (Failure) Scale as was specified for the success 
version. Both instruments underwent major revisions prior 
to administration to a sample of well elders. 

2. Self-Efficacy Scales 

Two Self-efficacy instruments were piloted: Self
efficacy (Success) Scale and the Self-efficacy (Failure) 
Scale. The Self-efficacy (Success) Scale is discussed 
first. 

After 17 people responded to the 10-item scale, 
the scale was revised during the pilot phase. The revised 
version was administered to 8 participants. The primary 
impetus for the revision was the fact that the word "suc
cess" was found to be reactive. Participants questioned 
the wording of the instrument directions which asked them 
to circle the one response that best described themselves 
during the time when they were successful during the past 
year. Since the revision of the scale was a validity 
issue, only the statistics for the revised Self-efficacy 
(Success) Scale are reported here. 

The second version of the Self-efficacy (Success) 
Scale utilized the original 10 items, but substituted the 
phrase "when you accomplished something," for the word 
"success." An analysis of the instrument revealed a 
broader range of item means for the revised versus the 
original version (1.4 to 3.4). However, 3 of the 10 
standard deviations exceeded the criterion of being less 
than half the value of the item means. All items met the 
criterion of having less than 10% missing data. 

While the number of participants who completed the 
revised Self-efficacy (Success) Scale was only 8, the 
coefficient a was found to be that of a mature scale 
(standardized a = .84; unstandardized a = .81). The 
inter-item correlations for 3 items and item-subscale 
correlations for 2 items failed to meet criterion. since 
the confidence intervals around parameters for a sample of 
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8 are large, only Item 7 was dropped from the scale. This 
decision was made on the basis of the item's negative 
correlation with the majority of the other items. 
Deleting Item 7 resulted in a standardized a of .89 and 
unstandardized a of .87, clearly better than the original 
scale. As a result the decision was made to use the 
revised 9-item instrument in the full study. 

As with the Self-efficacy (Success) Scale, the 
Self-efficacy (Failure) Scale was revised in the middle of 
the second pilot and retested with the rest of the second 
pilot sample. The original 10 items remained, and the 
word "failure" was replaced with "which you could have 

. improved or done better I" wi thin the scale items and 
directions. Since only 6 participants completed the 
revised instrument, the analysis provided little empirical 
sUbstantiation for ·further revision of the instrument. 
The revised instrument provided item means that ranged 
from 1.3 to 2.7 on a scale of 0 to 4, following the trend 
of lower scale values in the original Self-efficacy 
(Failure) Scale. The standard deviations met the 
criterion of being less than half of the item means and 
ranged in value from .41 to 1.04. All items met the 
criterion of having less than 10% missing data. 

The revised version of the Self-efficacy (Failure) 
Scale failed to meet the criterion of .70 for the coeffi
cient a of an immature scale. Contributing to the below 
criterion reliability coefficient, was the failure of 9 
out of 10 inter-item correlations to meet the criterion 
pattern. Item-subscale correlations were also low, with 6 
items below the criterion. The item-subscale correlations 
ranged from -.11 to .90. 

Due to the poor reliability of the revised Self
efficacy (Failure) instrument, the decision was made to 
retain the original version of the scale, excluding Items 
8 and 10. 

3. Value Scales 

The Value Scales, success and failure versions, 
were assessed by descriptive statistics, only. Internal 
consistency estimates were not obtained on these single 
item indices. The Value Scale (Success) had a mean of 8.7 
with a range of responses from 3 to 10. The standard 
deviation was 1.8. Item responses indicated adequate 
variation and range for the scale. The single item 
inventory did not meet the criterion for missing data with 
17% missing data. 



218 

The Value Scale (Failure) demonstrated greater 
variation than the success version. The mean was 7.8. 
While the responses also ranged from 3 to 10, there was 
more variation in response pattern as indicated by the 
standard deviation of 2.4. The Value Scale (Failure) also 
exceeded the criterion for missing data (34%). 

Based on the magnitude of missing data and the 
necessity for the Value Scales to parallel the revised 
Causal Dimension Scales, the Value Scales were expanded to 
4 items. These items paralleled the statements specified 
in the Causal Dimension Scales, after the second pilot 
test. 

4. Competence Scale 

a. Social Subsea Ie 

An analysis of the pilot data revealed that the 
item means for the 13-item social subscale ranged from 1.7 
to 3.3 on a scale from 0 to 4. The majority of these item 
means were above the middle range, but still provided ade-, 
quate variation. Of the 13, 4 items exceeded the crite
rion level of a standard deviation less than half the item 
mean. No item exceeded the 10% missing data criterion. 

Internal consistency estimates for the Social sub
scale met the mature scale criterion. The unstandardized 
coefficient a was .74 and the standardized coefficient a 
was .76. Only 2 items met the inter-item correlation 
criterion, and 7 items met the item-subsea Ie criterion. 
Item-subscale correlations ranged from -.13 to .69. After 
deleting Items 5 and 23, the coefficient a was raised to 
.78 (standardized and unstandardized) which made the scale 
satisfactory for use in the dissertation study. 

b. Goals/Problem-Solving Subscale 

The Goals/Problem-solving subscale consisted of 8 
items. The item means ranged from 2.2 to 2.7 on a scale 
of 0 to 4. A pattern of minimal variation was noted with 
this subscaIe, and only 1 standard deviation exceeded the 
criterion of being less than half the item mean. No item 
exceeded the criterion of 10% missing data. 

The coefficient a for the Goals/Problem-solving 
subscale was below the criterion for mature scales (.60 
standardized; .61 unstandardized). contributing to the 
low as were 7 out of 8 items that did not meet the 
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criterion pattern for inter-item correlations. The item
subscale correlations ranged from .02 to .63 with only 3 
items meeting the criterion. Examining the principle 
components analysis revealed 3 factors with eigenvalues of 
2.5, 1.7, and 1.2, accounting for 66.5% of the variance. 
All factors had loadings over the .40 criterion (Ker
linger, 1973), with primary factor loadings ranging from 
.49 to .89. Item 21 loaded relatively evenly on all 3 
factors. Since coefficient a may not be the appropriate 
estimate of internal consistency when items may be 
measuring more than one aspect of a concept or the n is 
small (Zeller and Carmines, 1980), the e coefficient was 
estimated. The e estimate of .68 is a conservative 
estimate since Item 1 was dropped from the subscale due to 
factor loadings that were unpredictably negative. 

Construct validity was assessed for the Goals/ 
Problem-solving subscale by principal factor analysis and 
by estimates of convergence obtained by subscale-subscale 
and sUbscale-total correlations. The factor analysis 
revealed 3 factors specific to the following content 
areas: 

1. Ability to initiate activity, 

2. Mastery, and 

3. Lack of goal/problem-solving ability. 

All three underlying factors were congruent with the" 
operational definition of the goals/problem-solving 
subdimension of competence. 

The unrevised GoalS/Problem-solving and Social 
subscales were assessed for construct validity. Conver
gence in terms of subscale-subscale and sUbscale-total 
correlations were computed. The subscale-subscale 
correlation was .26 and the subscale-total correlations 
were .64 and .87, respectively. Convergence was minimally 
supported by the subscale-subscale correlation. The 
sUbscale-total correlation for the social subscale was 
above the criterion of .70. It is unclear whether the 
correlation is high because there are only 2 subscales and 
the Social subscale has 13 items while the Goals/Problem 
solving subscale has 8; or if the social subscale defines 
the Competence Scale. 
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c. Effectance Subscale 

The descriptive statistics for the effectance 
subscale revealed means that ranged from 1.9 to 3.3 on a 
scale of 0 to 4, with the majority of the means in the top 
range of values. Of the 7 items, 2 items failed to meet 
the criterion of a standard deviation less than half the 
mean. All subscale items had less than 10% missing data. 

The subscale's low coefficient a (unstandardized 
.13; standardized .19) was partially explained by the 
failure of all 7 inter-item correlations and item-subscale 
correlations to meet criteria. Item-subscale correlations 
ranged from -.23 to 33. Due to the poor performance of 
the items, the decision was made to delete the entire 
subscale from the Competence instrument. Consequently, 
the effectance dimension of the variable was not 
operationalized within the full study. 

5. Self Esteem Scale 

An analysis of the data obtained from the pilot of 
the Self-Esteem Scale revealed item means that ranged from 
2.6 to 3.4, in a scale from 1 to 4. These means tended to 
be at the top of the scale, but did not reach the highest 
scale value; all standard deviations met criterion. 
Adequate but not excessive variation was noted. No item 
exceeded the 10% missing data criterion. 

The 10-item Self-Esteem Scale had no subscales. 
The scale met the mature scale criterion for internal 
consistency (.B7 standardized a; .B6 unstandardized). All 
inter-item and item-subscale correlations met the crite
rion pattern, except for Item 1. After deletion of that 
item, the resultant 9-item scale exceeded the criterion 
coefficient a levels (.BB standardized; .B7 unstandard
ized). All inter-item and B out of 9 item-subscales 
correlation patterns met the criterion. Consequently, the 
nine-item Self-Esteem Scale was submitted for use in the 
full study. 

Instrument Feasibility in Full Study 

The revision of the pilot instruments occurred on 
the basis of the instruments' feasibility of use in causal 
analysis. causal modeling requires sound psychometric 
properties in all variable indices. By the end of the 
pilot study 4 scales were determined to not meet criteria 
and were rewritten in a new form (Causal Dimension Scales, 



Value Scales). The remaining Self-efficacy Scales, 
Competence, and Self Esteem Scales were restructured in 
preparation for use in the full study. 
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APPENDIX C 

DISCLAIMER AND SAMPLE INSTRUMENTS* 

*Instruments have been reduced in size to meet the 
marginal requirements of the University of Arizona 
Graduate College. 



DISCLAIMER 

CHARACTERISTICS THAT PROMOTE MENTAL HEALTH 
IN AMBULATORY-WELL ELDERLY 

I AM BEING ASKED TO VOLUNTARILY PARTICIPATE IN A STUDY THAT 

IDENTIFIES CHARACTERISTICS THAT PROMOTE MENTAL HEALTH IN 

IND IVIDUALS, 60 YEARS OF AGE OR. OLDER. As A RESULT OF THIS 

STUDY, HEALTH CARE PROFESSIONALS MAY BE BETTER ABLE TO 

MEASURE QUALITY HEALTH CARE IN THE OLDER PERSON. 

INFORMATION OBTAINED IN THIS STUDY MAY BE USED ANONYMOUSLY 

IN FUTURE STUDIES. 
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By RESPONDING TO THE QUESTIONNAIRES, I WILL BE GIVING MY 

CONSENT TO PARTICIPATE IN THE STUDY. My NAME IS NOT ON THE 

QUESTIONNAIRES, SO CONFIDENTIALITY IS ASSURED. I MAY CHOOSE 

NOT TO. ANSWER SOME OR ALL OF THE QUESTIONS. WHATEVER I 

DECIDE WILL BE ACCEPTABLE. I CAN EXPECT TO HAVE MY 

QUESTIONS ANSWERED AT ANY TIME. IF I HAVE FURTHER NEED TO 

SPEAK WITH THE NURSE RESEARCHER, I CAN CONTACT HER AT THE 

FOLLOWING NUMBER: 626-4403. I CAN WITHDRAW FROM THE STUDY 

AT ANY TIME. THERE ARE NO KNOWN RISKS. 

ANITA Goss R.N., M.S. 
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INDIVIDUAL BACKGROUND INFORMATION 

INDIVIDUAL 1.0.: DATE: ______ _ 

My AGE IS: _______ (YEARS OLD) 

PLEASE CHECK THE APPROPRIATE BOX: 

GENDER: MAN [ ] WOMAN [ ] 

ETHNIC ORIGIN: CAUCASIAN [ ) 

AMERICAN INDIAN [ ) 

BLACK [ ] ASIAN [ ] 

HISPANIC: MEXICAN ORIGIN [ ] 
SPANISH ORIGIN [ ] 

SOUTH AMERICAN ORIGIN [ ) 
OTHER [ ] 

MARITAL STATUS: MARRIED [ ) 

WIDOWED [ ] 

SEPARATED [ ] DIVORCED [ ] 

NEVER BEEN MARRIED ( ] 

LIVING WITH SOMEONE IN A CONJUGAL RELATIONSHIP [ ] 

CURRENT LIVING 
ARRANGEMENT: LIVING ALONE [ ] LIVING WITH SPOUSE [ ] 

TYPE OF 
RESIDENCE: 

LIVING WITH FAMILY MEMBER NOT SPOUSE: FULL TIME [ ] 
PART TIME [ ] 

DESCRIBE ___________ _ 

LIVING WITH FRIEND: FULL TIME [] PART TIME [ ] 
DESCRIBE ___________ _ 

LIVING WITH PAID ATTENDANT: [] 

HOME [ ] 

MOBILE HOME [ ] 

AP ARTMENT ( ] 

TOWN HOME/CONDOMINIUM [ ] 

BOARDING HOME [ ] 

ROOM{S) IN ANOTHER PERSON'S HOME [ ] 

OTHER [ ] DESCRIBE _____________ _ 

Source: Adapted from Block, G. (1984) Food Frequency Questionnaires, Bethesda, MD: 
NCTaild A. longman, J.R. Atlwod, J. Blank, K. Snow, l. Loescher (1987). 
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DIRECTIONS: ANSWER EACH OF THE FOLLOWING QUESTIONS BASED UPON HOW THINGS 
HAVE BEEN FOR YOU SINCE RETIREMENT. CIRCLE EITHER A OR B FOR EACH 
QUESTION. CIRCLE A OR B BASED UPON THE RESPONSE THAT COMES THE CLOSEST TO 
DESCRIBING YOU. THEN GO ON TO THE NEXT PART OF THE QUESTION. 

EXAMPLE: 

THE UNIVERSITY OF ARIZONA WILDCATS ARE A QUALITY BASKETBALL TEAM BECAUSE OF 

l 
A. LUTE OLSON. 

(IF YOU CIRCLED A, ANSWER THIS) 

> THE MANAGER OF A BASKETBALL TEAM 
IS AN EFFECTIVE LEADER IF HE/SHE 

A. STAYS THE SAME. 

B. CHANGES. 

l
B. THE COLLEGE PLAYERS. 

(IF YOU CIRCLED B, ANSWER THIS) 

> COLLEGE BASKETBALL PLAYERS ARE 
EFFECTIVE PLAYERS IF THEY 

A. CHANGE. 

B. STAY THE SAME. 

1 QUESTION 1 

WHEN ABLE TO DO SOME PHYSICAL THINGS FOR MYSELF, SUCH AS GETTING MY MEALS: 
GETTING TO THE TOILET ON TIME, IT WAS BECAUSE 

l 
A. I AM THE PERSON THAT I AM l B. THE SITUATIONS WERE JUST RIGHT 

(IF YOU CIRCLED A, ANSWER THIS) (IF YOU CIRCLED B, ANSWER THIS) 

> My ABILITY TO CARE FOR SOME > IF SOMETHING ABOUT THE 
PHYSICAL THINGS FOR MYSELF SITUATIONS ENABLED ME TO CARE 
USUALLY FOR SOME PHYSICAL THINGS FOR 

MYSELF, THE SITUATIONS USUALLY 

A. CHANGES. 

B. STAYS THE SAME. 

A. STAY THE SAME. 

S. CHANGE. 

QUESTION 2 

WHEN I COMMUNICATE EFFECTIVELY, IT WAS BECAUSE 

l 
A. I AM THE PERSON THAT I AM 

(IF YOU CIRCLED A, ANSWER THIS) 

> WHEN AT MY BEST AND I 
COMMUNICATE EFFECTIVELY, 

A. MY EFFECTIVENESS CHANGES. 

B. I STAY THE SAME. 

l 
S. THE SITUATION WAS JUST RIGHT 

. (IF YOU CIRCLED B, ANSWER THIS) 

> IF SOMETHING ABOUT THE 
SITUATION CAUSED ME TO 
COMMUNICATE EFFECTIVELY, THE 
SITUATION USUALLY 

A. STAYS THE SAME. 

B. CHANGES. 
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QUESTION 3 
WHEN PROBLEMS ARE SOLVED WELL, IT IS BECAUSE 

l 
A. THE SITUATION WAS JUST RIGHT 

(IF YOU CIRCLED A, ANSWER THIS) 
> IF SOMETHING ABOUT THE SITUATION 

CAUSED ME TO SOLVE THE PROBLEM 
WELL, THE SITUATION USUSALLY 

A. CHANGES. 

B. STAYS THE SAME. 

I AM THE PERSON THAT I AM 

l
B. 

(IF YOU CIRCLED B, ANSWER THIS) 
> WHEN I SOLVE PROBLEMS WELL, 

MY PROBLEM-SOLVING ABILITY 
USUALLY 

A. STAYS THE SAME. 

B. CHANGES 

I QUESTION 4 
WHEN ABLE TO FUNCTION INDEPENDENTLY, IT WAS BECAUSE 

l 
A. THE SITUATION WAS JUST RIGHT 

(IF YOU CIRCLED A, ANSWER THIS) 
> IF SOMETHING ABOUT THE SITUATION 

CAUSED ME TO FUNCTION 
INDEPENDENTLY, THE SITUATION 
USUALLY 

A. CHANGES. 

B. STAYS THE SAME. 

C('pyright, 1gee, Goss 
(CAS)S 

l
B. I AM THE PERSON THAT I AM 

(IF YOU CIRCLED B, ANSWER THIS) 
) WHEN AT MY BEST, AND I FUNCTION 

INDEPENDENTLY, MY INDEPENDENT 
FUNCTIONING USUALLY 

A. STAYS THE SAME. 

B. CHANGES. 
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DIRECTIONS: READ EACH STATEMENT AND CIRCLE THE ONE RESPONSE THAT BEST 
DESCRIBED YOURSELF AROUND THE TIME YOU ACCOMPLISHED SOMETHING. MAKE YOUR 
CHOICE BASED ON AN ACCOMPLISHMENT SINCE RETIREMENT. IF NO RESPONSE EXACTLY 
DESCRIBED YOU AROUND THIS TIME, CIRCLE THE ONE RESPONSE THAT CAME THE 
CLOSEST TO DESCRIBING YOU. 
EXAMPLE: I ENJOYED LIFE. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

1 I PERFORMED ACCORDING TO THE STANDARDS I HAVE FOR MYSELF AROUND THE 
. TIME I ACCOMPLISHED THE SATISFYING EVENT, CIRCUMSTANCE OR SITUATION. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

2. 2I~~fT~E~~I~~C~¥k~IIH~~~~'TIA~~~~p~~sR~DT~~y¥~~~~~G AND WENT TO BED AT 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

3. I WAS ABLE TO DO ANYTHING I PUT MY MIND TO AROUND THE TIME I 
ACCOMPLISHED THE SATISFYING EVENT, CIRCUMStANCE OR SITUATION. 

All THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

4. ALTHOUGH I ACCOMPLISHED SOMETHING, I HAD TROUBLE FEELING PHYSICALLY 
EFFECTIVE, AROUND THIS TIME. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

5. EVEN THOUGH I ACCOMPLISHED SOMETHING SATISFYING, I DID NOT KNOW WHAT TO 
EXPECT AS A RESULT OF MY ACTIONS. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

6. DESPITE MY EFFORTS, I FELT THAT I COULD ACCOMPLISH VERY LITTLE. 

ALL THE TIME MOST OF THE TIM~ SOMETIMES SELDOM NEVER 

7. I HAD THE SKILLS NECESSARY TO ACCOMPLISH SOMETHING SATISFYING. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 
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8. I DIDN'T HOLD UP WELL UNDER STRESS. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

9. DESPITE THE POSSIBILITY OF MEDICAL PROBLEMS, I STILL FUNCTIONED WELL 
AROUND THIS TIME. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

Copyright. 1987. Goss 
(SEF) S 

DIRECTIONS: READ EACH STATEMENT AND CIRCLE THE ONE RESPONSE THAT BEST 
DESCRIBES HOW IMPORTANT THESE ACCOMPLISHMENTS ARE TO YOU. IF NO RESPONSE 
EXACTLY DESCRIBES HOW YOU FEEL, CIRCLE THE ONE RESPONSE THAT COMES THE 
CLOSEST TO DESCRIBING YOU. 

1. HOW IMPORTANT TO YOU IS COMMUNICATING EFFECTIVELY? 

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

2. WHEN ABLE TO DO SOME PHYSICAL THINGS FOR YOURSELF, SUCH AS GETTING 
MEALS, GETTING TO THE TOILET ON TIME, HOW IMPORTANT IS THIS TO YOU? 

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

3. HOW IMPORTANT TO YOU IS SOLVING PROBLEMS WELL? 

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

4. WHEN ABLE TO FUNCTION INDEPENDENTLY, HOW IMPORTANT IS THIS TO YOU? 

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

Copyright, 1988. Goss 
(VAl)S 
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DIRECTIONS: PLEASE READ EACH STATEMENT AND CIRCLE THE ONE RESPONSE THAT 
BEST DESCRIBES YOURSELF. IF NO RESPONSE EXACTLY DESCRIBES YOU, CIRCLE TH~ 
ONE RESPONSE THAT COMES THE CLOSEST TO DESCRIBING YOU. 
EXAMPLE: I APPRECIATE THE OPPORTUNITY TO LEARN NEW THINGS. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

1. I AM JUST AS MUCH MYSELF IN A GROUP SITUATION, AS I AM WHEN I AM ALONE. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

2. I DON'T MAKE PLANS BECAUSE I HAVE A HARD TIME FOLLOWING THROUGH ON 
TH~ 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

3. IF I WANT HELP CARRYING OUT A PLAN OF MINE, I HAVE DIFFICULTY GETTING 
OTHERS TO HELP. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

4. I FIND IT HARD TO GET MY POINT OF VIEW ACROSS TO OTHERS. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

5. IF THERE IS SOMEONE I WANT TO MEET, I CAN USUALLY ARRANGE IT. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

6. I AM MORE COMFORTABLE LISTENING IN CONVERSATIONS THAN TALKING. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

7. I AVOID INTERACTING WITH GROUPS OF PEOPLE THAT I DON'T KNOW. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

8. IN ATTEMPTING TO SMOOTH OVER A DISAGREEMENT, I USUALLY MAKE IT WORSE. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 
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9. I BELIEVE THAT NO ONE KNOWS WHAT IS BEST FOR ME. BETTER THAN I. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

10. I HAVE NO TROUBLE SOLVING PROBLEMS ONCE I UNDERSTAND WHAT THE RESULTS 
OF MY ACTIONS WILL BE. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

11. I AM NOT GOOD AT GUIDING THE COURSE OF A CONVERSATION WITH SEVERAL 
OTHER~ 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

12. WHEN I DECIDE TO DO SOMETHING. I FEEL LIKE I KNOW AS MUCH ABOUT THE 
TASK AS OTHER PEOPLE DO. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

13. I FIND THAT I AM BETTER OFF BY MYSELF, THAN GETTING TO KNOW NEW PEOPLE. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

14. I FEEL THAT IF THE WORK I DO ON A DAILY BASIS WERE MORE INTERESTING. I 
WOULD BE MOTIVATED TO PERFORM BETTER. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

15. I CAN GET SO WRAPPED UP IN MY WORK THAT I FORGET WHAT TIME IT IS. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

16. I LIKE THE OPPORTUNITY TO TEST MYSELF. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

17. PEOPLE FASCINATE ME. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

18. I LOOK FORWARD TO PARTIES AND OTHER SOCIAL ACTIVITIES. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

(COMS); Copyright. 1987, Goss 
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DIRECTIONS: PLEASE CIRCLE THE ONE RESPONSE UNDER EACH HEADING THAT MOST 
ACCURATELY DESCRIBES YOUR PRESE~FUNCTIoNING. 

19. TOILET 
A. CARE FOR SELF AT TOILET COMPLETELY, NO INCONTINENCE. 
8. NEED TO 8E REMINDED, OR NEED HELP IN CLEANING SELF, OR HAVE RARE 

(WEEKLY AT MOST) ACCIDENTS. 
C. SOILING OR WETTING WHILE ASLEEP MORE THAN ONCE A WEEK. 
D. SOILING OR WETTING WHILE AWAKE MORE THAN ONCE A WEEK. 
E. NO CONTROL OF BOWELS OR BLADDER. 

20. FEEDING 
A. EAT WITHOUT ASSISTANCE. 
B. EAT WITH MINOR ASSISTANCE AT MEAL TIMES AND/OR WITH SPECIAL 

PREPARATION OF FOODS, OR HELP IN CLEANING UP AFTER MEALS. 
C. FEED SELF WITH MODERATE ASSISTANCE AND AM UNTIDY. 
D. REQUIRE EXTENSIVE ASSISTANCE FOR ALL MEALS. 
E. DO NOT FEED SELF AT ALL AND RESIST EFFORTS OF OTHERS TO FEED ME. 

21. DRESSING 
A. DRESS, UNDRESS AND SELECT CLOTHES FROM OWN WARDROBE. 
B. DRESS AND UNDRESS SELF, WITH MINOR ASSISTANCE. 
C. NEED MODERATE ASSISTANCE IN DRESSING OR SELECTION OF CLOTHES. 
D. NEED MAJOR ASSISTANCE IN DRESSING, BUT COOPERATE WITH EFFORTS OF 

OTHERS TO HELP. 
E. COMPLETELY UNABLE TO DRESS SELF AND RESIST EFFORTS OF OTHERS TO 

HELP. 

22. GROOMING (NEATNESS, HAIR, NAILS, HANDS, CLOTHING) 
A. AM NEATLY DRESSED, WELL GROOMED, WITHOUT ASSISTANCE. 
B. GROOMS SELF ADEQUATELY WITH OCCASIONAL MINOR ASSISTANCE (LIKE WITH 

SHAVING OR HAIR). 
C. NEED MODERATE AND REGULAR ASSISTANCE OR SUPERVISION IN GROOMING. 
D. NEED TOTAL GROOMING CARE, BUT CAN REMAIN WELL GROOMED AFTER HELP 

FROM OTHERS. 
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23. PHYSICAL AMBULATION 
A. GO AROUND HOME ANO COMMUNITY. 
B. AMBULATE WITHIN RESIDENCE OR ABOUT ONE BLOCK DISTANCE. 
C. AMBULATE WITH ASSISTANCE (E.G., OF ANOTHER PERSON, RAILING, CANE, 

WALKER, WHEELCHAIR). 
O. SIT UNSUPPORTED IN CHAIR OR WHEELCHAIR, BUT CANNOT PROPEL SELF 

WITHOUT ASSISTANCE. 
E. BEDRIDDEN MORE THA~ HALF OF THE TIME. 

24. BATHING 
A. BATHE SELF (TUB, SHOWER, SPONGE BATH) WITHOUT HELP. 
B. BATHE SELF WITH HELP IN GETTING IN AND OUT OF THE TUB, OR 

GATHERING SUPPLIES. 
C. WASH FACE AND HANDS ONLY, BUT CANNOT BATHE REST OF BODY. 
O. DO NOT WASH SELF BUT ARE COOPERATIVE WITH THOSE WHO BATHE ME. 
E. DO NOT TRY TO WASH SELF AND RESIST EFFORTS TO KEEP SELF CLEAN. 

25. ABILITY TO USE TELEPHONE. 
A. OPERATE TELEPHONE ON OWN INITIATIVE--LOOK UP AND DIAL NUMBER, ETC. 
B. DIAL A FEW WELL-KNOWN NUMBERS. 
C. ANSWER TELEPHONE BUT DO NOT DIAL. 
D. DO NOT USE TELEPHONE AT ALL. 

26. SHOPPING 
A. TAKE CARE OF ALL SHOPPING NEEDS INDEPENDENTLY. 
B. SHOP INDEPENDENTLY FOR SMALL PURCHASES. 
C. NEED TO BE ACCOMPA!:IED ON ANY SHOPPING TRIP. 
D. COMPLETELY UNABLE TO SHOP. 

27. FOOD PREPARATION 
A. PLAN, PREPARE AND SERVE ADEQUATE MEALS INDEPENDENTLY. 
B. PREPARE ADEQUATE MEALS IF SUPPLIED WITH INGREDIENTS. 
C. HEAT AND SERVE PREPARED MEALS, OR PREPARE MEALS BUT DO NOT 

MAINTAIN AN ADEQUATE DIET. 
O. NEED TO HAVE MEALS PREPARED AND SERVED. 
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28. HOUSEKEEPING 
A. MAINTAIN HOUSE ALONE riR WITH OCCASIONAL ASSISTANCE (LIK[ HEAVY 

WORK-DOMESTIC HELP). 
B. PERFORM LIGHT DAILY TASKS SUCH AS DISHWASHING, BEDMAKING. 
C. NEED HELP WITH ALL HOME MAINTENANCE TASKS. 
D. DO NOT PARTICIPATE IN ANY HOUSEKEEPING TASKS. 

29. LAUNDRY 
A. DO PERSONAL LAUNDRY COMPLETELY. 
B. LAUNDER SMALL ITEMS -- RINSE SOCKS, STOCKINGS, ETC. 
C. ALL LAUNDRY MUST BE DONE BY OTHERS. 

30. MODE OF TRANSPORTATION 
A. TRAVEL INDEPENDENTLY ON PUBLIC TRANSPORTATION OR DRIVE OWN CAR. 
B. ARRANGES OWN TRAVEL VIA TAXI, BUT DO NOT OTHERWISE USE PUBLIC 

TRANSPORTATION. 
C. TRAVEL LIMITED TO TAXI OR AUTOMOBILE WITH ASSISTANCE OF ANOTHER. 
D. DO NQT TRAVEL AT ALL. 

31. RESPONSIBILITY FOR O~N MEDICATION 
A. AM RESPONSIBLE FOR TAKING MEDICATION IN CORRECT DOSAGES AT CORRECT 

TIME. 
B. TAKE RESPONSIBILITY IF MEDICATION IS PREPARED IN ADVANCE IN 

SEPARATE DOSAGES. 
C. AM NOT CAPABLE OF CARING FOR OWN MEDICATIONS. 

32. ABILITY TO HANDLE FINANCES 
A. MANAGE FINANCIAL MATTERS INDEPENDENTLY (BUDGET, WRITE CHECKS, PAY 

RENT, BILLS, GO TO BANK), COLLECT AND KEEP TRACK OF INCOME. 
B. MANAGE DAY-TO-DAY PURCHASES, BUT NEED HELP WITH BANKING, MAJOR 

PURCHASES, ETC. 
C. INCAPABLE OF HANDLING MONEY. 

1962, lawton and Brody 

(PSM/IADl) 
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DIRECTIONS: ANSWER EACH OF THE FOLLOWING QUESTIONS BASED UPON HOW THINGS 
HAVE BEEN FOR YOU SINCE RETIREMENT. CIRCLE EITHER A OR B FOR EACH 
QUESTION. CIRCLE A OR B BASED UPON THE RESPONSE THAT COMES THE CLOSEST TO 
DESCRIBING YOU. THEN GO ON TO THE NEXT PART OF THE QUESTION. 

EXAMPLE: 
I LIKE SUMMERS IN TUCSON BECAUSE 

l 
A. I LIKE TO GET A TAN. 

(IF YOU CI~CLED A. ANSWER THIS) 

> My DESIRE TO GET A TAN 

A. STAYS THE SAME ALL YEAR. 

B. CHANGES. 

l
B. THE DESERT IS BEAUTIFUL. 

(IF YOU CIRCLED B, ANSWER THIS) 

> THE BEAUTY OF THE DESERT 

A. CHANGES. 

B. STAYS THE SAME. 

QUESTION 1 

ON THE FEW OCCASIONS WHEN PROBLEMS WERE NOT SOLVED WELL, IT WAS BECAUSE 

l 
A. THE SITUATION WAS NOT RIGHT l B. I AM THE PERSON THAT I AM 

(IF YOU CIRCLED A. ANSWER THIS) (IF YOU CIRCLED B, ANSWER THIS) 

> IF SOMETHING ABOUT THE SITUATION > WHEN I DON'T SOLVE PROBLEMS 
CAUSED ME NOT TO SOLVE A PROBLEM WELL, MY PROBLEM-SOLVING 
WELL, THE SITUATION USUSALLY ABILITY USUALLY 

A. CHANGES. A. STAYS THE SAME. 

B. STAYS THE SAME. B. CHANGES 

I L QUESTION 2 

ON THE FEW OCCASIONS WHEN I WAS NOT ABLE TO FUNCTION INDEPENDENTLY. IT WAS 
8ECAUSE 

l 
A. THE SITUATION WAS NOT RIGHT 

(IF YOU CIRCLED A, ANSWER THIS) 

> IF SOMETHING ABOUT THE SITUATION 
CAUSED ME NOT TO FUNCTION 
INDEPENDENTLY, THE SITUATION 
USUALLY 

A. CHANGES. 

B. STAYS THE SAME. 

l
B. I AM THE PERSON THAT I AM 

(IF YOU CIRCLED B, ANSWER THIS) 

> WHEN NOT AT MY BEST. AND WHEN I 
I DO NUl FUNCTION INDEPENDENTLY 
MY INDEPENDENT FUNCTIONING 
USUALLY 

A. STAYS THE SAME. 

B. CHANGES. 
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QUESTION 3 

ON THE FEW OCCASIONS WHEN I DON'T COMMUNICATE EFFECTIVELY, IT WAS BECAUSE 

I AM THE PERSON THAT I AM 

l 
A. 

(IF YOU CIRCLED A, ANSWER THIS) 

> WHEN I DON'T COMMUNICATE 
EFFECTIVELY, 

A. MY EFFECTIVENESS CHANGES. 

B. I STAY THE SAME. 

l
B. THE SITUATION WASN'T RIGHT 

(IF YOU CIRCLED B, ANSWER THIS) 

> IF SOMETHING ABOUT THE 
SITUATION CAUSED ME TO NOT 
COMMUNICATE EFFECTIVELY~HE 
SITUATION USUALLY 

A. STAYS THE SAME. 

B. CHANGES. 

1 QUESTION 4 

ON THE FEW OCCASIONS WHEN NOT ABLE TO DO SOME PHYSICAL THINGS FOR MYSELF, 
SUCH AS GETTING MY MEALS; GETTING TO THE TOILET ON TIME, IT WAS BECAUSE 

l 
A. I AM THE PERSON THAT I AM l B. THE SITUATIONS WERE NOT RIGHT 

(IF YOU CIRCLED A, ANSWER THIS) (IF YOU CIRCLED B, ANSWER THIS) 

> My LACK OF ABILITY TO CARE FOR > IF SOMETHING ABOUT THE 
SOME PHYSICAL THINGS FOR SITUATIONS PREVENTED ME FROM 
MYSELF, USUALLY CARING FOR SOME PHYSICAL THINGS 

FOR MYSELF. THE SITUATIONS 
USUALLY 

A. CHANGES. 

B. STAYS THE SAME. 

Copyrf ght, 1988, Goss 
(CAS)F 

A. STAY THE SAME. 

B. CHANGE. 
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DIRECTIONS: READ EACH STATEMENT AND CIRCLE THE ONE RESPONSE THAT 
BEST DESCRIBES YOURSELF AROUND THE TIME YOU FAILcu-TO ACCOMPLISH 
SOMETHING. MAKE YOUR CHOICE BASED UPON NOT ACCOMPLISHING SOMETHING 
SINCE RETIREMENT. IF NO RESPONSE EXACTLY DESCRIBES YOU, CIRCLE THE 
ON~ RESPONSE THAT COMES THE CLOSEST TO DESCRIBING YOU. 
EXAMPLE: I DISLIKED BEING WITH OTHER PEOPLE. 

ALL THE TIME MOST OF THE TIME .SOMETIMES SELDOM NEVER 

1. I DID NOT PERFORM ACCORDING TO THE STANDARDS I HAVE FOR MYSELF, AROUND 
THE TIME OF THE FAILED EVENT, CIRCUMSTANCE OR SITUATION. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

2. AROUND THE TIME OF MY FAILURE
t
· I WOKE UP IN THE MORNING AND WENT TO BED 

AT NIGHT FEELING LIKE I HADN' ACCOMPLISHED ANYTHING. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

3. I WAS UNABLE TO DO ANYTHING I PUT MY MIND TO, AROUND THE TIME OF MY 
FAILED EVENT, CIRCUMSTANCE OR SITUATION. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

4. I HAD TROUBLE FEELING PHYSICALLY EFFECTIVE, AROUND THE TIME OF MY 
FAILURE. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

5. I DID NOT KNOW WHAT TO EXPECT AS A RESULT OF MY ACTIONS, AROUND THE 
TIME OF MY FAILED EVENT, CIRCUMSTANCE OR SITUATION. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

6. DURING THE TIME OF MY FAILURE, I FELT THAT I COULD ACCOMPLISH VERY 
LITTLE. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

7. I DON'T GET THE RESULTS I WANT, EVEN IF I WORK HARD FOR SOMETHING. 
ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 

8. I DIDN'T HOLD UP WELL UNDER STRESS. 

ALL THE TIME MOST OF THE TIME SOMETIMES SELDOM NEVER 
Copyrfght, 19B8. Goss 
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DIRECTIONS: EVERY ONCE IN A WHILE PEOPLE DON'T ACCOMPLISH ALL THEY WANT 
TO. WHEN YOU DIDN'T ACCOMPLISH SOMETHING, HOW MUCH DIFFERENCE DID IT MAKE 
IT YOU? READ EACH OF THE FOLLOWING STATEMENTS AND CIRCLE THE ONE RESPONSE 
THAT BEST DESCRIBES HOW MUCH DIFFERENCE NOT ACCOMPLISHING SOMETHING MAKES 
TO YOU. IF NO RESPONSE EXACTLY DESCRIBES HOW YOU FEEL, CIRCLE THE ONE 
RESPONSE THAT COMES THE CLOSEST TO DESCRIBING YOU. ---

1. WHEN NOT ABLE TO FUNCTION INDEPENDENTLY, HOW MUCH DIFFERENCE DOES THIS 
MAKE WYOU? 

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

2. WHEN NOT COMMUNICATING EFFECTIVELY. HOW MUCH DIFFERENCE DOES THIS MAKE 
TO YOw. . 

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

3. WHEN NOT ABLE TO DO SOME PHYSICAL THINGS FOR YOURSELF~ SUCH AS GETTING 
MEALS~t ETTING TO THE TOILET ON TIME. HOW MUCH DIFFER~NCE DOES THIS 
MAKE 0 YOU? 

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

4. WHEN NOT SOLVING PROBLEMS WELL. HOW MUCH DIFFERENCE DOES THIS MAKE TO 
YOU? -

LOW 1 2 3 4 5 6 7 8 9 10 HIGH 

Copyright. 1988, Goss 
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DIRECTIONS: PLEASE READ EACH STATEMENT AND CHOOSE THE ONE RESPONSE THAT 
BEST DESCRIBES YOURSELF. IF NO RESPONSE EXACTLY DESCRIBES YOU, CHOOSE THE 
ONE RESPONSE THAT COMES CLOSEST TO DESCRIBING YOU. 

1. I FEEL THAT I HAVE A NUMBER OF GOOD QUALITIES. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

2. ALL IN ALL, I AM INCLINED TD FEEL THAT I AM A FAILURE. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

3. I AM ABLE TO DO THINGS AS WELL AS MOST OTHER PEOPLE. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

4. I FEEL I DO NOT HAVE MUCH TO BE PROUD OF. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

5. I TAKE A POSITIVE ATTITUDE TOWARDS MYSELF. 

STRONGLY AGRE': AGREE DISAGREE STRONGLY DISAGREE 

6. ON THE WHOLE, I AM SATISFIED WITH MYSELF. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

7. I WISH I COULD HAVE MORE RESPECT FOR MYSELF. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

8. I CERTAINLY FEEL USELESS AT TIMES. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

9. AT TIMES I THINK I AM NO GOOD AT ALL. 

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE 

Rosenberg's SE (1965) 
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