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ABSTRACT 

The purposes of this secondary study were to 

explore the case detection phenomena of elder abuse by 

determining the congruence between nurses' assessments of 

abuse and elders' self-reports of abuse; to identify factors 

that may account for differences between abusive situations 

and nonabusive situations; then to describe differences 

between abused elders correctly identified and abused elders 

incorrectly identified by nurses. Both quantitative and 

qualitative data were used. The theory of attribution 

directed this research. 

The conceptual framework consisted of four 

concepts: structural factors, relationship factors, elder 

factors, and caregiver factors. A descriptive-comparison 

design was used to address the research questions. The 

sample included 48 elder-caregiver dyads, of whom 24 were 

self-reported abused elders and 24 self-reported nonabused 

elders. 

Descriptive analysis was used, including chi-square 

and t-tests. Results indicated that the nurses' assessments 

of elder abuse and elders' self reports of abuse were 

congruent in only one-fifth (N = 5) of the abused cases 

(N = 24). The findings confirmed allegations that nurses 

have difficulty identifying elder abuse unless outright 
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battering is observed. Five variables were significant 

between abused and nonabused elders, and 10 variables were 

significant between abused elders correctly identified by 

nurses and abused elders incorrectly identified by nurses. 
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CHAPTER 1 

INTRODUCTION 

Chapter 1 presents a profile of the older American 

population, purpose of the study, historical perspective, 

statement of the problem, case identification barriers, and 

the significance of case-detection research. The study's 

importance to nursing, and research questions, are also 

included, as well as a summary. 

Profile of the Older American population 

From 1900 to 1991, the number of Americans 65 and 

over increased over 10 times from 3.1 million (4.1%) to 31.8 

million (12.6%), about one in every eight Americans. By the 

year 2000, persons 65 and over are expected to represent 

13.0% of the population; this percentage may climb to 21.8% 

by 2030 (Fowles, 1992). 

Not only is the number of older American people 

increasing but they are also growing older. In 1991 the 

65-74 age group numbered 18.3 million, eight times more than 

in 1900. The 75-84 age group numbered 10.3 million, thir

teen times more than in 1900. The 85+ age group numbered 

3.2 million, 25 times more than in 1900 (U. S. Bureau of the 

Census, 1992). 
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According to Fowles (1992), in 1991 there were 19.0 

million older women and 12.8 million older men, or a sex 

ratio of 148 women for every 100 men. Older men in 1991 

were nearly twice (77%) as likely to be married as older 

women (41%). Almost half (48%) of the older women in 1991 

were widows, or about five times as many widows (8.5 

million) as widowers (1.8 million). Although divorced older 

persons represented only 5% of older persons in 1991, their 

numbers (1.5 million) had increased three times as fast as 

the older population as a whole since 1980 (2.1 times for 

men, 3.8 times for women). 

About 31% (9.4 million) noninstitutionalized older 

persons in 1991 lived alone (7.4 million women, 2.0 million 

men). They represented 42% of older women and 16% of older 

men. Older persons living alone increased in number by 33% 

between 1980 and 1991, compared with 22% for the balance of 

the older population. The majority (67%) of older noninsti

tutionalized persons, however, lived in family settings in 

1991. Of these, approximately 10.3 million, or 82% were 

older men, and 9.8 million, or 56%, were older women. The 

proportion living in a family setting decreased with age. 

About 13% (7% men, 16% women) were not living with a spouse 

but were living with children, siblings, or other relatives. 

Among this large population of older persons, 

however, there is a serious social problem of elder abuse 

(Baumhover, Beall, & Pieroni, 1990). Although abuse of the 
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elderly goes back to the dawn of time, it was identified as 

a serious problem in this country in the 1970s, long after 

the identification of child and spouse abuse (Tomita, 1987). 

Elder abuse is expected to increase unless interventions for 

prevention are taken soon. 

Purposes of study 

The purposes of this investigation were to explore 

the case detection phenomenon of elder abuse by determining 

the congruence between nurses' assessments of the presence 

of elder abuse and elders' self reports of abuse; to 

identify factors that might account for differences between 

abusive situations and non-abusive situations; and then to 

discover the difference between the abused elders correctly 

identified by nurses and abused elders incorrectly identi

fied by nurses. Peterson (1983) concurs that abuse infers 

conflict. While some conflicts are readily r~solved, some 

escalate into serious struggles, and in extreme situations, 

end in physical violence and emotional abuse. Peterson 

(1983) advocates research which compares people in conflict 

with those not in conflict. He suggested we need to learn 

how people live free of conflict and why some people "fight 

like badgers" (p. 370). 

To discover why some elders and their caregivers 

are compatible while others are not, more case detection 

studies should be done. Case detection in the present study 
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is defined as the process used by nurses to identify willful 

or non-willful acts of transgression against the elderly and 

determine whether elder abuse has actually occurred, and if 

so, by whom. This was accomplished by use of physiological, 

psychological, and environmental factor assessments; written 

and oral reports; structured interviews; and observations. 

Historical Perspective 

Mistreatment of elder members in a family has been 

thought to exist since the beginning of human history 

(straus, Gelles, & Steinmetz, 1980), but only within the 

past decade has elder abuse been recognized as a serious and 

complex problem with many causes. The first accounts of 

elder abuse in the United states were reported in the early 

1960s, when local media carried stories of battering, 

stealing, burning, or starving of elders by their children 

(Sengstock & Liang, 1983). The public believed that such 

events were rare or caused by an unstable or alcoholic 

relative. Congress, however, reacted differently by passing 

The Older Americans Act of 1965 (Public Law 89-73) and of 

1967 (Public Law 90-42), which encouraged all disciplines 

involved with service to elders to focus upon problems of 

the aged. During the latter part of the 1970s, researchers 

interested in the topic of elder abuse reported to the 

public that the problem was not isolated to one situation or 

area but was widespread (Baumhover, Beall, & Pieroni, 1990). 
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During the early and middle 1980s, research on elder abuse 

increased but in the early 1990s gradually waned and tapered 

to very few studies. 

Important as the earlier studies were to the gen

eral understanding that elder abuse was, in reality, a 

problem for societal concern, the studies were flawed in 

many ways (Pedrick-Cornell & Gelles, 1982). From the 

available data, an accurate number of elder abuse cases was 

never established because of inconsistent definitions of 

elder abuse. Estimates, however, showed that between one and 

ten percent of individuals aged 65 and above were abused by 

their children each year (Select Committee on Aging, united 

states Congress, 1980; Koch & Koch, 1980; Straus, Gelles, & 

Steinmetz, 1980). These data represented between 500,000 to 

2.5 million abuse cases annually in the united states. The 

most credible estimate of abused elderly in the country was 

shown to be between 7,000 and 10,000 annually by Pillemer 

and Finkelhor (1988), who based their findings on a random 

sample of 2,020 elderly. 

Although estimates of elder abuse appear to be 

surprising to society, most people tend to have an incorrect 

view that elder abuse is relatively new brought about by 

increases in the proportion of elderly people in the popu

lation (Pillemer & Wolf, 1986). Researchers, however, 

further explained that the real cause of elder abuse has 

always been a social-psychological breakdown between abuser 
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and abused, and the increases in the elderly population only 

make the incidents more visible. 

After more than a decade of research, public aware

ness of elder abuse was recently heightened to the extent 

that the 102nd Congress of the united states, for the first 

time in history, acknowledged the problem of elder abuse. 

Senate Bill 951, Identification, Prevention, and Treatment 

of Elder Abuse, was passed on April 25, 1991. This bill 

carried with it an appropriation of $2.9 million for the 

first year to establish a national program to address all 

aspects of elder abuse. This action enabled the establish

ment of the National Center for Elder Abuse on January 1, 

1992, within the u.s. Department of Health and Human 

Services Administration. Among the Center's goals are the 

following: establish a universal definition for elder 

abuse; centralize reporting of elder abuse cases; conduct 

research on elder abuse; act as a clearinghouse on all 

current elder research; offer consultation to states which 

are in compliance with certain requirement laws; develop 

training programs for professional and para-professional 

workers in gerontology; and subscribe to the best preventive 

and treatment methods available for elder abuse. The impor

tance of case detection research is unequivocal since the 

very title of Senate Bill 915 lists "identification" as a 

major focus in elder abuse. 
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statement of the Problem 

The research problem addressed in this study was 

that nurses do not have the skills and knowledge required to 

recognize and identify elder abuse situations (staats & 

Koin, 1990). The phenomenon of elder mistreatment in itself 

is a significant problem in research. The very nature of 

elder abuse is so private, sensitive, and value-laden that 

an absence of empirical data about how health care providers 

assess and identify elder abuse is understandable. Reliable 

empirical data, however, which test theoretical propositions 

are nevertheless essential for case detection. Earlier 

studies demonstrate that identification of elder abuse by 

nurses is a "gray" matter and not easily discernible. 

Examples include studies by Phillips (1978) and Block and 

sinnott (1979). These studies confirm that nurses have a 

difficult time with identification of elder abuse. In a 

later study by Phillips (1984a), she stated it was obvious 

that nurses referring cases to the study on elder abuse had 

difficulty determining whether the subjects had or had not 

been abused. This was in spite of the researcher's effort 

to clarify the definition of elder abuse. One referring 

nurse had actually observed physical force used by the 

caregiver to "force feed" the elder. She had made a value 

judgment that the caregiver had "good intentions" and that 

the action was in the "best interest" of the elder. The 

nurse's value judgment, however, precluded identification of 
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the situation as abusive. In addition, psychological abuse 

was even more difficult for many of the nurses to identify 

because the elders were deemed to have deserved the action 

in most of the circumstances. 

The problem seems to stem from lack of reliable 

empirical data on elder abuse as a result of (a) a need for 

a unified definition of elder abuse, (b) use of questionable 

methodologies in elder abuse research, (c) the lack of case 

detection studies designed to test theoretical propositions 

and (d) nurses' value decisions on case detection based 

mainly upon a white, upper middle-class culture in large 

metropolitan cities. 

Case Detection Barriers 

According to Pillemer and Wolf (1986), "no single 

paradigm has been developed to explain the nature and cause 

of elder abuse because of barriers and constraints" 

(p. 245). Among these barriers are inconsistency of 

definitions, unknown extent of elder abuse, methodological 

problems in research design, lack of empirical testing of 

theoretical propositions, and constraints placed upon 

researchers and clinicians who work with the elderly in the 

medical, legal, and social fields. The barriers are further 

explained and clarified. 

Ranking first as a case identification barrier, 

according to Pedrick-Cornell and Gelles (1982), Phillips 
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(1983b), Pillemer (1986), Valentine and Cash (1986), and 

Johnson (1989) is the absence of a universally acceptable 

definition of elder abuse. without a clear definition, 

comparisons of findings and documentation of incidence and 

prevalence rates are not possible. Most nurses are not 

certain about who is an abused or a neglected elder and many 

victims are overlooked by health care providers (Lau & 

Kosberg, 1979; Douglass et al., 1980; Faulkner, 1982; 

Sengstock & Barrett, 1981). Phillips (1983b) also noted 

that although elder abuse in the home is known to occur, 

"identifying any abused individual is rarely, if ever, easy 

unless outright battering is witnessed" (p. 169). 

Some researchers such as Rathbone-McCuan (1980) 

limited their definition of elder abuse to physical abuse, 

passive and active neglect, mental, and self-abuse. Block 

and Sinnott (1979) added the two factors of material and 

medical abuse to elder abuse, which included misuse of 

elder's finances and neglect in adhering to medical recom-

mendations. Lau and Kosberg (1979) included violation of 

rights, which covered situations where the elderly were 

forced out of their ~welling into another setting such as a 

nursing home. 

Aber and Zigler (1981) recommended that "at least 

three different sets of definitions be established to pursue 

three types of social aims: le-gcrl- def ini tions to guide 
......... 

legal decisions on what acts justify state intervention into 
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private family life; case management definitions that would 

establish baseline data in order to make clinical decisions 

on case identification; and research definitions to guide 

scientific research which would provide the basis for 

studying causal relationships" (p. 12). 

The definition used by the Select committee On 

Aging of the united states House of Representatives (1979) 

is an example of a case management definition: "The 

infliction of physical pain, injury, or debilitating mental 

anguish, unreasonable confinement, or willful deprivation by 

a caretaker of services which are necessary to maintain 

mental and physical health of an elderly person." According 

to Staats and Koin (1990), included in the scope of this 

definition are overt physical assaults; unnecessary physical 

restraints or unreasonable confinement to the home without 

access to visitors; withholding of food, medications, teeth, 

hearing aids, or ambulatory devices to assist in walking; 

financial exploitation, such as withholding pension or 

social security checks, sexual abuse, and fear inflicted 

upon the elder by threats of abandonment, beatings, or other 

punishment. 

According to Hudson (1991), one of the more helpful 

efforts toward developing an acceptable definition for elder 

abuse was a 1990 three-round Delphi survey composed of 63 

experts of elder abuse. Among the 11 disciplines repre

sented were nurses, researchers, clinicians, educators, and 
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policy makers in the field of gerontology. All panelists 

agreed that a definition of elder abuse and neglect should 

include "threats of harm" and a component that "harmful 

effects to the older adult must occur." But they agreed 

that "harmful effects" were much more difficult to document 

because they depend upon one's assessment and observational 

skills of a total situation. As a consequence of defini

tional inconsistencies, nurses must rely upon their own 

perceptions, expectations, values, research documentation, 

and legislative guidelines to support their identification 

of elder abuse (Phillips, 1983a). 

The second problem in case identification is that 

the extent of elder abuse is unknown despite the data in 

available reports. Because of small study samples, the 

uncertainty of nurses in recognizing elder abuse, and the 

reluctance of the elder population to report abuse, an 

accurate number of cases remain unknown. Hirst and Miller 

(1986) explain the reasons that elders seldom report abuse 

are their limited physical and mental abilities to report 

such incidents, lack of opportunity to voice their com

plaints, a desire to protect their children from trouble, 

embarrassment that they are subject to such treatment, fear 

of reprisal, fear of abandonment to an institution, and 

feelings that they deserve the maltreatment. Elders also 

questioned whether they would be believed. 
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Also, Phillips (1986) found that the failure to 

report abuse cases suggested that neglect and abuse of the 

elderly was not as likely to stir sympathy, anger, and 

action as the maltreatment of young children. society as a 

whole has condoned neglect of elders because this type of 

abuse has not been recognized as a serious infringement upon 

human rights. This attitude has helped to perpetuate it. 

The third barrier is the use of questionable 

research designs. Many studies have been based on small, 

nonrepresentative samples. For example, Lau and Kosberg's 

(1979) estimate of one in ten elderly persons (residing with 

caregivers) abused each year was based on a sample of 39 

elderly individuals who reported to one chronic illness 

center. Also, Block and Sinnott's (1979) estimate of one 

million national incidents of elder abuse cases was based 

upon a study of community dwelling elders living in one 

large city. Response rate to the interviews in that study 

was only 16.48 percent, which is too low to be considered a 

national representative sample (Pedrick-Cornell & Gelles, 

1982) . 

Researchers such as Pedrick-Cornell and Gelles 

(1982) and Giordano and Giordano (1983) have not been able 

to say whether the factors they found in their studies of 

elder abuse cases were distinctive to that group when 

compared to other elderly where no abuse was present or 

compared to the general elderly population. Only a few 
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studies such as those by Phillips (1983a), Fulmer and Ashley 

(1986), and pillemer (1986) used comparison groups in their 

research designs. This omission presents a problem when 

nurses review the literature for valid information on case

identification. 

The fourth barrier to case identification is the 

lack of empirical studies designed to test theoretical 

propositions (Pedrick-Cornell & Gelles, 1982). But accord

ing to Raisbeck (1976), one could assume that abuse would be 

easy to measure since one can see the results. He stated 

that it often takes a great deal of skill and knowledge to 

determine which injuries of the elderly are accidental and 

which are not. This is supported by staats and Koin (1990). 

They state it is difficult to differentiate accidental from 

willful injuries because some frail elderly are prone to 

unsteady gait, poor vision, and frequent falls which cause 

trauma. without more empirical studies which test theore

tical propositions, theory development will be delayed, the 

scope of the problem will remain unknown, and ways to 

prevent elder abuse will continue to be elusive. 

The fifth barrier to case detection concerns legal, 

medical, and social barriers. According to Baumhover, 

Beall, and Pieroni (1990), some litigation processes are so 

harsh and difficult for those involved in serious conflict 

situations that legal intervention is not considered because 

it can only result in a worse conflict situation. Medical 
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barriers include the underreporting of elder abuse cases by 

primary or emergency room physicians because of difficulty 

in determining actual abuse within the limited time the 

physicians have to evaluate the total situation. According 

to staats and Roin (1990), accurate data from medical 

records are difficult to retrieve because elder abuse is not 

included in the International Classification of Diseases 

(ICD-9). Following the 1992 establishment of the National 

Center for Elder Abuse, the American Medical Association 

(1992) took a step toward assisting physicians to recognize 

and identify elder abuse by the release of a pamphlet titled 

Diagnostic and Treatment Guidelines on Elder Abuse and 

Neglect. The purpose of the guidelines was to sensitize 

clinicians to the fact that elder abuse and neglect occur 

commonly and that the problem is likely to be encountered in 

their medical practice. The guidelines were also used to 

present what is known about the epidemiology, clinical 

manifestations, and history of elder mistreatment; describe 

barriers to the proper identification and management of 

elder mistreatment; outline an approach physicians can use 

to facilitate recognition of elder abuse and neglect in a 

variety of clinical settings; identify strategies for the 

management and prevention of elder mistreatment; and discuss 

relevant ethical and medico-legal issues surrounding the 

detection and reporting of elder abuse and neglect. 
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According to Valentine and Cash (1986), general 

concern for the protection of individual and family rights 

leads to an emphasis on legalistic rather than a therapeutic 

perspective of elder mistreatment. Yurick et al. (1989) 

found lack of social support for either the abuser or abused 

is also a serious barrier and resources to help elder abuse 

victims are almost nonexistent. social resources are 

unavailable to many abused elderly because their families' 

tend to remain isolated from their neighbors (Gelles, 1972). 

These limitations, however legitimate, compound the problem 

because prevention or intervention strategies for elder 

abuse remain largely inadequate. 

significance of Case Detection Research 

Case detection research is significant because 

through such a method five types of elder abuse can be 

explained: physical, psychological, sociological, human 

rights, and willful or nonwillful neglect. Elder neglect is 

one of the most difficult categories of abuse to identify 

although it occurs five times more frequently than physical 

abuse (Pillemer, 1986; Delunas, 1990). Case-detection is 

significant because it leads to valid data by which not only 

theories of elder abuse, but a universally acceptable defi

nition for elder abuse, can be established . 
. ~ 
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Importance of study to Nursing 

The importance of this study to nursing is twofold. 

First, the study clearly falls within the domain of nursing 

because nursing practice focuses on prevention, treatment, 

and rehabilitation. The phenomena of elder abuse involves 

the interaction of person, environment, health, and prac

tice, all concepts basic to nursing (Fawcett, 1975). In 

addition, the World Health organization (1980) charged 

community health nursing specifically with the responsi

bility for providing comprehensive health care to older 

adults and their families. Comprehensive health care 

includes case detection of elder abuse, central to clinical 

and research literature on elder abuse. This study will 

strengthen case-detection strategies and develop a stronger 

knowledge base about elder abuse detection, allowing health 

care providers to more easily recognize and identify elder 

abuse on a systematic basis leading to prevention, treat

ment, and rehabilitation. 

Secondly, because all human behaviors contain 

purposeful messages (Watzlawick et al., 1967), this inves

tigation will emphasize the significance of both verbally 

and nonverbally expressed behavior involved in elder abuse 

cases. Although human beings can conceal their real feel

ings, hidden verbal messages usually finds outlets through 

nonverbal channels, which may result in elder abuse. The 
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information in this study will assist in better reporting of 

incidents through improved case detection methods. 

Research Questions 

Three research questions were answered by this 

study: (1) What is the degree of congruence between nurses' 

assessment of the presence of elder mistreatment and elders' 

self reports of abuse? (2) What are the differences between 

elders who state they were abused and elders who state they 

were not abused? (3) What are the difference between abused 

elders correctly identified by nurses and abused elders 

incorrectly identified by nurses? 

Summary 

This introductory chapter included a profile of the 

older American population, the purposes of this study, and 

provided an overview of the historical perspective of elder 

abuse research in this country. The research problem was 

explained and five case detection barriers were discussed. 

Also addressed were the significance of this study to 

research and to nursing. Three research questions were 

identified which were answered by this investigation. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK AND THEORETICAL DATA 

This chapter presents an overview of the primary 

study from which the data for this secondary analysis were 

obtained, the conceptual framework, and definitions of 

concepts in the theoretical framework. This chapter also 

includes an explanation and justification for the use of 

attribution theory, importance of study to case detection, 

operational procedures, literature review, and summary. 

overview of Primary study 

Permission was granted by Linda Phillips (1985-

1993) to conduct a secondary analysis of data collected in 

her study, Causal and cultural Factors Affecting the Quality 

of Family Caregiving (ROI NR01323), funded by the National 

Center for Nursing Research, National Institutes of Health. 

The purpose of the study was to compare the Interactional 

and the situational Models, both designed to explain care

giver's subjective perceptions of the caregiving burden and 

the quality of elder care provided to dependent, community

dwelling elders. The settings were two large cities in the 

southwestern region of the United states. 

The research design in the primary study was an ex

post facto, correlational, descriptive design which employed 
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a staged causal model as the theoretical base. criteria for 

caregiver selection were that they were at least 21 years of 

age; were related to the elder through consanguinal or 

acquired kinship ties; provided at least one intermittent 

service to the elderly person; lived within a 50-mile radius 

of the elderly individual; gave permission for elder to be 

contacted by the data collector for testing and collection 

of demographic information; were caucasian and English-

speaking; and had signed a waiver or release form which 

included a statement that participation was entirely 

voluntary. The participants were assured orally and in 

writing that all responses would be strictly confidential 

and that individual views would remain anonymous. The only 

criteria for participation of elders was that they were at 

least 55 years of age and not residing in an institutional 

setting. 

A total of 249 elder subjects and their related 

caregivers participated in the primary study. Of the 249 

caregivers who participated, 41 were male and 208 were 

female. They ranged in age from 23 to 93. Of the 249 

participating elders, 167 were female and 82 were male. 

They ranged in age from 55 to 104. Participation required 

completion of 17 measurement instruments and at least two 

direct interview/observation sessions with caregivers alone, 

at least two direct interviews/observation sessions with 

elders alone, and one direct interview/observation session 
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with elders and caregivers together. Data were collected in 

the homes. No attempt was made to interview elders who were 

cognitively impaired. 

Twelve registered, professional nurses from the 

fields of horne health care, psychiatric-mental health, and 

gerontology collected the data. In addition to being 

qualified by education and experience, the data collectors 

were trained on procedures for data gathering prior to the 

beginning of the study. Data collectors included an honors 

student in nursing enrolled in the baccalaureate program at 

a state university; eight students enrolled in a master of 

science nursing program at a state university; and two 

students enrolled in the doctor of philosophy program at a 

university. The volume of information collected in the 

primary study provided a rich source of data for this secon

dary analysis on nurses' recognition and identification of 

elder abuse. 

conceptual Framework 

The conceptual framework was conceptualized within 

a revised framework of a decision-making model generated by 

Phillips and Rempusheski (1985) for diagnosing and inter

vening in elder abuse situations. It is a three-stage model 

(Figure 1) which describes the various components of the 

framework and their relationships. 



STAGE 1 

CATEGORIES 

Structural 
Factors 

Relationship 
Factors 

Elder 
Factors 

Caregiver 
Factors 

STAGE 2 

ASSESSMENTS 

Nurses' 
Assessment 

of Abuse 

Elders' 
Self-Reports 

of Abuse 

STAGE 3 

CLINICAL DECISIONS 
OF QUALITY OF CARE 

I 

TYPE OF CARE 

Best Possible 

Between 

Average 

Worst Possible 

Figure 1. Conceptual Framework: A three staged elder abuse identification model. 
W 
0"1 
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The definition of elder abuse for this study was 

adapted from Hickey and Douglass (1988): The intentional or 

unintentional mistreatment and/or neglect of a person 65 

years of age or older which results in harm to the elder. 

Mistreatment included verbal, emotional, and physical abuse 

where the elder was insulted, frightened, humiliated, 

intimidated, threatened, treated as a child, hit, shoved, 

slapped, sexually molested, burned, and/or physically 

restrained. Neglect included financial mismanagement and 

exploitation, withholding of items necessary for daily 

living such as food, medicine, and companionship, being left 

alone, isolated, forgotten, and/or denial of physical care 

necessary for feeding, and for bathroom assistance. 

Clinical decision about a quality of the relationship was 

based upon a blend of clinical findings and personal values 

of the nurse. Clinical findings were derived from (a) 

written reports of elder and caregiver and (b) nurses' 

observation of elder care in the areas of physical, medical, 

financial, psychological, and human rights, and from percep

tions of behaviors, attitudes, and relationships among 

family members. The investigator believed personal values 

can color the final decision by the nurse as to whether 

abuse occurred, and can result in the nurse discovering a 

plausible reason for abuse or neglect. 

Next, factors used in the present study are defined 

and the type scale used to measure them is presented. 
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Definitions 

Definitions are provided for constructs within the 

three stages of the conceptual framework and are presented 

in order of constructs in the framework. 

structural Factors 

structural Factors were defined as the elements 

that form the background of the situation, including (1) 

site of Interview, (2) Source of Referral, (3) Environment 

Rated by Nurse, (4) Number People Living in Household of 

Elder, and (5) Number Bedrooms in Residence of Elder. 

site of interview was the interview was conducted 

in Tucson or in Phoenix. Source of Referral was whether 

elders were referred through media advertisements or through 

agency referral. Environment Rated by Nurse was the nurses' 

perception of the adequacy of elder's room in terms of 

personal items present, space available, adequate ventila

tion, cleanliness and condition of residence rated on a 

five-point summated scale from best possible care to worst 

possible care. 

Relationship Factors 

Relationship Factors was defined as the kinship 

relationship and interactional context of relationships 

including: (1) Kinship Relationship Between Caregiver and 

Elder (2) Length of Time Caregiver Had Provided Care to 
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Elder, and (3) Quality Of Relationship Between' caregiver and 

Elder Rated by Caregiver. 

Kinship Relationship Between Caregiver and Elder 

was defined by whether the caregiver was spouse, son, 

daughter, or sibling to elder. Length of Time caregiver Had 

Provided Care to Elder was defined as how many months the 

caregiver and elder had been together. Quality of Relation

ship Between Caregiver and elder was defined as how well the 

caregiver and the elder got along, as rated by the care

giver. 

Elder Factors 

Elder Factors was defined as the characteristics of 

the elder, including (1) Personal Characteristics, (2) Elder 

Health, and (3) Elder's Personal Attributes. 

Personal Characteristics included (a) Elder Gender, 

(b) Elder Age, (c) Educational Level Attained, (d) Place of 

Elder Residence, (e) Level of Income Comfort, (f) Self 

Assessed Quality of Care Received from Family, (g) Quality 

of Care compared to Others of Same Age, (h) Quality of 

Living situation as Rated by Elder, and (i) Quality of 

Living situation Compared to Others in Same situation. 

Each caregiver provided the elder's Gender and Age 

in years. Educational Level Attained was defined as the 

highest formal schooling the elder had completed. Place of 

Residence was defined as to whether the elder lived alone or 
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with caregiver including others. Level of Income Comfort 

was defined as the adequacy of the elder's income to meet 

financial needs, as perceived by the caregiver. The vari

able was measured on a five-point scale ranging from not at 

all to extremely comfortable. 

Self Assessed Quality of Care Received from Family 

was defined as the elder's perception of the adequacy of 

caregiver to provide necessary care. The variable was rated 

on a five-point scale ranging from excellent to abusive. 

Quality of Care Compared to Others in Same situation was 

defined as whether the elder evaluated the care received as 

much better or much worse than care received by others in 

the same situation rated on a five-point scale. Quality of 

Living situation as Rated by Elder was defined as whether 

the elder believed the living situation was excellent to 

abusive, rated on a five-point scale. Quality of Living 

situation Compared to Others of the Same Age was defined as 

whether the elder believed the living situation was much 

better or much worse compared to others of the same age as 

rated on a five-point scale. 

Elder Factors relating to Elder Health included 

(a) Self Assessed Health, (b) Self Assessed Health in 

comparison to others of the Same Age, (c) Caregiver's 

Assessment of Elder's Health, (d) Health in Comparison to 

Others of the Same Age Rated by Caregiver, (e) Level of 

Confusion Rated by Caregiver, (f) Frequency of Confusion 
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Rated by caregiver, (g) Level of competency Rated by Care

giver, (h) Level of Frailness, (i) Elder's Health Problems 

Rated by Caregiver, (j) Functional Abilities Rated by Care

giver, and (k) Complaints Voiced About Elder by Caregiver. 

Self Assessed Health was defined as the elder's 

perception of his/her well being, measured on a five-point 

scale ranging from not at all to extremely healthy. Self 

Assessed Health in comparison to others of the Same Age was 

defined whether the elder perceived his/her health to be 

better or worse than other's health of the same age. This 

variable was measured on a five-point scale ranging from 

much worse to much better. 

caregiver Assessment of Elder's Health was defined 

as the caregiver's perception of the elder's well-being 

measured on a five-point scale from not at all to extremely 

well. Health in Comparison to others of the Same Age was 

defined as the caregiver's perception of whether the elder's 

health was better or worse than other's health of the same 

age measured on a five-point scale. 

Level of Confusion Rated by caregiver was defined 

as whether caregiver perceived the elder's attention to be 

diverted or distracted rated on a five-point scale ranging 

from not at all to extremely confused. Frequency of 

Confusion Rated by Caregiver was defined as how often the 

caregiver perceived the elder to be distracted or diverted. 



The variable was rated on a five-point scale ranging from 

constantly to never. 
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Level of Competency Rated by caregiver was defined 

as the caregiver's perception of the capability of the elder 

rated on a five-point scale from not at all to extremely 

capable. Level of Frailness was defined as how robust the 

caregiver perceived the elder to be and was rated on a five

point scale ranging from not at all to extremely frail. 

Elder's Health Problems Rated by caregiver was 

defined as the kind of medical conditions the elder was 

experiencing, including cardiovascular (including hyper

tension), pulmonary, peripheral vascular, central nervous 

system (including stroke), urinary tract, gastrointestinal, 

psychosocial (other than dementia), dementia, endocrine 

(including diabetes), musculoskeletal, gynecological, visual 

impairment, hearing impairment, and other. Each item was 

rated on a five-point scale denoting the severity of the 

condition ranging from not at all to extremely serious and 

then summed for a final score. Functional Abilities Rated 

by Caregiver was how well the elder performed activities of 

daily living, including toileting, feeding, dressing, groom

ing, physical ambulation, bathing, telephone use, shopping, 

food preparation, housekeeping, laundry, transportation, 

medications, and financial management. Higher scores indi

cated better function. Each item was judged on a five-point 
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scale ranging from no assistance needed to full assistance 

required and then summed for a final score. 

Complaints Voiced About Elder by caregiver was 

defined as the things the elder did that were worrisome or 

aggravating to the caregiver because they were done too 

little or too much. These items included smoking, drinking 

alcohol, taking prescription drugs, taking non-prescription 

drugs (including laxatives), amount of food intake, eating 

wrong food, exercising, sitting or lying around house, 

sleeping, working, worrying, complaining, interfering, 

criticizing, and praying or engaging in religious activi

ties. Each item was rated on a three-point scale indicating 

too little, average, and too much, then summed for a final 

score. 

Elder Factors relating to Personal Attributes 

included: (a) Nurse Assessment of Disabilities, (b) Nurse 

Assessment of Physical Attributes, (c) Nurse Assessment of 

Mental Attributes, (d) Nurse Assessment of Interpersonal 

Attributes, and (e) Nurse Assessment of Total Attributes. 

Nurse Assessment of Disabilities was defined as the 

nurse's perception of the elder's incapacities including 

hearing, vision, breathing, speech, mobility and health. 

The impairments were measured on a four-point scale ranging 

from not at all to extremely, then summed for a final score. 

Nurse Assessment of Physical Attributes was defined 

as the nurse's perception of the elder's appearance, 
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including clean, frail, neat, weary, and energy. The items 

were measured on a four-point scale ranging from not at all 

to extremely, then summed for a final score. 

Nurse Assessment of Mental Attributes was defined 

as the nurse's perception of elder's cognitive impairments, 

including organized, bright, confused, appropriate, de

pressed, retentive, anxious, and optimistic. These items 

were measured on a four-point scale from not at all to 

extremely, then summed for a final score. 

Nurses Assessment of Interpersonal Attributes was 

defined as the nurse's perception of the elder's personal

ity, including sensitive, warm, hostile, generous, abusive, 

and crude. Variables were rated on a four-point scale 

ranging from not at all to extremely, then summed for a 

final score. 

Nurse's Overall Assessment of Total Attributes was 

the nurses' general perception of all areas of elder's 

Attributes including disabilities, physical, mental and 

interpersonal attributes as reflected by a summated score. 

Caregiver Factors 

Caregiver Factors were defined as the characteris

tics of the caregiver, including: (1) Personal Character

istics, (2) Caregiver's Health, (3) Caregiving Impact, and 

(4) caregiver's Personal Attributes. 
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Personal Characteristics included (1) caregiver's 

Gender, (b) Caregiver's Age, (c) Caregiver's Educational 

Level, and (d) Level of Income Comfort. caregiver's 

Educational Level was defined as the caregiver's report of 

the highest level of his/her formal educational experience. 

Level of Income Comfort was defined as the caregiver's 

perception of the adequacy of his/her finances to meet 

necessary expenses, rated on a five-point scale from not at 

all to extremely adequate. 

Caregiver's Health included (1) Self Assessed 

Health, (b) Health in Comparison to others of Same Age, (c) 

Self Assessed Health Since Becoming caregiver to Elder, and 

(d) Self Assessed Health Problems. Self Assessed Health was 

defined as the caregiver's perception of his/her own well

being rated on a five-point scale ranging from extremely to 

not at all well. Self Assessed Health in Comparison to 

others of Same Age was defined as the caregiver's perception 

of his/her own level of well being compared to the well 

being of others the same age rated on a five-point scale 

from much better to much worse. Self-Assessed Health Since 

Becoming Caregiver to Elder was defined as the caregiver's 

perception of his/her well-being since taking responsibility 

for the elder. This was rated on a five-point scale from 

much better to much worse. 

Self Assessed Health Problems was defined as the 

medical conditions the caregiver stated he/she had and level 



46 

of severity, including cardiovascular conditions (high blood 

pressure, pulmonary, peripheral vascular (circulation), 

central nervous system (stroke), urinary tract, gastrointes

tinal, psychological, endocrine (diabetes), musculoskeletal 

(arthritis, back problems), gynecological, visual, hearing, 

and others. Level of severity was measured on a five-point 

scale ranging from not at all to extremely severe, and then 

summated for a final score. 

caregiver Impact included (a) Extent of Responsi

bilities for Elder Care, (b) Effect Responsibility of 

Caregiving Had Made on Life, (c) Time when Caregiver wished 

Responsibilities for Elder to End, and (d) Formal/Informal 

Support Available to Caregiver. Extent of caregiver's 

Responsibility for Elder Care was defined as the duties the 

caregiver performed for the elder, including toileting, 

feeding, dressing, grooming, ambulation and exercise, 

bathing, safety supervision, shopping, food preparation, 

housekeeping, laundry, transportation, medications, finance 

management, special care needs, skilled nursing needs, 

socialization, and estate management. Each item was 

measured on a five-point scale ranging from no assistance 

given to full care provided, then summed for a final score. 

Effect Responsibility of caregiving Had Made on 

Life was defined as the negative results experienced by the 

caregiver caused by burden of responsibilities, including 

quantity and quality of food intake, exercise, weight, 
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amount and quality of sleep, prescription drug use, use of 

over-the-counter drugs, smoking, alcohol intake, worry, 

stress, energy, time for self, and time for other family 

members. Items were measured on a five-point scale ranging 

from major decreases to major increases, then summed for a 

final score. 

Time When Caregiver Wished Responsibility for Elder 

to End was defined as how soon the caregiver wanted the job 

of caring for elder to be over. This variable was rated on 

a five-point scale from immediately to never. Formal/ 

Informal Support Available was defined as the closeness the 

caregiver felt for individuals in their social network and 

their relationship, and an estimate of their willingness to 

respond to a request for assistance. Up to 24 people could 

be identified. The extent of their availability to help was 

rated on a five-point scale ranging from not at all to a 

great deal, then summed for a final score. 

caregivers Personal Attributes included: (a) Nurse 

Assessment of Disabilities, (b) Nurse Assessment of Physical 

Attributes, (c) Nurse Assessment of Mental Attributes, (d) 

Nurse Assessment of Interpersonal Attributes, and (e) Nurse 

Assessment of Overall Attributes of Caregiver. 

Caregiver's Personal Attributes included (a) Dis

abilities, (b) Physical Attributes, (c) Mental Attributes, 

and (d) Interpersonal Attributes. Nurse Assessment of Care

giver's Disabilities was defined as the nurse's perception 
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of incapacities of the caregiver, including hearing, visual, 

breathing, speech, mobility, and health. Each item was 

rated on a four-point scale from not at all to extremely, 

then summed for a final score. 

Nurse Assessment of Physical Attributes was defined 

as the nurse's perception of the caregiver's appearance, 

including clean, frail, neat, weariness, and energy level. 

Each item was rated on a four-point scale ranging from not 

at all to extremely, then summed for a final score. 

Nurse Assessment of Mental Attributes was defined 

as the nurse's perception of the caregiver's cognitive 

attributes, including disorganized, bright, confused, 

appropriate, depressed, retentive, anxious, and optimistic. 

The items were rated on a four-point scale from not at all 

to extremely, then summed for a final score. 

Nurse Assessment of Interpersonal Attributes was 

defined as the nurse's perception of caregiver's person

ality, including sensitive, defensive, warm, hostile, 

generous, abusive, and crude. Each item was rated on a 

four-point scale ranging from not at all to extremely, then 

summed for a final score. 

Nurse Assessment of Overall Attributes of Caregiver 

was defined as the nurse's perception of the total number of 

negative attributes of the caregiver in the areas of 

disabilities, physical attributes, mental attributes, and 

interpersonal attributes as reflected by a summed score. 
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Elder Self Report of Abuse 

Elder Self Report of Abuse was the elder's percep

tion that he or she had been mistreated by the caregiver. 

Clinical Decisions of Quality of Care 

Quality of Care was the basis for the nurse's case

detection decision and was defined as the nurse's perception 

of the quality of services provided to the elder by the 

caregiver, indicating whether or not the care was abusive. 

The variables included areas of physical, medical mainte-

nance, psychosocial, human rights, and financial management. 

Each item was rated on a five-point scale with one reflect-

ing best possible care and five as worst possible care 

(which mayor may not have included abuse). The cutoff 

point was 2.5. Scores with a 2.5 value or lower were deemed 
, 

to indicate a nursing judgment of abuse. Scores above 2.5 

value were deemed to indicate a n~rsing judgment of no 

abuse.) 

If the elder's self identification and the nurse's 

judgments were congruent, a correct identification was made. 

If the elder's self identification and the nurse's judgment 

were incongruent, an incorrect identification was made. 

Attribution Theory 

The Theory of Attribution is the underpinning for 

this study. The theory, according to Hewstone (1983), is 

concerned with how and why ordinary people explain events; 
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its subject matter is everyday common-sense explanations. 

According to Furnham (1988), attribution theory involves the 

study of perceptions or inferences of causation, usually 

held by people of their own or other peoples' behavior. 

Furnham (1988) explained further that some attribution 

theorists argue that behavior which seems puzzling to an 

observer may be perfectly understandable only when we know 

what the situation means to the individual. Furnham (1988) 

further noted that attribution theory has been considered 

the best example in contemporary social psychology of a 

Hobbesian approach. This approach views people as rational, 

though not infallible, information processors. According to 

Weiner (1985), following the influences of Lewin (1948), 

Heider (1958), and Rotter (1966), attribution theory emerged 

as the dominant paradigm within social and clinical psychol

ogy in the 1970s. Weiner asserts that attribution theory 

provides a rich framework, incorporating many causal con

cepts. 

Gelles and strauss (1979), Hotaling (1980), Patter

son (1982), and Peterson (1983) used attribution theory to 

understand personal conflict. Fincham, Bradbury, and Grych 

(1990) state that conflict in close relationships can be 

dramatic. It requires that the two participants in a social 

interaction hold incompatible goals. According to Hampson, 

(1982), there are three categories for classifying data in 

attribution theory: "explicit," the social scientists' 
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psychological perspective; "implicit," the layperson's view 

for behavior of others; and "self-perspective," a person's 

view of the cause of his or her own behavior. 

Attribution Theory is applicable to this investi

gation because the theory infers causation. This study 

entails the "implicit" perceptions held by elders of 

caregivers' behavior regarding abuse and the "explicit" 

psychological perspective held by nurses of caregivers' 

behavior regarding abuse of elders. Attribution theory 

allows the incorporation of many causal concepts such as the 

four used in this study. Additionally, the long, successful 

use of attribution theory in clinical psychology, as a means 

of understanding personal conflicts, and the high esteem af

forded the theory by renowned scientists, make the approach 

even more credible and desirable for this study. 

Importance of study to Case Detection 

As stated earlier, the very nature of elder abuse 

is private, sensitive, and value laden, which makes case 

detection a very difficult research topic. Case detections 

(clinical decisions) are based upon judgments of nurses and 

are important elements in every field of nursing practice. 

Humans make clinical decisions; therefore, clinical deci

sions are fallible. There is ample research which shows 

that human judgments are consistently less accurate than 
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1970; Dawes, 1971). 
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According to Nisbett and Ross (1980), most people 

make wrong or biased decisions because they are easily 

influenced by people who are authority figures or have an 

impressive status. People often underweigh information 

obtained from less articulate, lower-status informants (Wax, 

1971). According to Fox (1970), clinical decisions in nurs

ing are based upon observation, questioning, and measure

ment. But observation is the most difficult resource 

because some situations change frequently making a decision 

impossible. That is, no one can observe a situation and see 

everything because we observe selectively. There are 

nuances to every situation which only those with certain 

backgrounds and experiences will recognize. In a community 

situation, most nurses work alone in the field and must make 

clinical decisions about clients who have various types of 

backgrounds and cultures different from their own. Accord

ing to Phillips and Rempusheski (1985a), health care 

providers tend to assess the caregiving situations of the 

elder and not the quality of elder-caregiver relationships 

when making a decision about elder abuse. 

Most of the literature on case detection was writ

ten for nursing classroom instruction drawn from theoretical 

assumptions and anecdotal records. There is, therefore, a 

lack of empirical data on how nurses operationally define 
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and conceptualize abuse and neglect of the aged, or how they 

assess and identify neglectful and abusive relationships 

(Phillips & Rempusheski, 1985b). For an observer, it is 

difficult to determine who to believe, the health care 

provider who is fallible in clinical decision making, or the 

elder or caregiver, who are more or less assumed to know the 

facts and report the abuse. 

Case detection involves two separate types of 

decisions: diagnostic and value decisions (Phillips & 

Rempusheski, 1985). Diagnostic decision means the outcome 

derived from categorizing observational data and then pro

viding a summary to describe the quality of the situation. 

Outcomes for diagnostic decisions include an (a) excellent 

situation, (b) good situation, (c) fair situation, and 

(d) bad situation. The term "bad situation" can be used as 

a "cop-out stance" through which nurses can avoid making a 

definitive and irrevocable judgment about abuse. 

Phillips and Rempusheski's (1985) model demon

strates some subcategories which receive particular consid

eration in deriving diagnostic decisions. They are similar 

to subcategories in the present study and include: (1) the 

caregiver's health (the poorer the caregiver's health, the 

more likely the situation is to be diagnosed as a bad 

situation but not abuse or neglect), (2) the caregiver's 

relationship with the health care provider (the better the 

relationship with the health care provider, the less likely 
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a diagnosis of abuse or neglect); (3) the relationship 

between caregiver and elder (the worse the relationship 

between caregiver and elder, the more understandable the 

reason for the abuse; and (4) elder's health and dependency 

(the more helpless the elder, the less understandable the 

reason for the abuse. 

Value decision, on the other hand, and judgments 

about whether there is a "plausible" explanation for nega

tive observations outside of abuse and neglect. Outcomes 

for value decisions include: (a) good reasons, (b) under

standable reasons, (c) questionable reasons, (d) bad 

reasons, and (e) no reason. Good reasons indicate that the 

nurse feels confident in the decision, based upon a clear 

and unequivocal rationale; understandable reasons indicates 

the nurse finds the reasons for the caregiver's behavior 

plausible; questionable reasons indicates the reason for the 

caregiver's behavior was based upon poor, unsound, and 

illogical rationale; and bad reason indicates that in the 

nurse's view, there was no plausible explanation for the 

caregiver's behavior. According to Phillips' and Rempu

sheski (1985a), diagnostic decisions and the observations on 

which they are based never stand alone. They are always 

mediated by the value decision. Under these circumstances, 

abuse is only recognized by nurses when it is perceived to 

be a "bad" situation that exists for no reason. 
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Literature Review 

Relatively few studies consider differences between 

abused and non-abused elders. According to Phillips (1989), 

a criticism of studies of elder abuse is the failure to 

sample a comparison group. The argument has been made, and 

rightly so, that without a comparison study, it is impos

sible to determine those factors that are actually associ

ated with the dependent variable. In this study, the review 

was presented in order of the four concepts in the concep

tual framework, including structural Factors, Relationship 

Factors, Elder Factors, and Caregiver Factors. 

structural Factors 

structural Factors relating to environmental condi

tions are known to be associated with actual elder abuse and 

nurses decisions about the presence of abuse. According to 

Kinderknecht (1986), the environment must be evaluated in 

terms of its adequacy to meet the elder's specific needs. 

The researcher explained that the location and condition of 

the elder's room can often give indications about the 

elder's level of care, both physical and emotional. For 

example, a cramped room which is dark and cluttered suggests 

difficulty with ambulation and transfer and possibly sensory 

deprivation. Absence of seating may suggest the caregiver 

does not spend time in the elder's room. More obvious 

environmental factors include the presence of hazards such 
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as broken windows, rodent and insect infestation, open space 

heaters, and faulty electricity, and the presence of inade

quate heating and cooling systems. 

Calhoun (1966) studied the effects of crowded liv

ing condition in his classic experimental study on Norwegian 

rats. Calhoun found animals living in cramped space display 

conflict and aggression. The study relates to structural 

factors in the present study by suggesting that the more 

overcrowded the living situation, the more likely patho

logical behavior will occur such as conflict, aggression, 

and abuse. Therefore, all things being equal, one would 

expect to see more actual abuse in crowded and inadequate 

living situations. 

Crowding has also been shown to have negative 

effects on human behavior by Schwab et al. (1979) in their 

epidemiological study on crowding and mental health. 

Results of their study indicate that the depression mean 

score of subjects living in crowded conditions was signi

ficantly higher (21.9%) than the depression mean score of 

subjects living in uncrowded conditions (16.3%). Other 

findings in the Schwab (1979) study confirmed actual abuse 

as follows: the more crowded the living situation, the more 

likely elder abuse; and the more caregiver depression, the 

more likely elder abuse. 

Nevertheless, one would expect to see fewer case 

determination decisions of abuse in the present study in 
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situations where the living conditions are crowded and where 

the caregiver is depressed. The reason for this is nurses 

may rationalize abuse as either understandable or for good 

reason. In this study on differences in abused versus 

nonabused elders related to structural factors, one would 

expect to see an interaction between diagnostic decisions 

and value decisions. Therefore, the nurse would be less 

likely to recognize elder abuse in situations (a) where 

crowded conditions exist and (b) where living situations are 

inadequate. In fact, abuse is more likely to be present 

under these conditions. 

Relationship Factors 

Relationship Factors was the focus of a descriptive 

study by Phillips (1983a) in which 74 elderly subjects were 

identified as having a "good relationship" or "abusive 

relationship" with their related caregivers. The purpose of 

the study was to test two hypotheses which predicted the 

nature of differences between the two groups and four which 

predicted the magnitude and direction of theoretically 

deduced causal relationships. The subjects were referred 

from active caseloads of public health nurses working in one 

public health and two horne health agencies. criteria for 

inclusion were: over 60 years of age; white and English

speaking; in need of the assistance of at least one other 

person for at least one activity of daily living; not 
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confused; and having a living relative within a circum

scribed area who was defined as caregiver. Major 

differences found were: elders in the abused relationship 

group had more tension, anxiety, hostility, and anger than 

elders among the good relationship group, and elders in the 

abused relationship group had more depression than elders in 

the good relationship group. 

Due to nurses value system in this study on differ

ence between abused and nonabused elders, one could expect 

nurses to be less likely to correctly identify elder abuse 

in situations where the elder has a weak social support 

system, where the elder displays a high level of anxiety and 

frequent depression, and where the elder has high levels of 

hostility and anger. Nurses may have sympathy for the care

giver under these circumstances and perceive the caregiver 

as doing his/her best, therefore excusing any wrongdoing. 

Elder Factors 

Elder Factors have been shown to be related to 

actual elder abuse in the stratified random survey of 

pillemer and Finkelhor (1988). The purpose of the study was 

to provide an accurate profile of elders who appeared to be 

at greatest risk for elder abuse. The sample consisted of 

2020 community-dwelling elders (65 years of age and over) 

living in a large eastern metropolitan city. Findings 

suggested elders in poor health were three to four times 
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more likely to be abused, and males were more likely to be 

abused than females. Living situation and gender seemed 

most associated with risk for physical violence whereas 

neglected elderly persons tended to be in poor health and to 

report they had no close contacts on whom they could rely 

for help in time of need. 

The Pillemer and Finkelhor (1988) study related to 

actual abuse situations as follows: the poorer the health 

of the elder, the more likely elder abuse and neglect, and 

if the elder is male, the more likely elder abuse. Also, 

the less dependent the elder, the more likely there will be 

elder abuse. Because of justifiable value decisions of 

nurses, one would expect to see fewer correctly identified 

cases of elder abuse in this study, where the elder is in 

poor health and where the elder is more dependent upon the 

caregiver for service. 

It must be mentioned, however, that in an earlier 

study related to Elder Factors conducted by Cash and 

Valentine (1987), findings were contradictory to those of 

Pillemer and Finkelhor (1988). In terms of dependency and 

gender, differences were as follows: the more frail and 

totally dependent the elder, the less likely there will be 

elder abuse; and if the elder was female, the more likely 

there will be elder abuse. The differences are not yet 

settled. 
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Elder Factors have also been shown by Fulmer and 

Ashley (1989) to be related to actual elder neglect. The 

purpose of their study was to conduct an exploratory factor 

analysis to test the construct validity of items related to 

neglect on the nine-item Elder Assessment Instrument (EAI). 

It was hypothesized that certain commonly reported neglect 

indicators would emerge in a meaningful pattern that could 

then assist clinicians in their assessment of neglect. 

Neglect was defined as the failure of an individual to 

provide some degree of minimal care to another individual. 

The sample consisted of 107 cases of suspected 

neglect referred to the hospital elder mistreatment 

assessment team. A comparison group of 146 non-referred 

elders was assessed, also with the EAI. The findings were 

consistent with earlier studies, which showed that between 

75% and 96% of the victims of abuse are mentally disabled 

elders who are significantly dependent on others for meeting 

basic needs. This finding was supported by Block and 

sinnott (1979); Boydson and McNairm (1981); O'Malley et ale 

(1979); and Wolf et ale (1986). The finding indicates that 

the more mentally dependent the elder, the more likely there 

will be elder neglect. But in the present study, because of 

nurses' value systems, one would expect to see more incor

rect identifications of abuse when the elder i~j dependent. 

Because of justifiable value decisions of nurses, one would 

expect to see in this study fewer correctly identified cases 
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of elder abuse where the elder is in poor health, and where 

the elder is dependent upon the caregiver for services. 

Caregiver Factors 

Caregiver Factors were among the factors studied by 

Sengstock and Liang (1983). The sample included 77 care

giver-elder dyads obtained from 108 agencies, from personal 

interviews with agencies, and direct interviews with care

givers and elders. Among the several purposes of the study, 

three were concerned with characteristics of caregivers, 

types of abuse inflicted, and frequency of each type of 

abuse. 

In the Sengstock and Liang (1983) study, the abuser 

(caregiver) was more likely to be a member of the elder's 

household. Half of the abusers were children of the elder, 

with slightly more sons than daughters as the abuser. 

Spouses were abusers in 12% of the cases, with the rest 

other relatives. In addition, abusers were somewhat older 

than nonabusers. Two-thirds were 40 years of age or older, 

24% in their 40s, and another 20% in their 50s, 20% in their 

60s, and 6% in their 70s. Conversely, only 8% were in their 

30s, 18% in their 20s, and 2% less than 20 years of age. 

The three major types of abuse inflicted were 

physical abuse and neglect, which included slaps, punches, 

beatings, pushes, and threats with a weapon, such as a knife 

or a gun. Physical neglect included failure to provide 
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food, shelter, clothing, and medical care. Financial abuse 

included theft or misuse of an aged individual's money or 

property, such as taking money from a bank account, sale of 

a home without the elder's knowledge or permission, and 

cashing a social security check and not returning the money 

to the recipient. Psychological or Emotional Abuse and 

Neglect involved assault or the infliction of pain through 

verbal or emotional rather than physical means. Direct 

psychological or emotional abuse involved verbal assaults 

such as screaming, yelling, berating, and threats which 

induced fear but did not involve the use of a weapon. 

Psychological and emotional neglect included actions that 

were less overt and less deliberate, such as isolation, lack 

of attention, and deprivation of rights. 

Physical abuse and/or neglect was the least 

frequent type of abuse. Physical abuse was more likely to 

be inflicted by sons. No siblings were involved in physical 

abuse, but physical neglect was perpetuated by both sons and 

siblings on an almost equal basis. Physical abuse and 

neglect was the least frequent, and psychological abuse was 

the most common type of abuse. Physical abuse was most 

likely to be inflicted by sons, and psychological abuse was 

most likely inflicted by daughters. 

The most frequent type of abuse was psychological 

abuse and was most likely to be inflicted by daughters. 

Also, the abusers who were most likely to be involved in 
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emotional neglect were daughters (44.4%), and siblings 

(33.3%). Daughters and siblings are persons from whom the 

elderly would be most likely to believe they could expect 

emotional support. 

Direct emotional abuse, on the other hand, was most 

characteristic of sons, who made up the major portion 

(29.5%) of the alleged abusers in this category. This type 

of abuse included more direct action (e.g., verbal assaults, 

creating fear, sometimes seen as appropriate masculine 

behavior. This might account for the greater representation 

of emotional abuse by sons as compared to passive emotional 

neglect. None of the sons was involved in emotional neg

lect. Daughters, however, were almost as likely to engage 

in direct emotional abuse as their brothers (22.7 versus 

29.5%). 

The second most frequent type of abuse was 

Financial Abuse, which was suffered by about half of the 

subjects in the study. The reason for the high prevalence 

rate in that study could be because a legal aid society 

reported the largest number of cases to the study. 

In the present study, because of nurses' value 

system, financial abuse may be misidentified by nurses. An 

example included a situation where the caregiver cashes the 

elder's social security check and fails to discuss with the 

elder how specifically it is being spent. Nurses may 

believe that caregivers have the right to use the resources 



64 

of the elder for any reason without full disclosure to the 

elder. Psychological abuse may be incorrectly identified by 

nurses in situations where elder's demanding or aberrant 

behavior is used as an excuse by the caregiver to verbally 

assault an elder. Nurses may justify such action as 

appropriate and excuse the behavior of the caregiver. 

Summary 

In summary, this chapter presented an overview of 

the primary study, conceptual framework, and definitions of 

concepts in the framework. In addition, it explained and 

justified the use of attribution theory and presented the 

importance of study to case detection, operational proce

dures, ane literature review. 



CHAPTER 3 

METHODOLOGY 

Chapter 3 begins with an explanation of the 

protocol used in the selection of subjects, followed by 

design of study, description or instruments, operational 

definitions, method of data analysis, and summary. 

Protocol for Sample Selection 
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Protocol for sample selection for this secondary 

analysis consisted of the following steps. First, of the 

249 elder-caregiver dyads in the original study, the 

investigator initially identified 30 elders who were self

identified as abused. Second, in order to obtain the most 

reliable data possible, four cognitively impaired abused 

elders were eliminated from the abused group. cognitive 

status was determined by review of the mental status scale 

for each of the abused elders. cognitive impairment was 

determined by three or more errors on the Pfeiffer Short 

Portable Mental Status Scale. In addition, two other abuse 

cases were eliminated. In the first case the abusive event 

occurred eleven years before and in the second, the situa

tion involved a conflict not with the caregiver but with 

neighborhood children. Following elimination of the six 

abused cases, the sample consisted of 24 abused elders (and 
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their caregivers). Third, the nonabused elder group, this 

investigator randomly selected subjects until the sample 

consisted of 24 nonabused elders who had 3 or less error on 

the Mental status Examination and complete data sets. As a 

final step, the cases were classified and correctly or 

incorrectly identified. Following these steps, a total of 

48 elder-caregiver dyads constituted the sample in this 

study. The primary study was approved by the Nursing 

Ethical Review Subcommittee of the University of Arizona 

Health Science center for Human Subjects prior to data 

collection. 

Design of study 

A descriptive-comparison design was used with both 

quantitative and qualitative data. The quantitative data 

were obtained from records completed by elders and care

givers, and the qualitative data were obtained from reports 

of observations made by nurse data-collectors. According to 

Bogdan and Bilken (1982), Filstead (1982), and Gorenberg 

(1983), both quantitative and qualitative data in a single 

study has advantages. They state the major reason the 

combined strategies are valuable is that they validate 

findings and increase the meaning of the obtained data. For 

example, qualitative measurement techniques such as obser

vations and interviews can help the researcher identify the 

values and perspectives of subjects in ways that are often 
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impossible with strictly quantitative strategies. According 

to Polit and Hungler (1978), combined measures used in a 

single study has long been advocated to strengthen studies 

since no single measurement or method is perfectly reliable 

or valid. 

Description of Instruments 

Nine instruments were used in this study. The 

General Demographic Information (GDI) (Appendix A) consisted 

of 29 items used in the present study. The items are 

presented in order of structural Factors: Relationship 

Factors, Elder Factors, and caregiver Factors. 

structural Factor items included Number of People 

Living in Household of Elder, and Number Bedrooms in Resi

dence of Elder. Relationship Factor items included Kinship 

Relationship Between Caregiver and Elder, Length of Time 

Caregiver Had Provided Care to Elder, and Quality of 

Relationship between Caregiver and Elder. Elder Factor 

items included Gender, Age, Educational Level Attained, 

Place of Elder Residence, Level of Income Comfort, Caregiver 

Assessment of Elder Health, Health in Comparison to others 

of the Same Age Rated by caregiver, Level of Confusion Rated 

by caregiver, Frequency of Confusion Rated by Caregiver, 

Level of competency Rated by caregiver, Level of Frailness, 

Elder's Health Problems Rated by Caregiver, and Complaints 

voiced About Elder by Caregiver. Caregiver Factor items 
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included Gender, Age, Level of Income Comfort, Educational 

Level Attained, Self Assessed Health, Self Assessed Health 

Compared to Others of the Same Age, Self Assessed Health 

Since Becoming caregiver to Elder, Effect Responsibility of 

Caregiving Had Made on Life, Self Assessed Health Problems, 

and Time when caregiver Wished Responsibility for Elder 

Would End. 

The General Demographic Information Scale (GDI) was 

based on the formatting design of Gibson and Aikenhead 

(1983), Phillips and Rempusheski (1986), and Phillips 

(1989c); data collection was completed by nurses during 

interviews with caregivers in their homes. Some questions 

were borrowed directly from Pillemer's (1985) investigation 

of elder abuse. Face validity of the scale was tested 

during a pilot study. A revision of the form was based on 

recommendations of nurses who conducted the pilot study. 

Elder Demographic Information (EDI) (Appendix B) 

contained six items related to the present study. Responses 

were made by elders to nurses during private interview ses

sions. Items included Self Assessed Health, Self Assessed 

Health in comparison to Others of Same Age, Quality of 

Living situation as Rated by Elder, Quality of Living 

situation compared to others in the Same Situation, Self 

Assessed Quality of Care Received from Family, and Quality 

of Care Compared to others of Same Age. The EDI scale was 

devised for the study by Phillips (1989) using the 
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principles of Gibson and Aitkenhead (1983). To offset any 

possible visual decrement among elders, large-type, darkly 

printed, color-coded cards were made to present response 

alternatives to all questions. The cards helped the elder 

understand the information asked and provided an opportunity 

for totally nonverbal and private responses. Face validity 

of the scale was tested during a pilot study. 

The third and fourth instruments used in this study 

were the Elder Observational Checklist (EOC) (Appendix C) 

and caregiver Observational Checklist (COC) (Appendix D), 

designed by Phillips, (1989) based upon clinical experi

ences. The instruments had parallel designs, and each 

instrument contained 26 items relating to the present study. 

Each question was rated using four choices, ranging from one 

to four. High scores indicated more negative attributes. 

Items referring to disabilities included hearing, 

vision, breathing, speech, mobility and health. Items 

referring to Physical Attributes included clean, frail, 

neat, weary, and energetic. Items referring to Mental 

Attributes included disorganized, bright, confused, appro

priate, depressed, retentive, anxious, and optimistic. 

Items related to Interpersonal Attributes included sensi

tive, defensive, warm, hostile, generous, abusive, and 

crude. Scores were summated on 5 subscales plus the total 

scores to obtain final scores. Face validity was assessed 

on the two instruments. Final assessment of the Caregiver 
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Observation Checklist reflected an interrater reliability of 

79 percent agreement. Interrater reliability of the Elder 

Observational Checklist had 88 percent agreement. 

Norbeck Social Support Questionnaire (NSSQ) 

(Appendix E) (Norbeck et al., 1981) was used in this study 

to operationalize Caregiver Factors in the area of Social 

Support Available to caregiver. The scale contained eight 

questions regarding names of individuals the caregiver 

indicated provided support or who were important. 

Responses were chosen from a range of choices from 

one to five, with one representing the least amount of 

support available and five representing the largest amount 

of support available. Next, caregivers responded to the 

question with response alternates listing time in months the 

caregiver had known the individual. The range was from less 

than one month to more than five years. Total scores were 

obtained from summated scores. 

The NNSQ scale was developed by Norbeck, Lindsey, 

and Carrieri (1981) and validity and reliability were 

tested. Test-retest reliability for the NSSQ was estimated 

by Norbeck to range from .85 to .92 at one week (1981) and 

from .58 to .78 at seven months (1983). Internal consis

tency was measured by intercorrelations among all the items, 

which ranged from r = .69 to r = .98. Total scores were 

obtained by summating responses. 
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Activities of Daily Living Scale (PSMT) (Appendix 

F) was a combination of two instruments: the Physical Self

Maintenance Tool (PSMT) and the Instrumental Activities of 

Daily Living Tool, developed by Lawton and Brody (1969). 

The PSMT is a six-item tool in the Guttman format that 

measures the elder's ability to perform toileting, feeding, 

grooming, dressing, ambulation and bathing. The IADLT is an 

eight-item instrument in the Guttman format which is 

designed to measure the elder's ability to use the tele

phone, shop, prepare foods, keep house, do laundry, self 

administer medications, manage finances, and use public and 

private transportation. The two scales measure different 

levels of functioning, with the PSMT measuring the lowest 

level of functioning, called "life maintenance." The IADLT 

measures the more complex behaviors that surround indepen

dent life outside the institutional setting. Both these 

tools summated gave a fairly accurate picture of an elder's 

ability to maintain himself independently in the community. 

In the present study, data needed to complete the 

PSMT and IADLT were obtained by interviewing the caregiver. 

Scores were rated on a five-point scale from one to five, 

with one representing no assistance needed and five repre

senting full assistance required. The literature support 

for content validity is strong. The PSMT had a reproduci

bility coefficient of .96 and interrater reliability 

coefficient of .87 to .91 (Lawton & Brody, 1969). The IADLT 
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had a coefficient reliability of between .85 to .91 (Lawton 

& Brody, 1969). The standardized alpha for the combined 

tools was .93 justifying Lawton and Brody's assertion that 

a single combined score can be used in data analysis 

(Phillips, 1980). 

The Quality of Elder caring Scale (Qualcare Tool) 

(Appendix G) (Phillips, Morrison, & Chae, 1991) is a 53-item 

observational rating scale designed to rate the quality of 

care provided to elders. Completing the instrument requires 

the professional nurse to conduct an assessment involving 

direct observations and verbal data gathering to derive 

inferences about environmental conditions and quality of 

elder caring. The Qualcare tool has a Likert-type format 

and uses a range of one to five choices, with one reflecting 

the best possible care and five the worst possible care. 

The three in-between choices are "between, average, 

between." 

The Qualcare contains questions pertaining to 

quality of care in areas of environmental care, physical 

care, medical maintenance, psychosocial care, sensitivity to 

human rights, and financial management. The standard used 

is the care the elder should receive under the best or ideal 

situation. All but the environment scale were used to 

categorize nurses' judgments relating to abuse or non abuse. 

The environment scale was used for assessment. 
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The Qualcare was tested for content validity by the 

Q-Sort methodology and only the items that were above 66% in 

agreement were retained. Scoring involved averaging items 

within subscales to obtain a scale-mean. A pilot study was 

conducted to assess its functionality and practicality. 

Validity and reliability was assessed prior to the collec

tion of data. Following the primary study, revisions were 

made on the Qualcare based on items that did not entirely 

meet the selected statistical criterion for internal 

consistency, and factor analysis. The new standardized 

alpha for the reliability of the total Qualcare was .97. 

Interrater reliability for the average agreement for 55 

ratings was .82. 

The Caregiver Help Scale (Appendix F) is roughly 

parallel to Lawton and Brody's Physical Self Maintenance 

(PSMT) and Instrumental Activities of daily Living (IADLT) 

scales (1969). Responses identify only the activities the 

caregiver being interviewed actually performed. Items on 

the scale include assistance with toileting, feeding, dress

ing, grooming, ambulation and exercise, bathing, safety, 

supervision, shopping, food preparation, housekeeping, 

laundry, public and private transportation, administration 

of medications, finance management, special care needs, 

skilled nursing care needs, socialization, and estate 

planning. Each item was rated on scale ranging from one to 

five, with one indicating no care provided, two indicating 
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care provided no more than weekly, three indicating care 

provided at least weekly, four indicating care provided at 

least daily or continuously, and five indicating care 

provided daily or continuously and elder resisting help. 

Psychometric testing was conducted on the caregiver Help 

Scale using 231 subjects in the primary study. The scale 

Mean was 55.11, with a range of 21 to 82 (S.D. = 13.48). 

Internal consistency was alpha = .91. 

The Short Portable Mental status Questionnaire 

(SPMSQ) (Appendix H), developed by Pfeiffer (1975), is a 10-

item instrument that provides a gross estimate of "overall" 

organic impairment. Data were obtained by nurses during 

interviews with the elder. In the present study, results of 

the SPMSQ were the determining factor in whether or not 

elders were eligible to participate in the study. 

The SPMSQ was designed to measure short- and long

term memory, orientation to surroundings, information about 

current events, and capacity to perform serial mathematical 

tasks. Questions left unanswered were considered an 

indication of inability to answer. Scoring was achieved by 

assigning one point to each correct answer for a possible 

total of 10 points; high scores are associated with no 

cognitive decrement. Since decrement was the focus of the 

SPMSQ, final scores were derived by subtracting the absolute 

score from 10 so that high scores reflected the severest 

form of cognitive decrement. To meet eligibility require-
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ments to participate in present study, elders had to obtain 

at least a score of seven out of a possible score of 10. 

content validity for the SPMSQ is suggested by the fact that 

these items are commonly used by clinicians for testing the 

orientation of an elderly individual. Face validity was 

tested by Pfeiffer (1975); distribution of error scores ob

tained from the sample suggested face validity as a measure 

of organic impairment. Test-retest reliability coefficients 

were 0.82 and 0.83, respectively. 

Additionally, nurse's field notes were used in this 

study to operationalize structural Factors, Relationship 

Factors, Elder Factors, and Caregiver Factors. Data in the 

field notes contained nurses' observations and impressions 

following interviews regarding relationships displayed by 

family members and any unusual events observed during 

interviews. The purpose of the qualitative data analysis 

was to provide support of findings in Chapter 4 for Research 

Question 3. 

operational Definitions 

Four concepts make up the Conceptual Model (Figure 

1): structural Factors, Relationship Factors, Elder 

factors, and Caregiver Factors. This section will present 

the operational definitions for each of the variables by 

identifying the variable and name of the instrument by which 

it was scored. 
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structural Factors 

structural Factors included three variables; in 

addition to site and Source of Referral, they are: Environ

ment Rated by Nurse was operationalized by the Qualcare 

Tool; Number of People Living in Household was operational

ized by the General Demographic Information Scale (GDI); and 

Number Bedrooms in Residence of Elder was operationalized by 

the GDI. 

Relationship Factors 

Three variables comprised Relationship Factors: 

Kinship Relationship Between Caregiver and Elder was 

operationalized by the GDI, Length of Time Caregiver Had 

provided Care was operationalized by the GDI, and Quality of 

Relationship between caregiver and Elder was operationalized 

by the GDI. 

Elder Factors 

Elder Factors include 23 variables, of which the 

first five were operationalized by the caregiver on the GDI. 

They are: Gender, Age, Educational Level Attained, Place of 

Elder Residence, and Level of Income Comfort. 

The following six variables were operationalized by 

the elder on the Elder Demographic Information (EDI) 

questionnaire: Self Assessed Quality of Care Received from 

Family, Quality of Care Compared to Others of Same Age, 

Quality of Living Situation, Quality of Living situation 
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compared to Others in the Same Situation, Self-Assessed 

Health, and Self-Assessed Health in comparison to Others of 

Same Age. 

The next eight variables were operationalized by 

the caregiver on the GDI. They were: caregiver Assessment 

of Elder's Health, Health in comparison to Others of Same 

Age, Level of Confusion Rated by caregiver, Frequency of 

Confusion Rated by caregiver, Level of Competence Rated by 

Caregiver, Level of Frailness, Elder's Health Problems Rated 

by caregiver, and complaints Voiced by Caregiver About 

Elder. 

The following four variables related to Elder 

Factors were operationalized by the nurse on the Elder 

Observation Checklist: Nurse Assessment of Disabilities, 

Nurse Assessment of Physical Attributes, Nurse Assessment of 

Mental Attributes, and Nurse Assessment of Interpersonal 

Attributes. 

caregiver Factors 

There were 18 variables related to Caregiver Fac

tors, of which 12 were operationalized by the caregiver on 

the General Demographic Information Form (GDI): Caregiver's 

Caregiver's Gender, Caregiver's Age, Caregiver's Educational 

Level, Level of Income Comfort, Self Assessed Health, Health 

compared to Others of Same Age, Health Since Becoming 

Caregiver to Elder, Self Assessed Health Problems, Effect 
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Responsibility of caregiving Had Made on Life, Time When 

Caregiver Wished Responsibility for Elder Would End, Formal/ 

Informal Support Available to Caregiver, and Functional 

Ability of Elder. 

Five variables were operationalized by nurses on 

the caregiver Observation Checklist (COC): Nurse Assessment 

of Disabilities, Nurse Assessment of Physical Attributes, 

Nurse Assessment of Mental Attributes, Nurse Assessment of 

Interpersonal Attributes, and Nurses' Overall Assessment of 

Personal Attributes. 

One variable, Formal/Informal support Available, 

was operationalized by caregiver on the Social Support 

Questionnaire. 

In summary, a total of 49 variables and their 

operational definitions were presented in the above section. 

Structural factors contained five; Relationship Factors 

contained three; Elder Factors contained 23; and Caregiver 

Factors contained 18. 

Methods of Data Analysis 

Descriptive-comparative analysis was appropriate 

for this study because it employed both descriptive and 

inferential statistics. This permitted the researcher to 

judge whether relationships between variables were likely to 

be found in the larger population from which the sample was 

drawn. Descriptive statistics were used to calculate freq-
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uencies, percentages, ratios, central tendencies, and 

variances. A frequency distribution required the listing 

and tabulation of the frequency of all factors considered in 

this study. Data were at the ordinal, nominal, and interval 

levels. 

comparative analysis was appropriately used because 

individuals in the groups were measured with the same 

instruments. statistics included chi-square and t-tests for 

frequencies, which allowed for comparison between groups of 

elders. Although scientists differ in their opinions about 

the appropriateness of using the t-test for analysis of 

ordinal data rather than a nonparametric test with more 

power, such as the Mann-Whitney U Test and Kolmagorov

Smirnov Test, the t-test was selected here. Although it is 

not perfect, the t-test is robust (Gravetter & Wallnau, 

1988; Seaman, 1987). Also, Chi-square statistics were used 

in situations where degrees of freedom in nominal data was 

1, to allow for errors in the observed and expected frequen

cies. This investigator chose an alpha of .05 as the level 

of significance. 

In addition, content analysis was performed on 

qualitative field notes which were completed by nurses. 

According to Fox (1970), "content analysis is a procedure 

for the categorization of verbal or behavioral data, for the 

purpose of classification, summarization, and tabulation" 

(pg. 262). According to Miles and Huberman (1984), content 
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analysis is a precise, authoritative procedure which docu

ments, describes, and quantifies specific phenomena. In the 

present study, qualitative data consisted of 134 field notes 

concerned with observations of unusual events and relation

ship patterns during interview visits conducted in the 

households of abused elders (N = 24). In order to quantify 

the qualitative data, the field notes were content analyzed 

by this investigator then tested for validity (the extent to 

which an instrument is measuring what it is intended to 

measure). Each field note was listed on a check list, and 

content analysis allowed this researcher to quantify 

abstract impressions and concepts and to analyze materials 

recorded in the notes. 

Procedures used to conduct content analysis 

included several steps. First, specific statements in the 

notes referring to characteristics of abused elders were 

identified by assigning each statement a category label 

(e.g., la, 1b, 1c, etc.) according to factor and classifi

cation (positive +, negative -, neutral 0). Each field note 

was then assigned the identification code number of the 

subject to ensure informant anonymity. The second step was 

to have the statements independently reviewed by three 

qualified professional nurse researchers, who assigned a 

label and classification to each statement. The raters 

consisted of three nurses, two of whom recently received 

doctoral degrees in nursing and one who expects a doctoral 
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degree in nursing within the year. statements with 74% 

rater agreements or less were eliminated. There was a total 

rater agreement of 95%. Findings are discussed in Chapter 4 

along with Question 3. 

Summary 

In summary, this chapter provided protocol for 

sample selection, design of study, description of instru

ments, operational definitions, and methods of analysis. 
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CHAPTER 4 

DESCRIPTION OF SAMPLE AND RESULTS 

This investigation explored the case detection 

phenomenon of elder abuse by (1) determining the congruence 

between nurses' assessment of the presence of elder abuse 

and elders' self-reports of abuse; (2) identifying factors 

in abusive situations that may account for differences 

between abused elders and elders not abused; and (3) 

discovering the difference between abused elders correctly 

identified by nurses and abused elders incorrectly identi

fied by nurses. This chapter includes characteristics of 

the sample, answers to Research Questions 1, 2, and 3, and a 

summary. 

Characteristics of the Sample 

The characteristics of the sample are described in 

order of Structural Factors, Relationship Factors, Elder 

Factors, and Caregiver Factors. 

structural Factors 

Structural Factors was the first concept measured 

(Table 1) and included five variables: Site, Source of 

Referral, Environment Rated by Nurse, Number of People 

Living in Household of Elder, and Number Bedrooms in 
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Table 1. Distribution of the study Population According 
to structural Factors. 

Number Percent 

Number of People Living 
in Elder Residence 

1 5 10.42 

2 23 47.92 

3 11 22.92 

4 3 6.25 

5 3 6.25 

6 2 4.17 

7 1 2.08 

Total 48 100.00 

Number of Bedrooms in 
Residence of Elder 

1 7 14.58 

2 19 39.58 

3 12 25.00 

4 7 14.58 

5 2 4.18 

6 1 2.09 

Total 48 100.00 
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Residence of Elder. Two sites were used in this study: 

Tucson and Phoenix. Nineteen subjects (39.58%) were from 

Tucson and 29 (60.42%) were from Phoenix. Two sources of 

referral were used for recruitment: media advertisement and 

agency referral. Twenty-seven (56.25%) subjects were 

obtained through media advertising and 21 (43.75%) were 

obtained from agency referral. Scores for the Environment 

Assessment by Nurse were obtained using the Environmental 

Subscale of the Qualcare Scale (Phillips, Morrison, & Chae, 

1991). The possible range was 1.00 to 5.00. Actual scores 

ranged from 1.00 to 4.00, with a mean of 1.87 and a standard 

deviation of 0.79. The majority of subjects scored in the 

1.00-1.99 range, indicating best possible environmental 

conditions for most subjects. There were five (10.42%) 

elders who lived alone; the rest (N = 43, 89.58%) lived with 

their caregiver and from two to seven other people. The 

mean number was 2.71 (S.D. = 1.37). The number of bedrooms 

in the household ranged from 1 to 6 (mean = 2.60, S.D. = 

1.16). 

Relationship Factors 

Relationship Factors is shown in Table 2, including 

Kinship of Caregiver to Elder, Length of Time Caregiver 

Provided Care to Elder, and Quality of Relationship Between 

Caregiver and Elder. 



Table 2. Distribution of the Sample According to 
Relationship Factors. 

Number 

Kinship Relationship Between 
caregiver and Elder 

Spouse/Partner 

Child, Child surrogate 

other Including Siblings 

Total 

Length of Time caregiver had 
Provided Care to Elder in Years 

Less than 1 

1 to 3 

3 to 6 

9 to 11 

14 to 24 

Total 

Quality of Relationship 
Between caregiver and Elder 

Excellent 

Good 

Average 

Poor 

Abusive 

Total 

22 

25 

1 

48 

8 

18 

14 

4 

4 

48 

14 

19 

9 

3 

3 

48 

85 

Percent 

45.84 

52.08 

2.08 

100.00 

16.67 

37.50 

29.17 

8.33 

8.33 

100.00 

29.17 

39.58 

18.75 

6.25 

6.25 

100.00 
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Although one (2.08%) caregiver was a sibling to the 

elder, there were 22 (45.84%) spouses (or partners), and 25 

(52.08%) children (daughters, sons) or child-surrogates 

(daughters-in-law, nieces). Length of Time caregiver had 

Provided Care to Elder ranged from one month to 288 months. 

The mean was 56.60 months (S.D. = 63.67). In years, care

givers had been providing care from one month to 24 years. 

Eight (16.67%) caregivers had provided care to elder less 

than one year and four from 14 to 24 years. Quality of 

Relationship Between caregiver and Elder was measured by a 

single item rated by the caregiver ranging from excellent to 

abusive. Results showed that 14 (29.17%) caregivers per

ceived the relationship as excellent, 19 (39.58%) good, nine 

(18.75%) average, three (6.25%) poor, and three (6.25%) 

abusive. 

Elder Factors 

Elder Factors included Personal Characteristics, 

Elder Health, and Elder Personal Attributes. Elder Personal 

Characteristics (Table 3) included Gender, Age, Educational 

Level Attained, Place of Residence, and Level of Income 

Comfort. Among 48 elders, slightly more females (N = 26, 

54.17%) than males eN = 22, 45.83%) were represented in the 

sample. In studies on elders, most researchers report a 

greater number of females than males, but samples usually 

show a much lower percent of males than were represented 
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Table 3. Distribution of the Sample According to Personal 
Characteristics of Elder Factors. 

Number Percent 

Gender 

Males 22 45.83 

Females 26 54.17 

Total 48 100.00 

Age 

55-64 6 12.50 

65-74 11 22.92 

75-84 16 33.33 

85-94 13 27.08 

95-100 2 4.17 

Total 48 100.00 



Table 3--Continued 

Education Level Attained 

Under High School Graduate 

High School Graduate 

Post-High School 

College 

Post-Graduate Education 

Total 

Place of Residence 

Alone 

with caregiver or 
Family Member 

Total 

Level of Income Comfort 

Not at all 

Somewhat 

Moderately 

Very 

Extremely 

Total 

*1 Missing Data 

Number 

16 

17 

8 

4 

2 

47* 

5 

43 

48 

6 

21 

17 

3 

1 

48 

88 

Percent 

33.32 

35.40 

14.62 

8.33 

8.33 

100.00 

10.42 

89.58 

100.00 

12.50 

43.75 

35.42 

6.25 

2.08 

100.00 
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here. Their ages ranged from 55 to 95 (mean = 77.81, S.D. = 

9.95%) • 

Although there were no data for one (2.08%) elder 

regarding Level of Education Attained, 16 (33.32%) had not 

completed high school and 17 (35.40%) had graduate from high 

school. Most (n = 43, 89.58%) elders lived with their 

caregiver (or family member) in homes or apartments, while 

only 5 (10.42%) lived alone in their own home or apartment. 

Level of Income Comfort was rated by the caregiver on a 

single-item scale with five choices that ranged from not at 

all comfortable to extremely comfortable. six (12.50%) were 

not at all comfortable, and one (2.08%) was extremely 

comfortable. The mean was 2.42 (S.D. = 0.87). 

Table 4 shows Quality of Care, which includes Self 

Assessed Quality of Care Received From Family, Quality of 

Care Compared to Others of Same Age, Quality of Living 

situation as Rated by Elder, and Quality of Living situation 

Compared to Others in the Same situation. Self Assessed 

Quality of Care Received From Family was measured by the 

elder using a one-item indicator with five choices ranging 

from excellent to abusive. Extreme scores reflected 31 

(64.58%) elders with excellent care while only one (2.08%) 

reported poor care. There were three missing data for 

Quality of Care Compared to Others of the Same Age, which 

was measured on a scale with five choices ranging from much 

better to much worse. Extreme scores reflected 22 (48.89%) 
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Table 4. Distribution of the Sample According to Quality of 
Care. 

Number Percent 

Self Assessed Quality of 
Care Received from Family 

Excellent 31 64.59 

Good 15 31.25 

Average 1 2.08 

Poor 1 2.08 

Abusive 0 0.00 

Total 48 100.00 

Self Evaluation of Quality of 
Care Compared to Others of 
Same Age 

Much Better 22 48.89 

Somewhat Better 10 22.22 

About the Same 12 26.67 

Somewhat Worse 0 0.00 

Much Worse 1 2.22 

Total 45* 100.00 

*3 Missing Data 
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Table 4--continued 

Number Percent 

Quality of Living situation 
as Rated by Elder 

Excellent 14 29.17 

Good 21 43.74 

Average 11 22.92 

Poor 2 4.17 

Abusive 0 0.00 

Total 48 100.00 

Quality of Living situation 
compared to Others in Same 
situation 

Much Better 14 29.17 

Somewhat Better 21 43.75 

About the Same 11 22.92 

Somewhat Worse 2 4.17 

Much Worse 0 0.00 

Total 48 100.00 
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elders who viewed the quality of their care as much better, 

and one (2.22%) as much worse. Quality of Living situation 

as Rated by Elder was measured by a single-item indicator 

with five choices ranging from excellent to abusive. Ex

treme scores reflected that 14 (29.17%) elders had excellent 

living situations and two (4.17) somewhat worse. Quality of 

Living situation Compared to others in Same Situation was 

measured by a one-item indicator with five choices ranging 

from much better quality to much worse quality. Extreme 

scores reflected 14 (29.17%) elders with much better living 

situation and two (4.17%) somewhat worse. 

Elder Factors related to Health included Self 

Assessed Health, Self Assessed Health in comparison to 

others of the Same Age, Caregiver's Assessment of Elder 

Health, Health in Comparison to others of the Same Age Rated 

by Caregiver, Level of Confusion Rated by Caregiver, Freq

uency of Confusion Rated by Caregiver, Level of Competency 

Rated by Caregiver, Level of Frailness, Elder's Health 

Problems Rated by caregiver, and Complaints voiced About 

Elders by caregivers. 

The first four variables are demonstrated in Table 

5. Self Assessed Health was measured by a single-item 

indicator with five choices ranging from not at all to 

extremely. Extreme scores reflected eleven (22.92%) elders 

who perceived their own health to be not at all good, and 

none who perceived their health to be extremely good. There 



93 

Table 5. Distribution of the Sample According to Elders' 
Health. 

Number Percent 

Self Assessed Health 

Not at All 11 22.92 

Somewhat 12 25.00 

Moderately 17 35.42 

Very 8 16.66 

Extremely 0 0.00 

Total 48 100.00 

Self Assessed Health in 
comparison to others 
of the Same Age 

Much Worse 8 17.39 

Somewhat Worse 7 15.22 

About the Same 17 36.96 

Somewhat Better 10 21. 73 

Much Better 4 8.70 

Total 46* 100.00 

* 2 Missing Data 



94 

Table 5--continued 

Number Percent 

Caregiver Assessment of 
Elder Health 

Not at All 3 6.25 

Somewhat 7 14.58 

Moderately 12 25.00 

Very 10 20.83 

Extremely 16 33.33 

Total 48 100.00 

Health in comparison to 
others of the Same Age 
Rated by caregiver 

Much Worse 5 10.42 

Somewhat Worse 8 16.67 

About the Same 5 10.42 

Somewhat Better 13 27.07 

Much Better 17 35.42 

Total 48 100.00 
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were missing data for two (4.16%) subjects relative to 

Elder's Health Compared to others of the Same Age. The 

variable was measured by a one-item indicator with five 

choices ranging from much worse to much better. Extreme 

scores reflected eight (17.39%) elders who said they had 

much worse health and four (8.70%) who said their health was 

much better. 

Caregiver Assessment of Elder's Health was measured 

by a one-item indicator with five choices ranging from not 

at all good to extremely good. Extreme scores reflected 

three {6.25%} elders whose caregivers perceived the elder's 

health as not at all good, and 16 (33.33%) with extremely 

good health. Health in comparison to others of the Same Age 

Rated by caregiver was measured by a one-item indicator with 

five choices ranging from much worse to much better. 

Extreme scores reflected five (10.42%) elders whose care

givers thought their health was much worse and 17 {35.42%} 

with much better health. 

Table 6 demonstrates Level of Confusion Rated by 

caregiver, Frequency of Confusion Rated by Caregiver, Level 

of competency Rated by Caregiver, and Level of Frailness. 

Level of Confusion Rated by caregiver was measured 

by a one-item indicator with five choices ranging from not 

at all to extremely. Extreme scores reflected fifteen 

(31.24%) elders whose caregivers said they were not at all 

confused, and five (10.42%) were very confused. Frequency 



Table 6. Distribution of the Sample According to Elders' 
Health as Rated by Caregiver. 

96 

Number Percent 

Level of Confusion Rated 
by caregiver 

Not at All 15 31.24 

Somewhat 14 29.17 

Moderately 14 29.17 

Very 5 10.42 

Extremely 0 0.00 

Total 48 100.00 

Frequency of Confusion 
Rated by caregiver 

Never 9 18.75 

Rarely 5 10.42 

On Occasion 27 56.25 

Usually 7 14.58 

Constantly 0 0.00 

Total 48 100.00 
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Table 6--continued 

Number Percent 

Level of competency 

Not at All 5 10.42 

Somewhat 6 12.50 

Moderately 23 47.92 

Very 11 22.91 

Extremely 3 6.25 

Total 48 100.00 

Level of Frailness 

Not at All 2 4.17 

Somewhat 11 22.92 

Moderately 13 27.08 

Very 13 27.08 

Extremely 9 18.75 

Total 48 100.00 
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of Confusion Rated by Caregiver was measured by a one-item 

indicator with five choices ranging from never to con

stantly. Extreme scores reflected 9 (18.75%) elders whose 

caregivers perceived them as never confused and seven 

(14.58%) were usually confused. 

Level of Competency Rated by caregiver was measured 

by a one-item indicator having five choices ranging from not 

at all to extremely. Extreme scores reflected five (10.42%) 

elders perceived by their caregivers as not at all competent 

and three (6.25%) who were perceived as extremely competent. 

Level of Frailness was measured by a one-item indicator with 

five choices ranging from not at all to extremely. Extreme 

scores reflected 2 (4.17%) elders not at all frail and nine 

(18.75%) extremely frail. 

Elder's Health Problems Rated by Caregiver was 

measured by a scale with 14 items. Each item could get a 

score of zero to five points based on severity. Possible 

range of the combined scores was zero to 70. Actual range 

was zero to 43. The midpoint of the scale was 35 and the 

actual mean was 25.02 (S.D.= 9.83). Not only was the full 

range not used, but the mean score of 25.02 was low. This 

shows that elders in the sample had relatively few health 

problems or the health problems of relatively low severity. 

To obtain the measurement for Functional Abilities, 

two instruments developed by Lawton and Brody (1969) were 

used: the Physical Self-Maintenance Tool (PSMT) and the 
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Instrumental Activities of Daily Living Tool (IADL). The 

PMST has six items; each item was measured on a five-point 

scale. Higher scores mean better function. possible range 

of the scale was 6 to 30; actual range was 10 to 29. The 

midpoint for the scale was 18; actual mean obtained was 

22.40 (S.D. = 5.91). The elders in the present study had 

fairly good physical self-maintenance function. The IADL 

has eight items with scores from one to five each. Higher 

scores meant better function. The possible range was 8 to 

40; the actual range was eight to 38. This shows that in 

the sample, the full range was not used and none of the 

subjects was fully functional. The actual midpoint was 23. 

In the present sample, the mean was 18.82 (S.D. = 7.63). 

The two instruments combined had a possible range from 14 to 

70 and a midpoint of 42. Actual range was 18 to 65, with a 

mean of 41.23 (S.D. = 11.10). The full range was not used, 

and none of the subjects was completely independent. The 

scores had almost a normal distribution (skew = 0.26). 

Complaints Voiced About Elders by Caregivers was 

measured on a 15-item scale with each item rated on a three

point scale from "too little, about average, and too much." 

Items included smoking, drinking alcohol, taking prescrip

tion drugs, taking nonprescription drugs (including laxa

tives), eating (amount of food intake), eating wrong food, 

exercising, sitting/lying around, sleeping, working, worry

ing, complaining, interfering, criticizing, and praying or 
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engaging in religious activities. On average, caregivers 

did not voice many complaints about elders. The highest 

number of complaints was 11. The scores were directed 

toward more complaints; the possible range was 0 to 15, with 

midpoint being 7.50. The actual mean was 4.93 (S.D. = 

2.48) . 

Personal Attributes of Elders included 

Disabilities, Physical Attributes, Mental Attributes, and 

Interpersonal Attributes, shown in Table 7. Disabilities 

included hearing, vision, breathing, speech, mobility, and 

health. Each item was measured on a four-point scale 

ranging from not at all impaired to extremely impaired. 

Fourteen (29.17%) elders were rated as having no hearing 

impairment, 28 (58.33%) somewhat impaired, five (10.42%) 

quite impaired, and one (2.08%) extremely impaired. Nine 

(18.75%) elders were rated not visually impaired, 18 

(37.50%) somewhat, 18 (37.50%) quite, and three (6.25%) 

extremely imqaired. Although data were missing for one 

elder related to breathing impairment, 23 (48.93%) had no 

breathing impairment, 13 (27.66%) somewhat, six (12.77%) 

quite, and five (10.64%) extremely impaired. Forty-one 

(85.42%) elders had no speech impairment, five (10.42%) 

somewhat, one (2.08) quite, and one (2.08%) extremely speech 

impaired. Thirteen (27.08%) elders displayed no mobility 

problems, nine (18.75%) somewhat, 15 (31.25%) quite, and 11 

(22.92%) had extreme mobility impairment. Three (6.25%) 



Table 7. Distribution of the Sample According to Elder Personal Attributes: Nurse 
Assessment of Disabilities. 

Level 

Not at all 

Somewhat 

Quite 

Extremely 

Total 

*1 Missing Data 

Level 

Not at all 

Somewhat 

Quite 

Extremely 

Total 

Hearing 
n Percent 

14 29.17 

28 58.33 

5 10.42 

1 2.08 

48 100.00 

Speech 
n Percent 

41 85.42 

5 10.42 

1 2.08 

1 2.08 

48 100.00 

Vision Breathing 
n Percent n Percent 

9 18.75 23 48.93 

18 37.50 13 27.66 

18 37.50 6 12.77 

3 6.25 5 10.64 

48 100.00 47* 100.00 

Mobility Health 
n Percent n Percent 

13 27.68 3 6.25 

9 18.75 15 31.25 

15 31.25 8 16.67 

11 22.92 22 45.83 

48 100.00 48 100.00 
f--' 
0 
f--' 
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elders were rated with no health impairments, 15 (31.25%) 

somewhat, eight (16.66%) quite, and 22 (45.83%) elders had 

extreme health impairments. 

Nurses' Overall Assessment of Elder Disability 

Attributes had a possible range of 0 to 43; actual range was 

zero to 20, with a midpoint of 13.00. with this sample the 

mean was 12.37 (S.D. = 3.73). 

Distribution of sample according to Elder Physical 

Attributes is shown in Table 8. Physical Attributes 

included clean, frail, neat, weary, energetic, and health. 

None of the elders was viewed as not at all clean, but two 

(4.6%) were somewhat clean, 11 (22.92%) quite, and thirty

five (72.92%) extremely clean. Three (6.25%) elders were 

rated not at all frail, 17 (35.42%) somewhat, 14 (29.16%) 

quite, and 14 (29.17%) extremely frail. One (2.08%) elder 

was observed to be not at all neat, two (4.17%) somewhat, 

11 (22.92%) quite, and thirty-four (70.83%) extremely neat. 

Eight (16.67%) elders were perceived as not at all weary, 

19 (39.58%) somewhat, 11 (22.92%) quite, and 10 (20.83%) 

extremely weary. Twenty-four (50.00%) elders were not at 

all energetic, 12 (25.00%) somewhat energetic, 12 (25.00%) 

quite energetic, and none extremely energetic. 

Nurses' Overall Assessment of Physical Attributes 

reflected a possible range from five to 20. Actual range 

used was 6 to 15. The scale midpoint was 11.00; mean was 

10.46 (S.D. = 2.90) with this sample. 



Table 8. Distribution of the Sample According to Elder Physical Attributes. 

Level 

Not at all 

Somewhat 

Quite 

Extremely 

Total 

Level 

Not at all 

Somewhat 

Quite 

Extremely 

Total 

n 

0 

2 

11 

35 

48 

n 

8 

19 

11 

10 

48 

Clean 
Percent n 

0.00 3 

4.16 17 

22.92 14 

72.92 14 

100.00 48 

Weary 
Percent 

16.67 

39.58 

22.92 

20.83 

100.00 

Frail Neat 
Percent n Percent 

6.25 1 2.08 

35.43 2 4.17 

29.16 11 22.92 

29.16 34 70.83 

100.00 48 100.00 

Energetic 
n Percent 

24 50.00 

12 25.00 

12 25.00 

0 0.00 

48 100.00 

I-' 
o 
w 
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Distribution of elder sample relative to Elder 

Mental Attributes is shown in Table 9. Mental Attributes 

included: disorganized, depressed, confused, anxious, 

bright, appropriate, retentive, and optimistic. Data were 

missing for three (6.25%) elders relative to disorgani

zation. The variable was measured of a four-point scale 

ranging from not at all to extremely. Twenty-four (53.34%) 

elders were not at all disorganized, 18 (40.00%) somewhat, 

two (4.14%) quite, and one (2.22%) extremely disorganized. 

Eighteen (37.50%) elders were not at all depressed, 20 

(41.67%) somewhat, eight (16.67%) quite, and two (4.17%) 

extremely depressed. Twenty-seven (56.25%) elders were not 

at all confused, 19 (39.58%) somewhat, 2 (4.17%) quite, and 

none extremely confused. Fifteen (31.25%) elders were not 

at all anxious, 24 (50.00%) somewhat anxious, 9 (18.75%) 

quite anxious, and none extremely anxious. Two (4.17%) 

elders were not at all bright, nine (18.75%) somewhat, 14 

(29.17%) quite, and 23 (47.92%) extremely bright. None of 

the elders displayed inappropriate behavior, 1 (2.08%) had 

somewhat appropriate behavior, 23 (47.92%) had quite appro

priate behavior, and 24 (50.00%) had extremely appropriate 

behavior. None of the elders were not at all retentive, two 

(4.16%) were somewhat retentive, 29 (60.42%) quite reten

tive, and 17 (35.42%) extremely retentive. Five (10.42%) 

elders not at all optimistic, 14 (31.25%) somewhat 



Table 9. Distribution of the Sample According to Elder Mental Attributes. 

Level Disorganized Depressed Confused 
11 Percent 11 Percent 11 Percent 

Not at All 24 53.34 18 37.50 27 56.25 

Somewhat 18 40.00 20 41. 67 19 39.58 

Quite 2 4.44 8 16.67 2 4.17 

Extremely 1 2.22 2 4.17 0 0.00 

Total 45* 100.00 48 100.00 48 100.00 

* 3 Missing Data 

Level Anxious Bright Appropriate 
11 Percent 11 Percent 11 Percent 

Not at all 15 31.25 2 4.17 0 0.00 

Somewhat 24 50.00 9 18.75 1 2.08 

Quite 9 18.75 14 29.17 23 47.92 

Extremely 0 0.00 23 47.92 24 50.00 

Total 48 100.00 48 100.00 48 100.00 

I-' 
0 
U1 



Table 9--continued 

Level Retentive 
11 

Not at all 0 

Somewhat 2 

Quite 29 

Extremely 17 

Total 48 

Percent 11 

0.00 5 

4.16 14 

60.42 24 

35.42 4 

100.00 48 

optimism 
Percent 

10.42 

31.25 

50.00 

8.33 

100.00 

~ 
o 
0'\ 



optimistic, 24 (50.00%) quite optimistic, and 4 (8.33%) 

extremely optimistic. 
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Nurses' Overall Assessment of Mental Attributes 

reflected a possible range of 8 to 32. The actual range 

used was 8 to 20. The scale midpoint was 11.39; mean was 

12.73 (S.D. = 3.37). 

The fourth distribution of the sample regarding 

Nurse Assessment of Elder Interpersonal Attributes is shown 

in Table 10. Interpersonal Attributes included: sensitive 

to others, defensive, warm, hostile, generous, abusive, and 

crude. Five (10.42%) elders were not at all sensitive to 

others, eight (16.67%) somewhat sensitive, 21 (43.75%) quite 

sensitive, and 14 (29.17) extremely sensitive. Two (4.17%) 

elders were not at all warm, 10 (20.83%) somewhat warm, 18 

(37.50%) quite warm, and 18 (37.50%) extremely warm. There 

were missing data for two (4.165%) elders related to gener-

osity, two (4.34%) elders were not at all generous, 12 

(26.09%) somewhat generous, 24 (52.17%) quite generous, and 

eight (17.39%) extremely generous. There were 34 (70.83%) 

elders rated not at all defensive, 12 (25.00%) somewhat 

defensive, two (4.17%) quite defensive, and none extremely 

defensive. The mean was 1.33 (S.D. = 0.56). There were 

missing data for one (2.08%) subject relating to hostility. 

Thirty-four (72.34%) elders were rated not at all hostile, 

nine (19.15%) somewhat hostile, 4 (8.51%) quite hostile, and 

none extremely hostile. There were missing data for one 



Table 10. Distribution of the Sample According to Elder Interpersonal Attributes. 

Level 

Not at All 

Somewhat 

Quite 

Extremely 

Total 

* 2 Missing Data 

Level 

Not at All 

Somewhat 

Quite 

Extremely 

Total 

* 1 Missing Data 

n 

5 

8 

21 

14 

48 

n 

34 

12 

2 

0 

48 

Sensitive 
Percent n 

10.42 2 

16.67 10 

43.75 18 

29.17 18 

100.00 48 

Defensive 
Percent 

70.83 

25.00 

4.17 

0.00 

100.00 

Warm Generous 
Percent n Percent 

4.17 2 4.35 

20.83 12 26.09 

37.50 24 52.17 

37.50 8 17.39 

100.00 46* 100.00 

Hostile 
n Percent 

34 72.34 

9 19.15 

4 8.51 

0 0.00 

47* 100.00 

I--' 
o 
00 



Table 10--continued 

Level Abusive 
n 

Not at All 39 

Somewhat 8 

Quite 0 

Extremely 0 

Total 47* 

* 1 Missing Data 

Percent n 

82.98 48 

17.02 0 

0.00 0 

0.00 0 

100.00 48 

Crude 
Percent 

100.00 

0.00 

0.00 

0.00 

100.00 

...... 
o 
~ 
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(2.08%) subject related to abusiveness. Thirty-nine 

(82.98%) elders were rated not at all abusive, and the rest 

(N = 8, 17.02%) somewhat abusive. All forty-eight (100.00%) 

elders were rated by nurses as not at all crude. 

Nurses' Overall Assessment of Interpersonal Attri

butes reflected a possible range of 7 to 28. The actual 

range used was 7 to 17. The scale's midpoint was 9; mean 

with this sample was 10.17 (S.D. = 2.82). 

Nurses' Overall Assessment of Elder Personal 

Attributes had a possible range of 26 to 104. The actual 

range used was 29 to 81, with a mean of 49.48 (S.D. = 

11.57). This indicates that the full range of negative 

attributes was not used. 

caregiver Factors 

caregiver Factors included Caregiver's Personal 

Characteristics, Caregiver's Health, Caregiving Impact, and 

Caregiver's Personal Attributes. 

caregiver's Personal Characteristics included 

Gender, Age, Educational Level Attained, Place of Residence, 

and Level of Income Comfort (Table 11). 

There were more females (N = 42, 87.50%) than males 

(N = 6, 12.50%). Ages ranged from 34 to 90 with a mean of 

58.93 (S.D. = 12.16). Although eight (16.67%) caregivers 

did not graduate from high school, fourteen (29.17%) 

finished high school and 15 (31.25%) had post-high school 
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Table 11. Distribution of the Sample According to Personal 
Characteristics of Caregiver. 

Gender 

Males 

Females 

Total 

Age 

34-44 

45-54 

55-64 

65-74 

75-84 

85-90 

Total 

Number 

6 

42 

48 

6 

11 

17 

9 

3 

2 

48 

Percent 

12.50 

87.50 

100.00 

12.50 

22.92 

35.42 

18.75 

6.24 

4.17 

100.00 
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Table 11--continued 

Number Percent 

Education Level Attained 

Under High School Graduate 8 16.67 

High School Graduate 14 29.17 

Post-High School 15 31. 25 

College Graduate 3 6.25 

Post-Graduate 8 16.66 

Total 48 100.00 

Level of Income Comfort 

Not at all 4 8.33 

Somewhat 11 22.92 

Moderately 25 52.08 

Very 8 16.67 

Extremely 0 0.00 

Total 48 100.00 
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educations. Three (6.25%) caregivers were college gradu

ates, and eight (16.66%) had post-graduate educations. Four 

(8.33%) caregivers were not at all financially comfortable, 

11 (22.92%) were somewhat comfortable, 25 (52.08%) moder

ately comfortable, eight were very comfortable, but none 

were extremely financially comfortable. 

Distribution of the sample according to Caregiver 

Health included Self Assessed Health, Self Assessed Health 

in Comparison to others of the Same Age, Self Assessed 

Health Since Becoming caregiver to Elder, and Self Assessed 

Health Problems. These are shown in Table 12. Self 

Assessed Health was directed toward positive health and was 

rated on a five-point scale ranging from not at all to 

extremely. While only two (4.16%) caregivers reported 

themselves not at all healthy, 4 (16.67%) were somewhat 

healthy, 20 (52.08%) moderately healthy, 14 (22.92%) very 

healthy, and eight (8.33%) caregivers were extremely 

healthy. When caregivers compared their health to others of 

the same age, 14 (29.17%) believed they were much healthier, 

12 (25.00%) somewhat healthier, 11 (22.92%) about the same 

health, 10 (20.83%) somewhat less healthy, and one (2.08%) 

much worse. Since becoming a caregiver to an elder, two 

(4.17%) viewed their health to be much better than before, 

one (2.08%) somewhat better, 22 (45.83%) about the same, 18 

(37.50%) somewhat worse, and 5 (10.42%) much worse health. 

The possible range for caregiver's Health Problems was 8 to 
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Table 12. Distribution of the Sample According to Caregiver 
Health. 

Number Percent 

Self Assessed Health 

Extremely 8 16.67 

Very 14 29.17 

Moderately 20 41. 67 

Somewhat 4 8.32 

Not At All 2 4.17 

Total 48 100.00 

Self Assessed Health in 
comparison to others 
of the Same Age 

Much Better 14 29.17 

Somewhat Better 12 25.00 

About the Same 11 22.92 

Somewhat Worse 10 20.83 

Much Worse 1 2.08 

Total 48 100.00 

Self Assessed Health 
since Becoming caregiver 

Much Better 2 4.17 

Somewhat Better 1 2.08 

About the Same 22 45.83 

Somewhat Worse 18 37.50 

Much Worse 5 10.42 

Total 48 100.00 



60, and actual range used was 8 to 33. 

was 16 and mean was 6.81 (S.D. = 6.73). 
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The scale's midpoint 

with this sample, 

this indicates that the majority of caregivers (N = 27, 

56.25%) in the sample had few severe health problems. 

Distribution of the sample according to Caregiving 

Impact included: Time When caregiver Wished Responsibility 

for Elder to End; Extent of Responsibilities for Elder Care, 

Effect Responsibility of caregiving Had Made on Life, and 

Formal/Informal Support Available. 

In this study Extent of Responsibilities for Elder 

Care was scored on a scale that measured the amount of help 

caregiver provided elder, with higher scores reflecting more 

demanding types of help required. possible range was 19 to 

95. Actual range used was 25 to 65. The scale's midpoint 

was 43.31; the mean of this sample was 43.31 (S.D. = 12.59). 

The measurement for Effect Responsibility Had Made 

on Life was scored toward negative changes in life. There 

were missing data for one caregiver. possible range was 

o to 30. The actual range used was 3 to 27. The scale's 

midpoint was 11.00; the mean with this sample was 11.06 

(S.D. = 5.13). 

Table 13 shows Time caregiver wished Responsibility 

for Elder to End. Although 14 (31.11%) caregivers wished 

the responsibility would never end, one (2.22%) wished it 

would end within next year or two, four (8.89%) within the 
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Table 13. Distribution of the Sample According to Caregiving 
Impact. 

Number 

Time When caregiver Wishes 
Responsibility for Elder 
to End 

Never 

within the Next 

Year or Two 

Within next 6 Months 

within the Next 

Month or Two 

Immediately 

Total 

* 3 Missing Data 

14 

1 

4 

3 

23 

45* 

Percent 

31.11 

2.22 

8.89 

6.67 

51.11 

100.00 
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next six months, three (6.67%) within the next month or two, 

and 23 (51.11%) wished it would end immediately. 

There were missing data for one (2.08%) caregiver 

related to Formal/Informal Support available. The possible 

range was 8 to 960. The scale's midpoint was 2.53. Actual 

range used was 72 to 619; with this sample the mean was 

256.40 (S.D. = 124.94). 

Distribution of the Sample According to caregiver 

Personal Attributes included Nurse Assessment of Disabi

lities, Nurse Assessment of Physical Attributes, Nurse 

Assessment of Mental Attributes, and Nurse Assessment of 

Interpersonal Attributes. caregiver Personal Attribute of 

Disabilities is shown in Table 14. Disability variables 

included: Impairments of hearing, vision, breathing, 

speech, mobility, and health. Almost all caregivers (N = 

46, 95.83%) had no hearing impairment; two (4.17%) subjects 

were only somewhat impaired. Forty-four (91.67%) caregivers 

had no visual impairment; the other four (8.33%) were only 

somewhat visually impaired. Also, forty-four caregivers 

(91.67%) were rated with no breathing problems; the other 

four (8.33%) were only somewhat impaired. None (N = 48) of 

the caregivers had any speech impairment. only one (2.08%) 

caregiver was somewhat mobility impaired while all the 

others (N = 47, 97.92%) had no mobility impairments. Thirty 

(62.50%) caregivers had no health impairments, but 18 

(37.50%) were somewhat health impaired. 



Table 14. Distribution of the Sample According to Caregivers' Personal Attributes of 
Disabilities. 

Level Hearing Vision Breathing 
n Percent n Percent n Percent 

Not at All 46 95.83 44 91. 67 44 91.67 

Somewhat 2 4.17 4 8.33 4 8.33 

Quite 0 0.00 0 0.00 0 0.00 

Extremely 0 0.00 0 0.00 0 0.00 

Total 48 100.00 48 100.00 46* 100.00 

* 2 Missing Data 

Level Speech Mobility Health 
n Percent n Percent n Percent 

Not at All 48 100.00 47 97.92 30 62.50 

Somewhat 0 0.00 1 2.08 18 37.50 

Quite 0 0.00 0 0.00 0 0.00 

Extremely 0 0.00 0 0.00 0 0.00 

Total 48 100.00 48 100.00 48 100.00 

I-' 
I-' 
co 
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Nurses' Overall Assessment of caregiver Disabili

ties reflected a possible range from 6 to 24. Actual range 

was from 6 to 9, mean = 6.60 (S.D. = 0.76). This means few 

caregivers were perceived to have disabilities. 

Distribution of the sample according to Caregiver's 

Physical Attributes is shown in Table 15. Physical Attri

butes included clean, neat, energetic, frail, and weary. No 

caregiver was not at all clean, one was (2.08%) somewhat 

clean, 19 (18.75%) quite clean, and 38 (79.17%) extremely 

clean. One (2.08%) caregiver was rated not neat at all, 

three (6.25%) somewhat neat, nine (18.75%) quite neat, and 

35 (79.92%) extremely neat. One (2.08%) caregiver was not 

energetic at all, five (10.42%) were somewhat energetic, 

15 (31.25%) were quite energetic, and 27 (56.25%) were 

extremely energetic. Forty (83.33%) caregivers were not 

frail at all; the other eight (16.67%) were somewhat frail. 

Twenty-two (45.84%) caregivers were rated not at all weary, 

19 (39.58%) somewhat weary, six (12.50%) quite weary, and 

one (2.08%) extremely weary. 

Nurses' Overall Assessments of Caregivers Physical 

Attributes reflected a possible range from 5 to 20. The 

actual range used was 5 to 14. The scale's midpoint was 6; 

the mean with this sample was 7.08 (S.D. = 2.30). 

Table 16 shows distribution of the sample according 

to Mental Attributes, which included disorganized, confused, 

depressed, anxious, bright, appropriate, retentive, and 



Table 15. Distribution of the Sample According to Caregivers' Physical Attributes. 

Level 

Not at All 

Somewhat 

Quite 

Extremely 

Total 

Level 

Not at all 

Somewhat 

Quite 

Extremely 

Total 

n 

0 

2 

11 

38 

48 

n 

40 

8 

0 

0 

48 

Clean 
Percent n 

0.00 1 

4.16 3 

22.92 9 

72.92 35 

100.00 48 

Frail 
Percent 

83.33 

16.67 

0.00 

0.00 

100.00 

Neat Energy 
Percent n Percent 

2.08 1 2.08 

6.25 5 10.42 

18.75 15 31.25 

72.92 27 56.25 

100.00 48 100.00 

Weary 
n Percent 

22 45.84 

19 39.58 

6 12.50 

1 2.08 

48 100.00 

I-' 
IV 
o 



Table 16. Distribution of the Sample According to Caregivers' Mental Attributes. 

Level Disorganized Confused Depressed 
n Percent n Percent n Percent 

Not at all 40 83.33 47 97.92 28 58.33 

Somewhat 5 10.42 0 0.00 17 35.42 

Quite 3 6.25 1 2.08 3 6.25 

Extremely 0 0.00 0 0.00 0 0.00 

Total 48 100.00 48 100.00 48 100.00 

Level Anxious Bright Appropriate 
n Percent n Percent n Percent 

Not at All 20 41. 67 1 2.08 0 0.00 

Somewhat 24 50.00 1 2.08 0 0.00 

Quite 4 8.33 4 8.34 6 12.50 

Extremely 0 0.00 42 87.50 42 87.50 

Total 48 100.00 48 100.00 48 100.00 

..... 
tv 
I-' 



Table 16--continued 

Level Retentive 
n Percent 

Not at all 0 0.00 

Somewhat 0 0.00 

Quite 3 6.25 

Extremely 45 93.75 

Total 48 100.00 

Optimistic 
n 

3 

11 

26 

8 

48 

Percent 

6.24 

22.92 

54.17 

16.67 

100.00 

...... 
f\J 

'" 
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optimistic. Forty (83.33%) caregivers were not at all 

disorganized, five (10.42%) somewhat disorganized, three 

(6.25%) quite disorganized, and none extremely disorganized. 

Almost all (N = 47, 97.92%) had no confusion, none was 

somewhat confused, one (2.08%) quite confused, and none 

extremely confused. Twenty-eight (58.33%) caregivers had no 

depression, 17 (35.32%) somewhat depressed, three (6.25%) 

quite depressed, and none extremely depressed. Twenty 

(41.67%) caregivers showed no evidence of anxiety, 24 

(50.00%) was somewhat anxious, four (8.33%) quite anxious, 

and none were extremely anxious. Forty-two (87.50%) 

caregivers were rated extremely bright, four (8.34%) quite 

bright, one (2.08%) somewhat bright, and one (2.08%) not at 

all bright. While 42 (87.50%) caregivers displayed no inap

propriate behavior, six (12.50%) had somewhat inappropriate 

behavior. No caregiver was not at all retentive, three 

(6.25%) were quite retentive, and 45 (93.75%) extremely 

retentive. Three (6.25%) caregivers were not at all 

optimistic, 11 (22.92%) somewhat optimistic, 26 (54.17%) 

quite optimistic, and 8 (16.67%) were extremely optimistic. 

Thirty-eight (79.17%) caregivers were not at all abusive, 

six (12.50%) were somewhat, three (6.25) were quite abusive, 

and one (2.08) was extremely abusive. None of the care

givers was crude. 

Nurses' Overall Assessment of caregiver Mental 

Attributes reflected a possible range of 8 to 32, and a 
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midpoint of 16. The actual range used was 8 to 20. The 

scale's midpoint was 10; the mean of this sample was 10.98 

(S.D. = 2.78). This infers that caregivers were perceived 

to have some negative Mental Attributes. 

Distribution of the sample according to caregiver's 

Interpersonal Attributes is shown in Table 17. Interpers

onal Attributes included abusive, defensive, crude, hostile, 

generous, sensitive, and warm. While 38 (79.17%) caregivers 

were perceived as not at all abusive, six (12.50%) were 

rated as somewhat abusive, three (12.50%) as quite abusive, 

and one (2.08%) as extremely abusive. Thirty (62.50%) 

caregivers were rated not at all defensive, and the rest (N 

= 18, 37.50%) somewhat defensive. None of the 48 caregivers 

was perceived to be crude. Thirty-six (75.00%) caregivers 

were rated as not at all hostile, 11 (22.92%) as somewhat 

hostile, one (2.08%) as quite hostile, and none as extremely 

hostile. Data were missing for one (2.08%) subject related 

to generosity. One (2.08%) caregiver was rated as not at 

all generous, nine (19.50%) were somewhat generous, 27 

(57.45%) quite generous, and 10 (21.28%) extremely generous. 

No caregiver was rated as not sensitive to others at all, 

one (2.08%) was rated as somewhat sensitive, 25 (52.08%) as 

quite sensitive, and 22 (45.83%) as extremely sensitive. No 

caregiver was not warm at all, five (10.42%) were somewhat 

warm, 12 (25.00%) quite warm, and 31 (64.58%) extremely 

warm. 



Table 17. Distribution of the Sample According to caregivers' Interpersonal 
Attributes. 

Level Abusive Defensive Crude 
n Percent n Percent n Percent 

Not at All 38 79.17 30 62.50 48 100.00 

Somewhat 6 12.50 18 37.50 0 0.00 

Quite 3 6.25 0 0.00 0 0.00 

Extremely 1 2.08 0 0.00 0 0.00 

Total 48 100.00 48 100.00 48 100.00 

Level Hostile Generous 
n Percent n Percent 

Not at all 36 75.00 1 2.13 

Somewhat 11 22.92 9 19.15 

Quite 1 2.08 27 57.45 

Extremely 0 0.00 10 21. 27 

Total 48 100.00 47* 100.00 

* 1 Missing Data 
I-' 

'" U1 



Table 17--continued 

Level sensitive 
n 

Not at all 0 

Somewhat 1 

Quite 25 

Extremely 22 

Total 48 

Percent n 

0.00 0 

2.08 1 

52.08 11 

45.84 36 

100.00 48 

Warm 
Percent 

0.00 

2.08 

22.92 

75.00 

100.00 

...... 
N 
0'1 



127 

Nurses' Overall Assessment of Interpersonal 

Attributes reflected a possible range of 7 to 28, actual 

range was 7 to 17; mean was 9.98 (S.D. = 2.61). This 

indicates that the full range of Caregivers' Interpersonal 

Attributes was not used, and few caregivers were perceived 

to have negative Interpersonal attributes. 

Nurses' Overall Assessment of Caregiver Personal 

Attributes reflected a possible range of 26 to 104. Actual 

range used was 26 to 55. The scale's midpoint was 33; in 

this sample the mean was 34.66 (S.D. = 8.83). 

Summary 

The first section of Chapter 4 includes charac

teristics of the total sample according to four concepts. 

Concepts and number of variables in each were: structural 

Factors with five, Relationship Factors with three, Elder 

Factors with 23, and Caregiver Factors with 17, totaling 48 

variables. 

Findings for Research Question 1 

This section includes findings for Research 

Question 1: What is the degree of congruence between 

nurses' assessment of the presence of elder mistreatment and 

elder's self reports of abuse? 

There was a significant degree of incongruence 

between nurses' assessment of the presence of elder 

mistreatment and elders' self-reports of abuse. Nurses 
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incorrectly identified 19 (79.20%) abused elders, and 

correctly identified only five (20.83%) abused elders but 

correctly identified all (N = 24) of the non-abused elders. 

Chi-square value with continuity correction was 28.23 (P = 

0.00) (Table 18). This investigator accounts for the large 

number of incorrectly identified abused elders to nurses' 

biases, their inadequate educational backgrounds to identify 

elder abuse, and the lack of sound empirical findings upon 

which decisions of abuse can be made. 

Findings for Research Question 2 

This section includes findings that answers Re

search Question 2: What are the differences between elders 

who stated they were abused and elders who stated they were 

not abused? Of the total sample (N = 48), there were 24 

(50.00%) abused elders and 24 (50.0%) non-abused elders. 

Results are discussed according to the four concepts in the 

conceptual framework: structural Factors, Relationship 

Factors, Elder Factors, and Caregiver Factors. 

structural Factors 

Variables in structural Factors included: site of 

Interview, Source of Referral, Environment Rated by Nurse, 

Number People Living in Household of Elder, and Number of 

Bedrooms in Elder Residence (Table 19). None of the vari

ables in structural Factors was significantly different for 

the two groups. 



Table 18. Nurses' Identification of Elder Abuse. 

Group correctly Percent Incorrectly 
Identified Identified 

Abused 5 20.83 19 

Non-abused 24 100.00 0 

Total 29 60.42 19 

Percent n 

79.17 24 

0.00 24 

39.58 48 

Total 
Percent 

50.00 

50.00 

100.00 

....... 
!\.) 

'-0 



Table 19. Difference Between Elder Groups According to structural Factors. 

Group Tucson Percent Phoenix Percent n Total 
Percent 

site of Interview 

Abused 9 37.50 15 62.50 24 50.00 

Non-abused 10 41. 70 14 58.30 24 50.00 

Total 19 39.58 29 60.42 48 100.00 

Group Media Percent Agency Percent n Total 
Percent 

Source of Referral 

Abused 10 41. 70 14 58.30 24 50.00 

Non-abused 17 70.80 7 29.20 24 50.00 

Total 27 56.25 21 43.75 48 100.00 

!-' 
W 
0 



Table 19--continued 

Group Number 

Environment as Rated by Nurse 

Abused 24 

Non-abused 24 

Total 48 

Percent 

50.00 

50.00 

100.00 

Number of People Livinq in Household of Elder 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Number of Bedrooms in Residence of Elder 

Abused 

Non-abused 

Total 

24 

24 

48 

50.00 

50.00 

100.00 

Mean 

1.82 

1.52 

2.92 

2.50 

2.75 

2.46 

standard Deviation 

0.88 

0.68 

1.56 

1.14 

1.26 

1.06 

I-' 
w 
I-' 
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sites of Interviews were in Tucson and Phoenix. 

There were nine (37.5%) abused elders interviewed in Tucson, 

and 15 (62.5%) in Phoenix; among the nonabused elders, 10 

(41.7%) were interviewed in Tucson and 14 (58.3%) in Phoenix 

(X 2 (1, N = 48) = 0.00 (N.S.). There were 10 (41.6%) abused 

elders referred through media advertisements and 14 (58.3%) 

through agency referral. Among nonabused elders, 17 (70.8%) 

were referred through media advertisements and seven (29.2%) 

through agency referral (X 2 = (1, N = 48) = 3.05, N.S.). 

Among abused elders, the Environment Rated by Nurse 

reflected a mean of 1.82 (S.D. = 0.88). Among nonabused 

elders, mean was 1.52 (S.D. = 0.68) (~ (46) = 1.35, N.S.). 

Among abused elders the Number of People Living in Residence 

of Elder had a mean of 2.92 (S.D. = 1.56). Nonabused elders 

had a mean of 2.50 (S.D. = 1.14) (~ (46) = 1.06, N.S.). 

Among abused elders, the Number of Bedrooms in Residence of 

Elder had a mean of 2.75 (S.D. = 1.26); among nonabused 

elders, the mean was 2.46 (S.D. = 1.06) (~ (46) = 0.87, 

N.S.). In summary, none of the variables in Structural 

Factors was significant. 

Relationship Factors 

Relationship Factors included Kinship Relationship 

Between Caregiver and Elder, Length of Time Caregiver had 

Provided Care to Elder, and Quality of Relationship Between 

caregiver and Elder (Table 20). None of the variables in 



Table 20. Difference Between Elder Groups According to Relationship Factors. 

Group Spouse 
(Partner) 

Percent Family 
(Relative) 

Kinship Relationship Between caregiver and Elder 

Abused 14 58.33 10 

Non-abused 8 33.33 16 

Total 22 45.83 26 

Group Number Percent 

Length of Time caregiver had Provided Care 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Percent 

41.67 

66.67 

54.17 

Mean 

58.59 

54.63 

Quality of Relationship Between caregiver and Elder 

Abused 24 50.00 2.25 

Non-abused 24 50.00 2.17 

Total 48 100.00 

Total 
n 

24 

24 

48 

Total 
Percent 

50.00 

50.00 

100.00 

Standard Deviation 

65.46 

63.18 

1. 03 

1.24 

f-I 
W 
W 
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Relationship factors was significantly different between the 

two groups. 

Among abused elders, Kinship Relationship Between 

caregiver and Elder showed that 14 (58.33%) were either 

spouses or partners, and 10 (41.67%) were other relatives. 

Among nonabused elders, 8 (33.33%) were either spouses or 

partners and 16 (66.67%) were other relatives (X 2 (1, N = 

48) = 1.78, N.S.). According to the u.s. Bureau of the 

Census, about 9.4 million (31%) of all noninstitutionalized 

older people in 1991 lived alone. Of these, there were 7.4 

million women (42%) and 2.0 million (16%) men. The majority 

of older noninstitutionalized persons, however, lived in a 

family setting in 1991. Of these, approximately 10.3 

million (82%) were men and 9.8 million (56%) were women. 

Among the abused elders, Length of Time Caregiver 

Had Provided Care to Elder had a mean of 58.59 (S.D. = 

65.46); among nonabused elders the mean was 54.63 (S.D = 

63.18 (t (46) = 0.21, N.S.). For abused elders, the Quality 

of Relationship Between Caregiver and Elder had a mean of 

2.25 (S.D. = 1.03); for nonabused elders the mean was 2.17 

(S.D. = 1.24) (t (46) = 0.25, N.S.). In summary, none of 

the variables in Relationship Factors was significant. 

Elder Factor~ 

Elder Factors included Personal Characteristics, 

Elder Perception of Quality of Care, Elder Health, and Elder 
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Personal Attributes. Variables in Personal Characteristics 

included Gender, Age, Educational Level Attained, Place of 

Elder Residence, and Level of Income Comfort (Table 21). 

Gender was the only variable in Elder Personal Characteris

tics that was significant. There were more males in the 

abused group and more females in the nonabused group. 

Among abused elders, there were 15 (62.50%) males 

and nine (37.50%) females; among nonabused elders, there 

were seven (29.20%) males and 17 (70.80%) females (X 2 (N = 

48) = 4.11, ~ = 0.04). Ages of abused elders had a mean of 

76.88 (S.D.= 10.70); ages in nonabused elders had a mean of 

78.75 (S.D. = 9.26) (t (46) = -0.65, N.S.). Abused elder's 

Educational Levels showed that 9 (37.50%) elders had not 

graduated from high school; among nonabused elders, 7 

(29.17%) had not graduated from high school. Among abused 

elders, 12 (50.00%) had graduated from high school but were 

not college graduates; among nonabused, 13 (54.17%) had 

graduated from high school but were not college graduates. 

Among abused elders, two (8.33%) were college graduates; 

among nonabused, two (8.33%) were college graduates. Among 

abused elders, one (4.17%) had some post-graduate education, 

and among nonabused, one (4.17%) had some post-graduate 

education. Among the abused elders, all of the elders were 

aware of the level of their education, but among the non-



Table 21. Difference Between Elder Groups According to Personal Characteristics. 

Group 

Gender 

Abused 

Non-abused 

Total 

Group 

Age 

Abused 

Non-abused 

Total 

Male 

15 

7 

22 

Number 

24 

24 

48 

Percent 

62.50 

29.20 

45.83 

Female 

Percent 

50.00 

50.00 

100.00 

9 

17 

26 

Percent 

37.50 

70.80 

54.17 

Mean 

76.88 

78.75 

n Total 
Percent 

24 50.00 

24 50.00 

48 100.00 

standard Deviation 

16.70 

9.26 

f-' 
W 
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Table 21--continued 

Level Abused Percent 

Education Level Attained by Elder 

Under High School 9 37.50 
Graduate 

High School Graduate 12 50.00 
but Not College 
Graduate 

College Graduate 2 8.33 

Post Graduate 1 4.17 

Don't Know 0 0.00 

Total 24 100.00 

Non-abused Percent 

7 29.17 

13 54.17 

2 8.33 

1 4.17 

1 4.17 

24 100.00 

n 

16 

25 

4 

2 

1 

48 

Total 
Percent 

33.33 

52.08 

8.34 

4.17 

2.08 

100.00 

...... 
w ....., 



Table 21--continued 

Group Alone 

Place of Elder Residence 

Abused 1 

Non-abused 4 

Total 5 

Group Number 

Level of Income Comfort 

Abused 

Non-abused 

Total 

24 

24 

48 

Percent 

4.17 

6.67 

10.42 

with 
Others 

Percent 

50.00 

50.00 

100.00 

23 

20 

43 

Percent 

45.83 

43.33 

89.58 

Mean 

2.46 

2.38 

n Total 
Percent 

24 50.00 

24 50.00 

48 100.00 

standard Deviation 

0.93 

0.82 

I-' 
W 
00 
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abused, the caregiver did not know the educational level of 

one (4.17%) elder (X2 (9, N = 48) = 8.52, 12 = N.S.). 

Among the Place of Residence of Elders, one (4.17%) 

abused elder lived alone and 23 (45.83) lived with others; 

among nonabused elders, 4 (6.67%) elders lived alone and 20 

(43.33%) lived with others (X 2 (5) = 2.01, N.S.). Abused 

elders' Level of Income Comfort had a mean of 2.46 (S.D. = 

0.93); nonabused elders had a mean of 2.38 (S.D. = 0.82) 

(t (46) = 0.33, N.S.). 

Perceptions of Quality of Care 

Elder Factors included Self Assessed Quality of 

Care Received From Family, Quality of Care Compared to 

others of the Same Age, Quality of living situation as Rated 

by Elder, and Quality of Living situation Compared to Others 

in Same situation. None of these variables were signifi

cant. Table 22 shows Self Assessed Quality of Care Received 

From family and Quality of Care Compared to others of Same 

Age. Abused elders' reports of Self Assessed Quality of 

Care Provided by Family had a mean of 1.58 (S.D. = 0.93). 

Among nonabused elders, the mean was 1.29 (S.D. = 0.46) 

(t (46) = 1.38, N.S.). Abused elders' Quality of Care 

Compared to Others of Same Age had a mean of 1.96 (S.D. = 

1.09); among nonabused, the mean was 1.74 (S.D. = 0.86) 

(t (43) = 0.74, N.S.). 



Table 22. Difference Between Elder Groups According to Perceptions of Quality of 
Care: Care Received from Family and Compared to Others of Same Age. 

Group Number Percent Mean Standard Deviation 

Self Assessed Quality of Care Received from Family 

Abused 24 50.00 1.58 0.93 

Non-abused 24 50.00 1.29 0.46 

Total 48 100.00 

Quality of Care compared to others of Same Age 

Abused 24 50.00 1.96 1.09 

Non-abused 24 50.00 1. 74 0.86 

Total 48 100.00 

I--' 
~ 
o 
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Table 23 shows Quality of Living situation Rated by 

Elder and Quality of Living situation compared to Others In 

Same situation. Among abused elders, Quality of Living 

situation reflected a mean = 2.04, S.D. = 0.91; nonabused 

ref lected a mean = 2.00 (S.D. = 0.78) (t. (46) = O. 17, N. S. } . 

Abused elders' Quality of Living situation Compared to 

Others in the Same situation had a mean of 2.04 (S.D. = 

0.91); nonabused elders had a mean of 2.00 (S.D. = 0.78) 

(t. (46) = 1.67, N.S.). 

Perceptions of Elder Health 

Elder Health included Self Assessed Health, Self 

Assessed Health in Comparison to Others of Same Age, 

Caregiver Assessment of Elder Health, Health in Comparison 

to Others of the Same Age Rated by caregiver, Level of 

Confusion Rated by caregiver, Frequency of Confusion Rated 

by Caregiver, Level of Competency Rated by Caregiver, Level 

of Frailness, Elder Health Problems Rated by caregiver, 

Functional Abilities Rated by Caregiver, and Complaints 

Voiced about Elder by Caregiver. Among these variables, 

only Self Assessed Health was significant. 

Table 24 shows differences in Elder Factors 

regarding Self Assessed Health and Self Assessed Health in 

Comparison to others of Same Age. Among abused elders, Self 

Assessed Health had a mean of 2.04 (S.D. = 0.81); among 

nonabused elders, mean was 2.88 (S.D.= 1.08) (t. (46) = 



Table 23. Difference Between Elder Groups According to Perceptions of Quality of 
Care: Living situation as Rated by Elder and Compared to Others 
of Same Age. 

Group Number Percent Mean Standard Deviation 

Quality of Living situation as Rated by Elder 

Abused 24 50.00 2.04 0.91 

Non-abused 24 50.00 2.00 0.78 

Total 48 100.00 

Quality of Living situation Compared to Others in Same situation 

Abused 24 50.00 0.04 0.91 

Non-abused 24 50.00 2.00 0.78 

Total 48 100.00 

..... 
~ 
N 



Table 24. Difference Between Elder Factors According to Elder Health: Self Assessed 
Health and Compared to Others of the Same Age. 

Group Number Percent Mean Standard Deviation 

Self Assessed Health 

Abused 24 50.00 2.04 0.81 

Non-abused 24 50.00 2.88 1.08 

Total 48 100.00 

Self Assessed Health in comparison to others of the Same Age 

Abused 23 47.92 2.78 1.38 

Non-abused 23 47.92 3.00 1.00 

Total 46 95.84 

I-' 
~ 
w 
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-3.04, £ = 0.00). This variable was significant. Elders in 

the abused group assessed their health poorer than those in 

the nonabused group. Among abused elders, Self Assessed 

Health in Comparison to others of the Same Age had a mean of 

2.78 (S.D. = 1.38); among nonabused elders, mean was 3.00 

(S.D. = 1.00) Ct (44) = -0.61, N.S.). 

Table 25 shows differences in Elder Health as meas

ured by caregivers I Assessment of Elder Health, and Health 

in Comparison to others of the Same Age Rated by caregiver. 

For abused elders, Caregiver Assessment of Elder Health had 

a mean of 3.92 (S.D. = 1.14); among nonabused elders, the 

mean was 3.29 (S.D. = 1.33) (t (46) = 1.75, N.S.). Among 

abused elders, Health in comparison to others of the Same 

Age Rated by Caregiver had a mean 3.75 (S.D. = 1.26); for 

nonabused elders the mean was 3.46 (S.D. = 1.53) (t (46) = 

0.72, N.S.). 

Table 26 shows Level of Confusion and Frequency of 

Confusion Rated by Caregiver. For abused elders, Level of 

Confusion Rated by Caregiver had a mean of 2.08 (S.D. = 

1.02); the nonabused had a mean of 2.29 (S.D. = 0.18) 

(t (46) = -0.72, N.S.). Frequency of Confusion Rated by 

caregiver in the abused elders group had a mean of 2.63 

(S.D. = 0.97); in the nonabused group, mean was 2.71 (S.D. = 

0.96) (t (46) = -0.30, N.S.). 

Table 27 shows Level of Competency Rated by Care

giver and Level of Frailness. Level of competency Rated by 



Table 25. Difference Between Elder Factors According to Elder Health: Caregiver 
Assessment of Elder Health and comparison to others of Same Age. 

Group Number Percent Mean Standard Deviation 

Caregiver Assessment of Elder Health 

Abused 24 50.00 3.92 1.14 

Non-abused 24 50.00 3.29 1.33 

Total 48 100.00 

Health in comparison to others of the Same Age Rated by Caregiver 

Abused 24 50.00 3.75 1.26 

Non-abused 24 50.00 3.46 1.53 

Total 48 100.00 

f-I 
~ 
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Table 26. Difference Between Elder Factors According to Elder Health: Level and 
Frequency of Confusion. 

Group Number Percent 

Level of Confusion 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Frequency of Confusion Rated by caregiver 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Mean 

2.08 

2.29 

2.63 

2.71 

standard Deviation 

1. 02 

0.18 

0.97 

0.96 

..... 
~ 
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Table 27. Difference Between Elder Factors According to Elder Health: Levels of 
competency and Frailness. 

Group Number Percent Mean Standard Deviation 

Level of competency Rated by caregiver 

Abused 24 50.00 3.13 0.95 

Non-abused 24 50.00 2.83 1. 09 

Total 48 100.00 

Level of Frailness 

Abused 24 50.00 3.41 1.28 

Non-abused 24 50.00 3.25 1.03 

Total 48 100.00 

!-' 
.t::. 
-...] 



148 

Caregiver in the abused group had a mean of 3.13 (S.D. = 

0.95); for nonabused elders the mean was 2.83 (S.D. = 1.09) 

(~ (46) = 0.99, N.S.). For abused elders, Level of Frail

ness had a mean of 3.41 (S.D. = 1.28); for nonabused elders, 

the mean was 3.25 (S.D. = 1.03) (~ (46) = 0.50, N.S.). 

Table 28 shows differences in Elder Health measured 

by Elder Health Problems Rated by Caregiver, Functional 

Abilities Rated by Caregiver, and Complaints voiced About 

Elder by caregiver. For abused elders, Elder Health 

Problems Rated by Caregiver had a mean of 26.21 (S.D. = 

9.81); among nona bused elders, the mean was 23.83 (S.D. = 

9.92) (~ (46) = 0.83, N.S.). Among abused elders, 

Functional Abilities Rated by Caregiver had a mean of 21.33 

(S.D. = 6.08); for nonabused elders, the mean was 23.83 

(S.D. = 5.67) (~ (46) = -1.25, N.S.). For abused elders, 

Complaints Voiced About Elder by Caregiver had a mean of 

5.28 (S.D. = 2.36); for nonabused elders, mean was 4.58 

(S.D. = 2.59) (~ (46) = 0.97, N.S.). None of the variables 

above was significant. 

Elder Personal Attributes 

Elder Personal Attributes are shown on Table 29. 

They include: Nurse Assessment of Elder Disabilities, Nurse 

Assessment of Physical Attributes, Nurse Assessment of Elder 

Mental Attributes, Nurse Assessment of Interpersonal 

Attributes, and Nurses' Overall Assessment of Personal 



Table 28. Difference Between Elder Factors According to Elder Health: Elder's 
Health Problems, Functional Abilities, and Complaints Voiced Against Elder 
by caregiver. 

Group Number Percent 

Elder's Health Problems Rated by careqiver 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Functional Abilities as Rated by caregiver 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Complaints Voiced Aqainst Elder by careqiver 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Mean 

26.21 

23.83 

21.33 

23.46 

5.28 

4.58 

standard Deviation 

9.81 

9.92 

6.08 

5.67 

2.36 

2.59 

f-I 
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Table 29. Difference in Elder Factors According to Personal Attributes. 

Group Number Percent Mean Standard Deviation 

Nurse Assessment of Disabilities 

Abused 24 50.00 13.35 3.10 

Non-abused 24 50.00 12.39 3.73 

Total 48 100.00 

Nurse Assessment of Physical Attributes 

Abused 24 50.00 12.17 3.33 

Non-abused 24 50.00 10.46 2.90 

Total 48 100.00 

Nurse Assessment of Mental Attributes of Elder 

Abused 24 50.00 15.73 3.97 

Non-abused 24 50.00 12.73 3.37 

Total 48 100.00 

f-I 
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Table 29--continued 

Group Number Percent Mean 

Nurse Assessment of Interpersonal Attributes 

Abused 24 50.00 11.65 

Non-abused 23 47.92 10.17 

Total 48 97.92 

Nurse Overall Assessment of Elder Personal Attributes 

Abused 24 50.00 52.90 

Non-abused 24 50.00 46.07 

Total 48 100.00 

standard Deviation 

3.68 

2.81 

11.48 

10.83 

...... 
U1 
I-' 



Attributes. Among these variables, two were significant: 

Nurse Assessment of Elder Mental Attributes and Nurses' 

Overall Assessment of Personal Attributes. 
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Nurse Assessment of Disabilities had a mean of 

13.50 (S.D. = 3.10); for nonabused elders, mean was 12.39 

(S.D. = 3.73) (t (46) = 0.97, N.S.). Among abused elders, 

Nurse Assessment of Physical Attributes had a mean of 12.17 

(S.D. = 3.33); nonabused elders had a mean of 10.46 (S.D. = 

2.90) (t (46) = 1.89, N.S.). Among abused elders, Nurse 

Assessment of Mental Attributes had a mean of 15.73 (S.D. = 

3.97); nonabused elders had a mean of 12.73 (S.D. = 3.37) 

(t (46) = 2.82, ~ = 0.00). Nurse Assessment of Elder Mental 

Attributes was significant. Elders in the abused group had 

more negative Mental Attributes than elders in the nonabused 

group. Among abused elders, Nurse Assessment of Inter

personal Attributes had a mean of 11.65 (S.D. = 3.68); the 

nonabused group had a mean of 10.17 (S.D. = 2.81) (t (45) = 

1.55, N.S.). Among abused elders, Nurses' Overall Assess

ment of Elder Personal Attributes had a mean of 52.90 (S.D. 

= 11.48); nonabused elders had a mean of 46.07 (S.D. = 10.83 

(t (46) = 2.12, ~ = 0.04). The variable, Nurses' Overall 

Assessment of Personal Attributes was significantly differ-

ent between the two groups. Abused elders had more negative 

Personal Attributes than nonabused elders. 

In summary, Elder Factors included four significant 

factors: Gender, Self Assessed Health, Nurse Assessment of 



Mental Attributes, and Nurses' Overall Assessment of 

Personal Attributes. 

caregiver Factors 
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Caregiver Factors included personal characteristics 

of caregiver, Gender, Age, Educational Level Attained, and 

Level of caregiver Income comfort (Table 30), none of which 

was significant. Among abused elders, 3 (12.50%) caregivers 

were male and 21 (37.50%) were female. Among nonabused 

elders, 3 (12.50%) caregivers were male and 21 (37.50%) were 

females (X 2 (1, N = 48) = 0.00, N.S.). For abused elders, 

caregivers Age had a mean of 59.58 (S.D. = 12.25); for 

caregivers of nonabused elders the mean was 58.29 (S.D. = 

12.29) (t (46) = 0.37, N.S.). For abused elders, there were 

4 (16.70%) caregivers who had not graduated from high 

school, 15 (62.50%) were high school graduates, 1 (4.17%) 

was a college graduate, and 4 (16.67%) had post-graduate 

educations. There were 4 (16.70%) caregivers among non

abused elders who had not graduated from high school, 

15 (62.50%) were high school graduates, one (4.20%) was a 

college graduate, and one (4.17%) had post-graduate 

education. The chi-square was 2.54, (N.S). The mean for 

the Level of Income Comfort for the abused group was 2.63 

(S.D. = 0.92); among the nonabused, the mean was 2.92 (S.D. 

was 0.72) (t (46) = -1.22, N.S.). 



Table 30. Difference in Caregiver Factors According to Personal Characteristics of 
caregiver. 

Group Male Percent Female Percent n Total 
Percent 

Gender 

Abused 3 12.50 21 37.50 24 50.00 

Non-abused 3 12.50 21 37.50 24 50.00 

Total 6 25.00 42 87.50 48 100.00 

Group Number Percent Mean standard Deviation 

Age 

Abused 24 50.00 59.58 12.25 

Non-abused 24 50.00 58.29 12.29 

Total 48 100.00 
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Table 30--continued 

Level Abused Percent Non-abused Percent n Total 
Percent 

Education Level Attained by Careqiver 

Under High School 4 16.67 4 16.67 8 16.67 
Graduate 

High School Graduate 14 58.33 15 62.50 29 60.42 
but Not College 
Graduate 

College Graduate 2 8.33 1 4.17 3 6.25 

Post Graduate 4 16.67 1 4.17 3 6.25 

Don't Know 0 0.00 4 16.67 8 16.67 

Total 24 100.00 24 100.00 48 100.00 

Group Number Percent Mean Standard Deviation 

Level of Careqiver Income Comfort 

Abused 24 50.00 2.63 0.92 

Non-abused 24 50.00 2.92 0.72 

Total 48 100.00 /-I 
(JI 

111 



156 

Table 31 shows differences in Caregiver Factors 

according to Health, which included Self Assessed Health, 

Self Assessed Health in Comparison to others of the Same 

Age, Self Assessed Health Since Becoming caregiver to Elder, 

and Self Assessed Health Problems. None of the variables 

was significant. Among the abused elders, Self.Assessed 

Health of caregiver had a mean of 2.58 (S.D. = 1.06); for 

nonabused elders, the mean was 2.50 (S.D. = 0.98) (1 (46) = 

0.28, N.S.). For abused elders, Self Assessed Health in 

comparison to others of the Same Age had a mean of 2.25 

(S.D. = 1.13); in the nonabused group, mean was 2.58 (S.D. = 

1.25) (1 (46) = -0.98, N.S.). Among abused elders, Self 

Assessed Health Since Becoming Caregiver to Elder had a mean 

of 3.46 (S.D. = 0.98); for the nonabused group, the mean was 

3.50 (S.D. = 0.78) (1 (46) = -0.16, N.S.). For abused 

elders, caregiver Self Assessed Health Problems had a mean 

of 17.79 (S.D. = 7.16); for nonabused elders the mean was 

15.83 (S.D. = 6.28) (1 (46) = 1.01, N.S.). None of the 

caregiver Health variables was significant. 

Table 32 shows differences between groups concern

ing Caregiver Impact which included Extent of Responsibili

ties for Elder Care, Effect Responsibility of Caregiving Had 

Made on Life, Time When Caregiver Wished Responsibility for 

Elder to End, and Formal/Informal Support Available. For 

abused elders, Extent of caregiver Responsibilities for 

Elder Care had a mean of 47.49 (S.D. = 9.75); for the 



Table 31. Difference in caregiver Factors According to Health. 

Group Number Percent Mean 

Self Assessed Health 

Abused 24 50.00 2.58 

Non-abused 24 50.00 2.50 

Total 48 100.00 

Self Assessed Health in comparison to others of the Same Age 

Abused 24 50.00 2.25 

Non-abused 24 50.00 2.58 

Total 46 95.84 

Self Assessed Health Since Becoming caregiver to Elder 

Abused 24 50.00 3.46 

Non-abused 24 50.00 3.50 

Total 48 100.00 

Standard Deviation 

1.06 

0.98 

1.13 

1.25 

0.98 

0.78 
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Table 31--continued 

Group Number 

Self Assessed Health Problems 

Abused 24 

Non-abused 24 

Total 48 

Percent Mean 

50.00 17.79 

50.00 15.83 

100.00 

Standard Deviation 

7.16 

6.28 
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Table 32. Difference in Caregiver Factors According to Caregiver Impact. 

Group Number Percent 

Extent of Responsibilities for Elder Care 

Abused 24 50.00 

Non-abused 24 50.00 

Total 48 100.00 

Mean 

47.49 

43.31 

Effect Responsibility of careqivinq has Made on Life 

Abused 24 50.00 11.13 

Non-abused 23 47.92 11.00 

Total 47 97.92 

Time When caregiver Wishes Responsibility for Elder to End 

Abused 23 47.92 3.48 

Non-abused 23 47.92 3.41 

Total 46 95.84 

standard Deviation 

9.75 

12.59 

4.62 

5.73 

1.83 

1.82 

..... 
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Table 32--continued 

Group Number 

Formal/Informal Support Available 

Abused 24 

Non-abused 24 

Total 48 

Percent 

50.00 

50.00 

100.00 

Mean 

256.04 

256.75 

standard Deviation 

127.74 

124.95 

I-' 
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nonabused the mean was 43.31 (S.D. = 12.59) (1 (46) = 1.29, 

N.S.). For abused elders, Effect Responsibility of Care

giving Had Made on Life of caregiver had a mean of 11.13 

(S.D. = 4.62); among the nonabused group, the mean was 11.00 

(S.D. = 5.73) (1 (45) = 0.08, N.S.). For abused elders, 

Time When Caregiver Wished Responsibility for Elder to End, 

the mean was 3.48 (S.D. = 1.83); for nonabused elders, the 

mean was 3.41 (S.D. = 1.82) (1 (43) = 0.13, N.S.). For 

abused elders, Formal/Informal Support Available had a mean 

of 256.04 (S.D. = 127.74); mean for nonabused elders was 

256.75 (S.D. = 124.95) (1 (456) = -0.02, N.S.). None of the 

variables included in caregiver Impact was significant. 

caregiver Personal Attributes 

Table 33 shows Caregiver Personal Attributes which 

included Nurse Assessment of caregiver Disabilities, Nurses 

Assessment of Caregiver Physical Attributes, Nurse Assess

ment of caregiver Mental Attributes, Nurse Assessment of 

Interpersonal Attributes, and Nurses' Overall Assessment of 

Personal Attributes. Among the abused elders, Nurse Assess

ment of Disabilities had a mean of 6.83 (S.D. = 0.82); for 

caregivers of nonabused elders, the mean was 6.38 (S.D. = 

0.65) (1 (46) = 2.16, ~ = 0.04). caregiver Disabilities was 

significant. Caregivers of abused elders were perceived to 

have more negative disability attributes than caregivers in 

the nonabused group. 



Table 33. Difference in caregiver Factors According to Personal Attributes. 

Group Number 

Nurse Assessment of Disabilities 

Abused 24 

Non-abused 24 

Total 48 

caregivers' Physical Attributes 

Abused 24 

Non-abused 24 

Total 48 

caregivers' Mental Attributes 

Abused 24 

Non-abused 24 

Total 48 

Percent 

50.00 

50.00 

100.00 

50.00 

50.00 

100.00 

50.00 

50.00 

100.00 

Mean 

6.83 

6.38 

7.42 

6.75 

11.46 

10.50 

standard Deviation 

0.82 

0.65 

2.24 

2.35 

2.80 

2.74 

!-J 
0\ 
f\) 



Table 33--continued 

Group Number Percent 

Caregivers' Interpersonal Attributes 

Abused 

Non-abused 

Total 

24 

24 

48 

50.00 

50.00 

100.00 

Mean 

10.50 

9.46 

Nurses' Overall Assessment of caregiver Personal Attributes 

Abused 

Non-abused 

Total 

24 

24 

48 

50.00 

50.00 

100.00 

36.22 

33.08 

standard Deviation 

2.72 

2.45 

6.71 

6.72 

I-' 
0'1 
W 
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Among caregivers in the abused group, Nurse Assess

ment of Physical Attributes of Caregivers for abused elders 

had a mean of 7.42 (S.D. = 2.24); caregivers of nonabused 

elders had a mean of 6.75 (S.D. = 2.35) (t (46) = 1.01, 

N.S.). Caregiver Personal attributes of Physical Attributes 

was not significant. 

Among caregivers of abused elders, Nurse Assessment 

of Mental Attributes had a mean of 11.46 (S.D. = 2.80); 

caregivers of nonabused elders had a mean of 10.50 (S.D. 

2.74) (t (46) = 1.20, N.S.). Nurse Assessment of Caregiver 

Mental Attributes was not significant. 

Among caregivers of abused elders regarding Nurse 

Assessment of Interpersonal Attributes had a mean of 10.50 

(S.D. = 2.72); caregivers of nonabused elders had a mean of 

9.46 (S.D. = 2.45) (t (46) = 1.40, N.S.). This variable was 

not significant. 

Among caregivers of abused elders regarding Nurse 

Overall Assessment of Personal Attributes, the mean was 

36.22 (S.D. = 6.71); for caregivers of nonabused elders the 

mean was 33.08 (S.D. = 6.72) (t (46) = 1.62, N.S.). This 

variable was not significant. 

Summary 

In summary, based upon research findings, the 

answer to Research Question 2 regarding differences between 

abused and nonabused elders is that among the 52 variables 
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measured, five were significant. Variables included the 

following. (l) Gender of Elder: There were more male 

elders among the abused group than in the nonabused group 

and more females among the nonabused group than among the 

abused group. (2) Self Assessed Health of Elder: Elders in 

the abused group perceived their own health as poorer than 

elders in the nonabused group. (3) Nurse Assessment of 

Elder Mental Attributes: Elders in the abused group had 

more negative Mental Attributes than the nonabused elders. 

(4) Nurses' Overall Assessment of Elder: Elders in the 

abused group were perceived by the Nurse as having more 

negative personal attributes than nonabused elders. 

(5) Nurses' Overall Assessment of Caregiver Disabilities: 

Caregivers of elders in the abused group were perceived by 

the nurse to have more disabilities than elders in the 

nonabused group. 

Findings for Research Question 3 

Research Question 3 referred to differences between 

abused elders correctly identified and abused elders incor

rectly identified by nurses. The question was answered in 

two ways: quantitatively, discussed first, and qualita

tively. 

Only subjects in the abused group (N = 24) were 

used since none of the nonabused elders was incorrectly 

identified. (Research Question 1 showed five (20.83%) 
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abused elders correctly identified by nurses and 19 (79.17%) 

incorrectly identified.) Quantitative Findings are dis

cussed according to the four concepts in the conceptual 

framework: structural Factors, Relationship Factors, Elder 

Factors, and Caregiver Factors. 

structural Factors 

Variables in structural Factors included site of 

Interview, Source of Referral, Environment Rated by Nurse, 

Number People in Household of Elder, and Number of Bedrooms 

in Residence of Elder (Table 34). Among these variables 

only one was significant: Environment Rated by Nurse. site 

of Interview included Tucson and Phoenix. In Tucson none of 

the abused elders were correctly identified and nine 

(37.50%) were incorrectly identified. In Phoenix five 

(20.83%) were correctly identified and 10 (41.67%) incor

rectly identified (X 2 (1), N = 24) = 2.04, N.S.). 

Source of referral included two variables: Media 

Advertising and Agency Referral. Media Advertising refer

rals included two (8.33%) from the correctly identified 

group and eight (33.33%) from the incorrectly identified 

group. In the correctly identified group, three (12.50%) 

were agency referrals; among the correctly identified group, 

11 (45.84%) were agency referrals (X 2 (I), N = 24) = 0.00, 

N.S.). For the correctly identified group, the mean for 

Environment as Rated by Nurse was 2.64 (S.D. = 0.92); in the 



Table 34. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to structural Factors. 

Type Identified Place n Percent Place !l Percent !l Total 
#1 #2 Percent 

site of Interview 

correctly Tucson 0 0.00 Phoenix 5 20.83 5 20.83 

Incorrectly Tucson 9 37.40 Phoenix 10 41. 67 19 79.17 

Total 9 37.50 15 62.50 24 100.00 

Type Identified Source n Percent Source n Percent n Total 
#1 #2 Percent 

Source of Referral 

correctly Media 2 8.33 Agency 3 12.50 5 20.83 

Incorrectly Media 8 33.33 Agency 11 45.83 19 79.17 

Total 10 41. 67 14 58.33 24 100.00 

I-' 
0'1 
-....J 



Table 34--continued 

Type Identified Number Percent 

Environment Rated by Nurse 

correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Number of People Living in Household of Elder 

correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Number of Bedrooms in Household of Elder 

correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Mean 

2.64 

1. 61 

3.40 

2.79 

3.20 

2.63 

Standard Deviation 

0.92 

0.74 

1.67 

1.55 

1.79 

1.12 

(-I 

0'\ 
co 
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incorrectly group, the mean was 1.61 (S.D. = 0.74) (~ (22) = 

2.64, 2 = 0.01). This variable was significant. The 

environments of the incorrectly identified group were rated 

by the nurse to be poorer than environments of the correctly 

identified group. For the correctly identified group, the 

Number of People Living in Household of Elder had a mean of 

3.40 (S.D. = 1.67); for the incorrectly identified group, 

the mean was 2.79 (S.D. = 1.55 (~ (22) = 0.77, 2 = N. S). 

In the correctly identified group, the Number of Bedrooms in 

the Household of Elder had a mean of 3.20 (S.D. = 1.79); 

among the incorrectly identified group, the mean was 2.63 

(S.D. = 1.12) (~ (22) = 0.77, 2 = N.S.). 

In summary, among the five variables in structural 

Factors, only one was significant: Environment Rated by 

Nurse. Elders in the correctly identified group were 

observed by nurses to have poorer environmental conditions 

in the room and residence than elders in the incorrectly 

identified group. 

Relationship Factors 

Relationship Factors was measured by Kinship 

Relationship Between Caregiver and Elder, Length of Time 

Caregiver Had Provided Care to Elder, and Quality of Rela

tionship Between Caregiver and Elder as shown in Table 35. 

Among these variables, two were significant: Length of Time 

caregiver Had Provided care to Elder and Quality of 



Table 35. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Relationship Factors. 

Type Identified Kinship n 
#1 

Percent Kinship 
#2 

Kinship Relationship Between caregiver and Elder 

Correctly Spouse 4 16.70 Other 
Relative 

Incorrectly Spouse 10 41.70 Other 
Relative 

n 

1 

9 

Total 14 10 

Type Identified Number Percent Mean 

Length of Time caregiver had Provided Care to Elder 

correctly 5 16.70 141. 20 

Incorrectly 19 79.17 36.84 

Total 24 100.00 

Percent 

4.20 

37.50 

n 

5 

19 

Total 
Percent 

20.80 

79.20 

24 100.00 

Standard Deviation 

86.69 

37.56 

I-' 
---J 
o 



Table 35--continued 

Type Identified Number Percent 

Quality of Relationship Between caregiver and Elder 

correctly 

Incorrectly 

Total 

5 

19 

24 

20.83 

79.17 

100.00 

Mean 

3.20 

2.00 

standard Deviation 

1.30 

0.82 

f-I 
~ 

f-I 
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Relationship Between Caregiver and Elder. In the correctly 

identified group, four (16.67%) caregivers were spouse (or 

partner) to elder; in the incorrectly identified group, 10 

(41.70%) were spouses (or partners). In the correctly 

identified group, one (4.20%) was other type relative, such 

as daughter or son, or child surrogate; in the incorrectly 

identified group, nine (37.50%) were daughter or son or 

child surrogate (X 2 (1, N = 24) = 0.35, N.S.). In the 

correctly identified group, Length of Time Caregiver had 

Provider Care to Elder had a mean of 141.20 (S.D. = 86.69%); 

in the incorrectly identified group, mean was 36.84 (S.D. = 

37.56) (t (22) = 4.14, R = 0.00). Length of Time caregiver 

Had Provided Care to Elder was significantly different for 

the two groups. Caregivers in the correctly identified 

group had provided care longer to the elders than caregivers 

in the incorrectly identified group. 

In the correctly identified group, Quality of 

Relationship Between Caregiver and Elder had a mean of 3.20 

(S.D. = 1.30); in the incorrectly identified group, the mean 

was 2.00 (S.D. = 0.82) (t (22) = 2.58, R = 0.01). This 

variable was significantly different for the two groups. 

The relationship of caregivers to elder in the correctly 

identified group was rated worse by the caregivers than the 

relationships in the incorrectly identified group. 
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In summary, among Relationship factors, two vari

ables were significant: Length of Time Caregiver Had 

Provided Care to Elder, and Quality of Relationship Between 

Caregiver and Elder. 

Elder Factors 

Elder Factors consisted of Elder Personal Charac

teristics including Gender, Age, Educational Level Attained, 

Place of Elder Residence, and Level of Income Comfort shown 

in Table 36. None of these variables was significant. 

Among the correctly identified elders, four (16.67%) were 

male; in the incorrectly identified elders, 11 (45.83%) were 

male. In the correctly identified group, one (4.17%) was 

female; in the incorrectly identified group, eight (33.33%) 

were female (X 2 (1, N = 24) = 0.15, N.S.). 

Ages of elders in the correctly identified group 

had a mean of 72.20 (S.D. = 9.47); ages of the incorrectly 

identified group had a mean of 72.20 (S.D. = 9.47) (~ (22) = 

-1.10, N.S.). 

Among the correctly identified group, two (8.33%) 

elders had Educational Levels below high school graduate; 

seven (29.17%) among incorrectly identified elders were 

below high school graduate. In the correctly identified 

elders, three (12.50%) had high school educations and above; 

among the incorrectly identified elders, 12 (50.00%) had 



Table 36. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Elder Personal Characteristics. 

Type Identified Male Percent Female Percent Total 
D. Percent 

Gender 

Correctly 4 16.70 1 4.17 5 20.83 

Incorrectly 11 45.83 8 33.33 19 79.17 

Total 15 62.50 9 37.50 24 100.00 

Type Identified Number Percent Mean Standard Deviation 

Age 

Correctly 5 20.83 72.20 9.47 

Incorrectly 19 79.17 78.11 10.90 

Total 24 100.00 

f-I 
~ 
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Table 36--continued 

Type Identified Under Percent 
High School 

Education Level Attained 

correctly 2 8.33 

Incorrectly 7 29.17 

Total 9 

Type Identified Location 1 
Alone 

n Percent 

Place of Elder Residence 

correctly 0 0.00 

Incorrectly 1 4.17 

Total 1 

High School Percent 
and Over 

3 12.50 

12 50.00 

15 

Location 2 
with Relative 

n Percent 

5 20.83 

18 75.00 

23 

Total 
n 

5 

19 

24 

Total 

n 

5 

19 

24 

Percent 

20.83 

79.17 

100.00 

Percent 

20.83 

79.17 

100.00 

I-' 
~ 
111 



Table 36--continued 

Type Identified 

Level of Income Comfort 

correctly 

Incorrectly 

Total 

Number 

5 

19 

24 

Percent 

20.83 

79.17 

100.00 

Mean 

2.60 

2.42 

standard Deviation 

0.55 

1.02 

I-' 
'-.I 
0\ 



high school educations and above (X 2 (4, N = 24) = 0.05, 

N.S.) . 
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There were two locations for Place of Elder 

Residence: alone and with relatives. Among the correctly 

identified elders, none lived alone; in the incorrectly 

identified group, one (4.17%) lived alone. In the correctly 

identified group, five (20.83%) lived with relatives; in the 

incorrectly identified group, 18 (75.00%) lived with 

relatives (X 2 (4, N = 24) = 0.05, N.S.). In the correctly 

identified group, the mean for the Level of Income Comfort 

was 2.60 (S.D. = 0.55); in the incorrectly identified group, 

the mean was 2.42 (S.D. 1.02) (:!; (22) = 0.38, N.S.). Among 

the discussed five Personal Characteristics of Elders, none 

was significant. 

Elder Factors According to Quality of Care 

Quality of Care included Self Assessed Quality of 

Care, Quality of Care compared with others of the Same Age, 

Quality of Living situation as Rated by Elder, and Self 

Assessed Quality of Living situation Compared to Others in 

the Same situation as shown in Table 37. Only one of the 

variables was significant: Quality of Living situation 

Rated by Elder. Among the correctly identified group, Self 

Assessed Quality of Care had a mean of 2.20 (S.D. = 1.64); 

in the incorrectly identified group, the mean was 1.42 (S.D. 

= 0.61) (:!; (22) = 1.74, N.S.). Quality of Care Compared to 



Table 37. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Elder Personal Characteristics. 

Type Identified Number Percent Mean Standard Deviation 

Self Assessed Quality of Care Received from Family 

Correctly 5 20.83 2.20 1. 64 

Incorrectly 19 79.17 1.42 0.61 

Total 24 100.00 

Quality of Care Compared to others of the Same Age 

correctly 4 16.67 2.50 1.92 

Incorrectly 18 75.00 1.83 0.86 

Total 22 91.67 

Quality of Living situation as Rated by Elder 

Correctly 5 20.83 3.00 0.71 

Incorrectly 19 79.17 1.79 0.77 

Total 24 100.00 

f-I 
'-.J 
00 



Table 37--continued 

Type Identified Number Percent 

Self Assessed Quality of Living situation 
Compared to Others in the Same situation 

Correctly 

Incorrectly 

Total 

5 

19 

24 

20.83 

79.17 

100.00 

Mean 

3.00 

2.26 

standard Deviation 

0.00 

1.10 

f-' 
-..J 
\0 
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Others of the Same Age in the correctly identified group had 

a mean of 2.50 (S.D. = 1.92); the incorrectly identified 

group had a mean of 1.83 (S.D. = 0.86) (t (20) = 1.11, 

N.S.). Neither variable was significant. 

Among the correctly identified group, Quality of 

Living situation as Rated by Elder had a mean of 3.00 (S.D. 

= 0.71); in the incorrectly identified group, the mean was 

1.79 (S.D. = 0.77) (t (22) = 3.11, R = 0.00). This variable 

was significantly different for the two groups. Elders in 

the correctly identified group rated their living situations 

poorer than elders in the incorrectly identified group. 

Self Assessed Quality of Living situation Compared to Others 

in the Same situation had a mean of 3.00 (S.D. = 0.00); in 

the incorrectly identified, the mean was 2.26 (S.D. = 1.10) 

(t (22) = 1.48, N.S.). 

Elder Factors According to Elder Health 

Elder Factors according to Elder Health includes 

Self Assessed Health, Self Assessed Health in Comparison to 

Others of the Same Age, Caregiver Assessment of Elder 

Health, Health in Comparison to Others of the Same Age Rated 

by Caregiver, Level of Confusion Rated by Caregiver, Freq

uency of Confusion Rated by Caregiver, Level of competency 

Rated by caregiver, Level of Frailness, Health Problems 

Rated by Caregiver, Functional Abilities Rated by Caregiver, 
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and Complaints voiced About Elder by caregiver as shown in 

Table 38. None of these variables was significant. 

In the abused group, Self Assessed Health had a 

mean of 2.40 (S.D. = 0.90); in the incorrectly identified 

group, the mean was 1.95 (S.D. = 0.78) (~ (22) = 1.12, 

N.S.). Self Assessed Health in comparison to others of the 

Same Age had a mean of 3.00 (S.D. = 1.41); in the incor

rectly identified group, the mean was 2.73 (S.D. = 1.41) 

(~ (22) = 0.34, N.S.). Neither variable was significant. 

Among correctly identified elders, Caregiver 

Assessment of Elder Health had a mean of 3.40 (S.D. = 1.52); 

in the incorrectly identified group, the mean was 4.05 (S.D. 

= 1.03) (~ (22) = -1.15, N.S.). In the correctly identified 

group, Health in comparison to others of the Same Age Rated 

by caregiver had a mean of 3.80 (S.D. = 1.77); in the incor

rectly identified group, the mean was 3.74 (S.D. = 1.15) 

(~ (22) = 0.10, N.S.). Neither variable was significant. 

Among the correctly identified group, Level of 

Confusion Rated by Caregiver had a mean of 2.20 (S.D. = 

1.10); in the incorrectly identified group, the mean was 

2.05 (S.D. = 1.03) (~ (22) = 0.28, N.S.). Among the 

correctly identified group, Frequency of Confusion had a 

mean of 2.80 (S.D. = 1.10); in the incorrectly identified 

group, the mean was 2.58, S.D. = 0.96, (~ (22) = 0.45, 

N.S.) . 



Table 38. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Elder Health. 

Type Identified 

Self Assessed Health 

Correctly 

Incorrectly 

Total 

Number 

5 

19 

24 

Percent 

20.83 

79.17 

100.00 

Mean 

2.40 

1.95 

Self Assessed Health in Comparison to others of the Same Age 

Correctly 5 20.83 3.00 

Incorrectly 19 79.17 2.73 

Total 24 100.00 

caregiver Assessment of Health 

Correctly 5 20.83 3.40 

Incorrectly 19 79.17 4.05 

Total 24 100.00 

standard Deviation 

0.90 

0.78 

1.41 

1.41 

1.52 

1. 03 

I-' 
OJ 
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Table 38--continued 

Type Identified Number Percent Mean Standard Deviation 

Health comparison to others of the 
Same Age as Rated by caregiver 

correctly 5 20.83 3.80 1. 77 

Incorrectly 19 79.17 3.74 1.15 

Total 24 100.00 

Level of Confusion Rated by Caregiver 

correctly 5 20.83 2.20 1.10 

Incorrectly 19 79.17 2.05 1.03 

Total 24 100.00 

Frequency of Confusion as Rated by Caregiver 

Correctly 5 20.83 2.80 1.10 

Incorrectly 19 79.17 2.58 0.96 

Total 24 100.00 

I--' 
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Table 38--continued 

Type Identified Number Percent 

Level of competency as Rated by caregiver 

correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Level of Frailness 

correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Health Problems as Rated by caregiver 

correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Mean 

3.00 

3.16 

3.60 

3.37 

27.20 

25.95 

Standard Deviation 

1.00 

0.96 

1.14 

1.34 

10.57 

9.89 

I--' 
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Table 38--continued 

Type Identified Number Percent 

Complaints Voiced about Elder by caregiver 

Correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Functional Abilities of Elder as Rated by Caregiver 

Correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Mean 

6.32 

5.00 

20.20 

21.63 

standard Deviation 

3.89 

1.84 

7.19 

5.95 

I-' 
co 
U1 
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Among the correctly identified group, Level of 

Competency Rated by Caregiver had a mean of 3.00 (S.D = 

1.00); in the incorrectly identified group, the mean was 

3.16 (S.D. = 0.96) (t (22) = -0.33, N.S.). In the correctly 

identified group, Level of Frailness had a mean of 3.60 

(S.D. = 1.14); in the incorrectly identified group, the mean 

was 3.37 (S.D.= 1.34) (t (22) = 0.35, N.S.). 

In the correctly identified group, Health Problems 

as Rated by caregiver had a mean of 27.20 (S.D. = 10.57); in 

the incorrectly identified group, the mean was 25.95 (S.D. = 

9.89) (t (22) = 0.25, N.S.). In the correctly identified 

group, Functional Abilities had a mean of 20.20 (S.D. = 

7.19); among the incorrectly identified group, the mean was 

21.63 (S.D. = 5.95) (t (22) = -0.46, N.S.). Among the 

correctly identified group, complaints voiced About Elder by 

Caregiver had a mean of 6.32 (S.D. = 3.89); among the incor

rectly identified group, the mean was 5.00 (S.D. = 1.84) 

(t (22) = 1.12, N.S.). None of the variables was signifi

cant. 

Elder Factors According to Personal Attributes 

Elder Factors according to Personal Attributes 

included Nurse Assessment of Elder Disabilities, Nurse 

Assessment of Physical Attributes, Nurse Assessment of 

Mental Attributes, Nurse Assessment of Interpersonal 

Attributes, and Nurses' Overall Assessment of Elder Personal 
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Attributes as shown in Table 39. Two of these variables 

were significant: Nurse Assessment of Mental Attributes and 

Nurses' Overall Assessment of Personal Attributes. In the 

correctly identified group, Elder Disabilities had a mean of 

14.00 (S.D. = 4.24); in the incorrectly identified group, 

the mean was 13.18 (S.D. = 2.84) (t (22) = -0.10, N.S.). 

This variable was not significant. 

Among the correctly identified group, Nurse Assess

ment of Elder Physical Attributes had a mean of 14.60 (S.D. 

= 4.39); among the incorrectly identified group, the mean 

was 11.53 (S.D. = 2.80) (t (22) = 1.87, N.S.). Elder 

Physical Attributes was not significant. 

Among the correctly identified group, Nurses 

Assessment of Elder Mental Attributes had a mean of 18.60 

(S.D. = 4.16); in the incorrectly identified group, the mean 

was 14.97 (S.D. = 3.66) (t (22) = 3.10, 2 = 0.00). Elder 

Mental Attributes was significantly different for the two 

groups. Correctly identified elders were perceived by the 

nurse to have more negative mental attributes than elders in 

the incorrectly identified elders. 

Among the correctly identified, Nurse Assessment of 

Elder Interpersonal Attributes had a mean of 15.80 (S.D. = 

3.77); in the incorrectly identified group, the mean was 

10.56 (S.D. = 2.85) (t = (22) = 3.50,2 = 0.00). Elder 

interpersonal Attributes was significant. In the correctly 

identified group, elders were perceived by the nurse to have 



Table 39. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Personal Attributes. 

Type Identified Number Percent Mean Standard Deviation 

Elder Disabilities 

Correctly 5 20.83 14.00 4.24 

Incorrectly 19 79.17 13.18 2.84 

Total 24 100.00 

Elder Physical Attributes 

Correctly 5 20.83 14.60 4.39 

Incorrectly 19 79.17 11.53 2.80 

Total 24 100.00 

Elder Mental Attributes 

Correctly 5 20.83 18.60 4.16 

Incorrectly 19 79.17 14.97 3.66 

Total 24 100.00 

...... 
co 
co 



Table 39--continued 

Type Identified Number 

Elder Interpersonal Attributes 

Correctly 5 

Incorrectly 19 

Total 24 

Elder Total Personal Attributes 

Correctly 5 

Incorrectly 19 

Total 24 

Percent Mean 

20.83 15.80 

79.17 10.56 

100.00 

20.83 63.00 

79.17 50.24 

100.00 

Standard Deviation 

3.77 

2.85 

12.57 

9.87 

I--' 
co 
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more negative Interpersonal attributes than those in the 

incorrectly identified group. 

190 

Among the correctly identified group, Nurses' 

Overall Assessment of Elder Personal Attributes had a mean 

of 63.00 (S.D. = 12.57); in the incorrectly identified 

group, the mean was 50.24 (S.D. = 9.87) (~= (22) = 2.44, 

2 = 0.02). Elder Overall Personal Attributes was a sig

nificant variable. Among the correctly identified group, 

nurses perceived more negative personal attributes than 

among the incorrectly identified group. 

In summary, differences were found in four 

variables among Elder Factors: Quality of living situation, 

Nurses Assessment of Elder Mental Attributes, Nurse Assess

ment of Elder Interpersonal Attributes, and Nurses' Overall 

Assessment of Personal Attributes. 

caregiver Factors 

caregiver Factors included caregiver personal char

acteristics of Gender, Age, Educational Level Attained, and 

Level of Income Comfort (Table 40). None of these variables 

was significant. Among the correctly identified group, 

there were no male caregivers; in the incorrectly identified 

group, three (12.50) caregivers were male. In the correctly 

identified group, five (20.83%) caregivers were female; in 

the incorrectly identified group, 19 (79.17%) were female 

{X 2 (1, N = 24) = 0.04, N.S.). Gender was not significantly 



Table 40. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Caregiver Personal Characteristics. 

Type Identified 

Gender 

correctly 

Incorrectly 

Total 

Type Identified 

Age 

Correctly 

Incorrectly 

Total 

Male 

0 

3 

3 

Number 

5 

19 

24 

Percent 

0.00 

12.50 

Percent 

20.83 

79.17 

100.00 

Female 

5 

16 

21 

Percent 

Mean 

57.40 

60.16 

20.83 

66.67 

Total 
n Percent 

5 20.83 

19 79.17 

24 100.00 

standard Deviation 

10.74 

12.83 

f-' 
~ 

f-' 



Table 40--continued 

Type Identified 

Education Level Attained 

Correctly 

Incorrectly 

Total 

Type Identified 

Level of Income Comfort 

correctly 

Incorrectly 

Total 

Under 
High School 

1 

3 

4 

Number 

5 

19 

24 

Percent High School Percent 

4.17 

8.33 

Percent 

20.83 

79.17 

100.00 

and Over 

4 

16 

20 

Mean 

3.00 

2.52 

16.67 

66.67 

Total 
.n Percent 

5 20.83 

19 79.17 

24 100.00 

Standard Deviation 

0.71 

0.96 

I-' 
\0 

'" 



193 

different. Age of caregivers in the correctly identified 

group had a mean of 57.40 (S.D. = 10.74); in the incorrectly 

identified group, the mean was 60.16 (S.D.= 12.83) (1 (22) = 

-0.44, N.S.). In the correctly identified group, there was 

one (4.17%) caregiver who had not graduated from high 

school; in the incorrectly identified group, three (8.33%) 

caregivers had not graduated from high school. In the 

correctly identified group, four (16.67%) caregivers had 

graduated from high school and had some higher education; in 

the incorrectly identified group, 16 (67%) had graduated 

from high school and had some higher education (X 2 (8, N = 

24) = 0.02, N.S.). In the correctly identified group, Level 

of Income Comfort had a mean of 3.00 (S.D. = 0.71); in the 

incorrectly identified group, the mean was 2.52 (S.D. = 

0.96) (1 (22) = 1.02, N.S.). None of the Caregiver Personal 

Attributes was significant. 

Caregiver Health Characteristics 

Caregiver Health Characteristics included Self 

Assessed Health, Self Assessed Health in Comparison to 

others of the Same Age, Self Assessed Health Since Becoming 

Caregiver to Elder, and Self Assessed Health Problems as 

shown in Table 41. None of these variables was significant. 

Among the correctly identified group, caregiver Self 

Assessed Health had a mean of 2.20 (S.D. = 1.10); in the 

incorrectly identified group, the mean was 2.68 (S.D. = 



Table 41. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Caregiver Health. 

Type Identified 

Self Assessed Health 

correctly 

Incorrectly 

Total 

Number 

5 

19 

24 

Percent 

20.83 

79.17 

100.00 

Mean 

2.20 

2.68 

Self Assessed Health in comparison to others of the Same Age 

Correctly 5 20.83 1.60 

Incorrectly 19 79.17 2.42 

Total 24 100.00 

Self Assessed Health since Becoming caregiver to Elder 

correctly 5 20.83 3.20 

Incorrectly 19 79.17 3.53 

Total 24 100.00 

standard Deviation 

1.10 

1.06 

0.89 

1.12 

1.48 

0.84 

I-' 
1.0 
.b. 



Table 41--continued 

Type Identified Number 

Self Assessed Health Problems 

Correctly 

Incorrectly 

Total 

5 

19 

24 

Percent 

20.83 

79.17 

100.00 

Mean 

17.20 

17.95 

standard Deviation 

8.17 

7.11 

I-' 
\0 
01 
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1.06) (~ (22) = -0.91, N.S.). In the correctly identified 

group, Self Assessed Health in comparison to others of the 

Same Age had a mean of 1.60 (S.D. = O. 89); in the incor

rectly identified group, the mean was 2.42 (S.D. = 1.12) 

(~ (22) = -0.91, N.S.). In the correctly identified group, 

Self Assessed Health Since Becoming Caregiver to Elder had a 

mean of 3.20 (S.D. = 1.48); in the incorrectly identified 

group, the mean was 3.53 (S.D. = 0.84) (~ (22) = -0.66, 

N.S.). In the correctly identified group, Self Assessed 

Health Problems had a mean of 17.20 (S.D. = 8.17); in the 

incorrectly identified group, the mean was 17.95 (S.D. = 

7.11) (~ (22) = -0.20, N.S.). None of the variables in 

Caregiver Health was significant. 

Caregiver Impact 

Caregiver Impact included Extent of Responsibili

ties for Elder Care, Effect Responsibility of Caregiving Had 

Made on Life, Time When caregiver Wished Responsibility for 

Elder to End, and Formal/Informal Support Available. 

Table 42 shows Extent of Responsibilities for Elder 

Care and Effect Responsibility of caregiving Had Made on 

Life. In the correctly identified group, Extent of Respon

sibilities for Elder Care had a mean of 48.80 (S.D. = 9.79); 

in the incorrectly identified group, the mean was 47.14 

(S.D. = 9.98) (~ (22) = 0.33, N.S.). In the correctly 

identified group, Effect Responsibility of Caregiving Had 



Table 42. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Caregiving Impact. 

Type Identified Number Percent 

Extent of Responsibilities for Elder Care 

Correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Effect Responsibility of careqivinq had Made on Life 

Correctly 5 20.83 

Incorrectly 19 79.17 

Total 24 100.00 

Mean 

48.80 

47.14 

11.60 

11.00 

Time When careqiver Wished Responsibility for Elder to End 

Correctly 5 20.83 3.40 

Incorrectly 19 79.17 3.50 

Total 24 100.00 

standard Deviation 

9.78 

9.98 

6.27 

4.30 

2.19 

1. 79 

I-' 
\.0 
--.J 



Table 42--continued 

Type Identified Number 

Formal/Informal support Available 

Correctly 

Incorrectly 

Total 

5 

19 

24 

Percent 

20.83 

79.17 

100.00 

Mean 

303.50 

246.05 

standard Deviation 

234.51 

100.85 

J-I 
U) 

co 
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Made on Life had a mean of 11.60 (S.D. = 6.27); in the 

incorrectly identified group, the mean was 11.00 (S.D. = 

4.30) (~ (22) = 0.25, N.S.). In the correctly identified 

group, Time When Caregiver Wished Responsibility for Elder 

to End had a mean of 3.40 (S.D. = 2.19); in the incorrectly 

identified group, the mean was 3.50 (S.D. = 1.79) (~ (21) = 

-0.11, N.S.). In the correctly identified group, 

Formal/Informal Support Available had a mean of 303.50 (S.D. 

= 234.51); in the incorrectly identified group, the mean was 

246.05 (S.D. = 100.85) (~ (21) = 0.81, N.S.). None of the 

variables among Caregiver Impact was significant. 

Caregiver Personal Attributes 

caregiver Personal Attributes included Nurse 

Assessment of Caregiver Disabilities, Nurse Assessment of 

Physical Attributes, Nurse Assessment of Mental Attributes, 

Nurse Assessment of Interpersonal Attributes, and Nurses' 

Overall Assessment of Personal Attributes as shown in Table 

43. Three Caregiver Personal Attribute variables were sig

nificant: Nurse Assessment of Caregiver Mental Attributes, 

Nurse Assessment of Caregiver Interpersonal Attributes, and 

Nurses' Overall Assessment of Personal Attributes. 

Among the correctly identified group, Nurse Assess

ment of Caregiver Disabilities, the mean was 6.80 (S.D. = 

0.84); in the incorrectly identified group, the mean was 

6.84 (S.D. = 0.83) (~ (22) = -0.10, N.S.). This variable 



Table 43. Differences Between Correctly and Incorrectly Identified Abused Elders by 
Nurses According to Caregiver Personal Attributes. 

Type Identified 

caregiver Disabilities 

Correctly 

Incorrectly 

Total 

Number 

5 

19 

24 

caregiver Physical Attributes 

correctly 5 

Incorrectly 19 

Total 24 

caregiver Mental Attributes 

Correctly 5 

Incorrectly 19 

Total 24 

Percent 

20.83 

79.17 

100.00 

20.83 

79.17 

100.00 

20.83 

79.17 

100.00 

Mean 

6.80 

6.84 

9.00 

7.00 

14.40 

10.68 

standard Deviation 

0.84 

0.83 

3.39 

1. 73 

3.58 

2.03 

I\J 
o 
o 



Table 43--continued 

Type Identified Number 

caregiver Interpersonal Attributes 

Correctly 5 

Incorrectly 19 

Total 24 

caregiver's Overall Personal Attributes 

Correctly 5 

Incorrectly 19 

Total 24 

Percent Mean 

20.83 13.60 

79.17 9.68 

100.00 

20.83 43.80 

79.17 34.22 

100.00 

Standard Deviation 

2.51 

2.16 

8.53 

4.59 

I\.) 

o 
I-' 



202 

was not significant. Among the correctly identified group, 

Nurse Assessment of caregiver Physical Attributes, the mean 

was 9.00 (S.D. = 3.39); in the incorrectly identified group, 

the mean was 7.00 (S.D. = 1.73) (~ (22) = 1.87, N.S.). This 

variable was not significant. 

Among the correctly identified group, for Nurse 

Assessment of caregiver Mental Attributes the mean was 14.40 

(S.D. = 3.58); in the incorrectly identified group, the mean 

was 10.68 (S.D. = 2.03) (~ (22) = 3.10, R = 0.01). This 

variable was significantly different for the two groups. 

caregivers in the correctly identified group were perceived 

by nurses to have more negative Mental Attributes than 

Caregivers in the incorrectly identified group. 

Among the correctly identified group, Nurse Assess

ment of Caregiver Interpersonal Attributes, the mean was 

13.60 (S.D. = 2.51); in the incorrectly identified group, 

the mean was 9.68 (S.D. = 2.16) (~ (22) = 3.50, R = 0.00). 

This variable was significant. Among the correctly iden

tified group, caregivers were perceived by nurses to have 

more negative Interpersonal Attributes than those in the 

incorrectly identified group. 

Among the correctly identified group, Nurses 

Assessment of caregivers Overall Personal Attributes had a 

mean of 43.80 (S.D. = 8.53); in the incorrectly identified 

group, the mean was 34.22 (S.D. = 4.59) (~ (22) = 3.45, 

R = 0.00). caregivers Overall Personal Attributes was 



significantly different between the two groups. In the 

correctly identified group, caregivers were perceived by 

nurses to have more negative overall personal attributes 

than caregivers in the incorrectly identified group. 

Summary 
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In summary, regarding Question 3, there were 10 

differences found between abused elders correctly identified 

by nurses and abused elders incorrectly identified by 

nurses. The differences were in the following variables. 

(1) Environment Rated by Nurse: Nurses perceived the 

environments of the incorrectly identified elders to be 

poorer than the environments of the correctly identified 

group. (2) Length of Time Caregiver Had Provided Care to 

Elder: caregivers in the correctly identified group had 

provided care to elders longer than the caregivers of the 

incorrectly identified. (3) Quality of Relationship Between 

Caregiver and Elder: The Quality of the Relationship 

Between the Caregiver and Elder was judged poorer by 

caregivers in the correctly identified group than the rela

tionships among the caregivers of elders in the incorrectly 

identified group. (4) Quality of Living situation Rated by 

Elder: Quality of Living situation was judged poorer by the 

elders in the correctly identified group than the quality of 

the living situation in the incorrectly identified group. 

(5) Nurse Assessment of Elder Mental Attributes: Elders in 
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the incorrectly identified group were perceived by nurses to 

have more negative mental attributes than those in the 

correctly identified group. (6) Nurse Assessment of Elder 

Interpersonal Attributes: In the correctly identified 

group, nurses perceived elders to have more negative 

interpersonal attributes than elders in the incorrectly 

identified group. (7) Nurses' Overall Assessment of Care

givers' Personal Attributes: In the correctly identified 

group, nurses perceived elders to have more negative per

sonal attributes than elders in the incorrectly identified 

group. (8) Nurse Assessment of Caregiver Mental Attributes: 

Caregivers of correctly identified abused elders were judged 

by nurses to have more negative mental attributes than care

givers of incorrectly identified abused elders. (9) Nurse 

Assessment of caregiver Interpersonal Attributes: Care

givers of correctly identified abused elders were judged by 

nurses to have more negative interpersonal attributes than 

caregivers of incorrectly identified abused elders. (Ie) 

Nurses' Assessment of caregiver Overall Personal Attributes: 

caregivers of correctly identified abused elders were judged 

by nurses to have more negative personal attributes than 

caregivers of incorrectly identified abused elders. 

Qualitative Results for Research Question 3 

Report of field note analysis is presented under 

four general categories along with their definitions: 
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structural Factors: Elements that form the background 

of the situation. 

Relationship Factors: Kinship relationships and 

interactional context of relationships. 

Elder Factors: Characteristics of elder to include 

Personal Characteristics, Elder Health, and Elder 

Attributes. 

Caregiver Factors: Characteristics of caregiver, to 

include Personal Characteristics, Caregiver Health, 

caregiving Impact, and Caregiver Personal Attri

butes. 

Grouping of statements is discussed in summary 

form, which included: name of factor, variable involved, 

number of field note statements, number subjects involved, 

whether elder was correctly or incorrectly identified by 

nurse, general tone of statement, examples of statements, 

and whether or not field note helped to explain why nurses 

incorrectly identified abused elders. 

structural Factors 

Among the five variables in structural Factors, 

Environment was the only variable discussed in field notes. 

Thirteen statements were related to Environment, which 

involved eight abused elders. One elder was correctly 

identified and seven were incorrectly identified as abused. 

Comments centered mostly on elder's room in terms of ade-
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quacy of maintenance, extra equipment added that reflected 

sensitivity of caregiver to elder's comfort, and condition 

of residence in general. Example of comments included: 

"Physical surroundings cluttered but not dirty," "A sound 

system has been installed so caregiver can hear from the 

bedroom if elder has gotten up and gone to kitchen during 

night," and "Elder's Room is crowded and cluttered." One 

negative environment statement about elder's crowded and 

cluttered room referred to an elder correctly identified, 

supporting the reason for the identification. Other 

statements made were positive, which could explain why the 

other seven elders were incorrectly identified. since more 

caregivers interviewed appeared to the nurse to be sensitive 

to the elder's needs, nurses probably found it difficult to 

believe the caregiver was abusive, therefore providing 

support for their incorrect identifications. 

Relationship Factors 

Relationship Factors included three variables, all 

of which were discussed in eight field note statements. 

Eight field notes referred to Kinship Relationship Between 

Caregiver and Elder and involved eight abused elders, two of 

whom were correctly identified by nurses and six incorrectly 

identified. There were three spousal relationships and five 

with other type of relationships. Examples of statements 

included: "Elderly wife is caregiver," "Elder is father of 
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caregiver's step-son," and "Caregiver is is a 35 year old 

daughter-in-law to elder." statements regarding Kinship 

Relationships offered no clue as to why abused elders were 

incorrectly identified. The comments were forthright, with 

no elaborations. 

The second variable in Relationship Factors, Length 

of Time Caregiver Had Provided Care to Elder, was referenced 

in eight statements among seven subjects. One subject was 

correctly identified by nurse and six were incorrectly iden

tified. Comments revealed that the shortest time caregiver 

and elder had been together was six months and the longest 

time was ten years. Examples of statements included: 

"Elder has lived with daughter for six months," "Elder has 

lived with daughter for four years in a lovely home," and 

"Couple has been married two years." One statement about 

Length of Time Caregiver Had Provided Care to Elder also 

described the home as "lovely." Such a positive view of the 

situation could have partly accounted for the nurse's incor

rect identification. 

Thirty-three statements referred to Quality of 

Relationship between Caregiver and Elder which involved 15 

abused elders. Of this number, four were correctly identi

fied and eleven incorrectly identified. Interviewing nurses 

seemed to have put more emphasis upon the quality of rela

tionship between caregiver and elder than on other variables 

discussed. While 10 of the field notes were positively 
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classified, 23 were negative. Examples of statements in

cluded: "Verbal abuse is evident," "Caregiver sends mother 

to her room when she has a screaming fit," "I do all these 

things for him and he doesn't appreciate it," "Both elder 

and caregiver describe their relationship as abusive which 

focuses on psychological components," and "caregiver and 

elder did some verbal fighting while I was there." While 

more than one half the comments were negatively focused, one 

would question why more abused elders were not correctly 

identified by nurses. In one instance the statement 

referred to some verbal fighting between caregiver and elder 

while nurse was visiting, and this type behavior could 

constitute outright abuse. Perhaps the nurse believed the 

caregiver was right in the dispute and excused the care

giver, accounting for an incorrect identification of abuse. 

In summary, among the 48 field notes concerned with 

structural and Relationship Factors, each of them provided 

possible clues to explain incorrect identifications. 

Elder Factors 

Elder Factors included personal characteristics, 

Gender, Age, and Financial Comfort. Four field notes 

referred to Elder Gender and Elder Age which involved four 

(16.67%) subjects, all of whom were incorrectly identified 

by nurses. Two subjects were male, and two were female. 

Examples of field notes included: "Elder is a 97 year old 
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male," and "Elder is an 80 year old female." Field notes 

regarding Gender and Age were neutral and provided no clue 

to explain why elders were incorrectly identified. 

Two field notes referenced Elder Financial Comfort. 

Both elders involved were incorrectly identified, and both 

of the statements were negatively focused. They were: 

"Elder states that financial situation is acute," and "Major 

finances are well managed by caregiver, caregiver's husband, 

and brother, and all are satisfied with the arrangement." 

The field note failed to confirm or deny that the elder also 

sanctioned the financial management arrangement. This seems 

an important issue with so many people involved with the 

elder's money. Apparently the nurse assumed that all people 

concerned were completely honest and working in the best 

interest of the elder. In practice, such an assumption 

would have to be confirmed. Such oversight on the nurse's 

part could have accounted for the incorrect identification. 

Elder Health 

Elder Health included Health of Elder, Frailness, 

and Functional Abilities. Thirteen field notes referred to 

these variables. The notes involved 11 elders, of whom two 

were correctly identified and nine incorrectly identified by 

nurses. All statements were classified toward negative 

health. Examples included: "Elder has terminal cancer of 

colon and stomach and has about six months to live," 
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"Elder's health has worsened to require more supervision," 

"Elder has cancer and is receiving radiation," and "Elder 

has extremely poor cardiac condition and unstable angina." 

A possible explanation for the incorrectly identified elders 

could be that nurses were unable to consider that a majority 

of caregivers could be abusive to elders in extremely poor 

health. Only one field note was made in reference to Elder 

Frailness; the statement was concerned with an elder incor

rectly identified by nurses. The comment was "Elder is 

quite frail." The nurse could have perceived that a frail 

elder could not possibly be vulnerable to abuse, thus 

accounting for misidentification; or the caregiver had a 

plausable excuse, and therefore there was no abuse. 

Seven field notes referred to Elder Functional 

Abilities involving six elders. Of these, one was correctly 

identified and five incorrectly identified by nurses. Two 

statements were classified positively and five negatively. 

Examples of statements included: "Elder makes appointments 

and assumes responsibility for all his own transportation," 

"Elder completely unable to manage day to day affairs and 

must be watched as if he were a child," "Elder considers 

himself an invalid," and "Elder is physically able to do all 

his own care." A possible explanation of why abused elders 

were incorrectly identified could be because nurses found 

elder's limited functional abilities to be an excuse that 

aroused sympathy for the caregivers. Caregivers apparently 
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were viewed by the nurse as physically and emotionally over

taxed because they had a lot to put up with; therefore there 

was no abuse. 

Elder Personal Attributes 

Among Elder Personal Attributes, six field notes 

referred to Elder Disabilities. The comments were all nega

tively focused and involved five elders. Only one was 

correctly identified, and four were incorrectly identified. 

Examples included: "Elder's left arm is weak," "Elder reads 

with difficulty," "Elder had a stroke 20 years ago, leaving 

him partially paralized. Has a contracture on left arm," 

and "Elder wears eyeglasses, dentures, and hearing aides." 

A possible explanation for the incorrect identifications 

could be that nurses tended to be sympathetic and under

standing toward caregivers and reasoned that caregivers 

dealing with severely physically impaired elders had excus

able reasons for their behavior. 

Six field notes referenced Elder Mental Attributes 

(competency) and involved five abused elders, of whom only 

one was correctly identified and four were incorrectly 

identified. Two statements were positively focused; four 

were negatively focused. Examples included: "Elder is 

active, crochets, works on crafts, does crossword puzzles, 

etc.," "Elder is extremely bright and alert," "Elder 

couldn't quite understand questions asked of him," and 
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"caregiver states that elder is depressed and only that 

morning the elder expressed the idea of suicide." A pos

sible explanation for the incorrect identifications could be 

that nurses had sympathy for caregivers of difficult elders 

and believed that caregivers had excusable reasons for their 

behaviors. 

Seven field notes, all negatively focused, referred 

to Elder Interpersonal Attributes. Statements concerned 

three elders, of whom one was correctly identified and two 

incorrectly identified by nurses. Examples of statements 

included: "Elder is easily annoyed with people who do not 

agree with him," "Caregiver reports 11 negative descriptions 

of elder to include mean, an embarrasement, unhappy, and 

obnoxious," "Elder gets upset when son shouts at him for 

spilling urinal and will not give sleeping pills until 8 

p.m.," and "There seems to be hostile feelings below the 

surface." A possible explanation for incorrect identifi

cations could be that nurses could have rationalized that 

elders deserved punishment for their resentful, critical 

attitudes and behavior and excused the caregiver, therefore 

incorrect identifications. 

In summary, there were a total of 44 statements 

referring to Elder Factors involving 24 elders, of whom five 

were correctly identified by nurses and 19 incorrectly 

identified. The field notes included some possible clues to 



verify and explain why abused elders were incorrectly 

identified. 

Caregiver Factors 
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Field notes regarding caregiver Factors included 

Caregiver characteristics of Gender, Age, Financial Comfort, 

and Social Support Available. Four field notes concerned 

Gender involved four (4.17%) caregivers, one of whom was 

correctly identified and three incorrectly identified. The 

statements were: "caregiver is husband to elder," "Care

giver is the daughter-in-law," "Caregiver is wife caring for 

elder husband," and "Caregiver is wife." These comments 

were neutral and did not provide information about why 

nurses incorrectly identifed abused elders. 

Two field notes referred to caregiver age and 

involved two caregivers, one of whom was correctly identi

fied by nurse and one who was incorrectly identified. The 

statements were "caregiver is 68 years old" and "caregiver 

is 48 years old." Both field notes were neutral and offered 

no explanation of why nurses incorrectly identified abused 

elders. One field note related to Financial Comfort of 

Caregiver involved a caregiver whose elder had been cor

rectly identified. The statement, focused negatively, was 

"Finances of caregiver are a problem so services are 

limited." Since lack of adequate finances is a factor in 
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elder abuse, the nurse correctly identified the situation as 

abusive. 

Only one statement regarding Social Support Avail

able was referenced in the field notes; it involved a 

caregiver whose elder was incorrectly identified. The 

statement was "Caregiver and elder do not have a strong 

family support." As a possible explanation for the incor

rect identification, the nurse probably overlooked the fact 

that having no support available might have been a strong 

clue for a correct identification. The nurse, however, 

might have observed other positive focused variables that 

were more evident and persuasive to warrant an incorrect 

identification. 

Caregiver Health 

Caregiver Health included Health of Caregiver and 

Functional Abilities of Caregiver. Seven statements, all 

negatively focused, related to caregiver Health, involved 

five caregivers of abused elders, all of whom were incor

rectly identified. Examples included: "Caregiver has a 

diagnosis for cancer, wants to give full attention to spouse 

herself," "Fatigue of caregiver was evident on second 

visit," "Caregiver strain is evident and excessive," "Elder 

said that caregiver has a drinking problem which is getting 

worse," and "caregiver has gastric intestinal diarrhea, very 

weak and can't get to toilet in time." All the negatively 
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focused field notes could have been clues for a correct 

identification, but perhaps the nurse felt sympathy for the 

caregivers and reasoned that caregivers were doing the best 

job they could under the circumstances, justifying the 

incorrect identifications. 

Five field notes referred to Functional Abilities 

of Caregiver and involved five caregivers, all of whom were 

incorrectly identified. statements were negatively focused. 

Examples of comments included: "caregiver has back prob

lems," "caregiver had a hip fracture about a year ago and 

elder believes she has not completely recovered from it," 

"caregiver has severe neck problems and her sleep is 

disturbed," and "Caregiver has a broken left arm and is in a 

cast." A possible explanation for the incorrect identifi

cations was that it could have been an emotional rather than 

an objective response by the nurse. The nurse might have 

reasoned that even though the caregivers were quite limited 

physically, they were doing the best job they could under 

the circumstances, therefore justifying the passive neglect. 

Caregiver Personal Attributes 

caregiver Personal Attributes included Disabili

ties, Mental Attributes, and Interpersonal Attributes. Only 

one field note was concerned with Caregiver Disabilities, 

and it was negatively focused. The comment involved a 

caregiver to an elder who was incorrectly identified by 
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nurse. The statement was "Caregiver is wheelchair bound and 

married to a wheelchair bound husband." The nurse probably 

justified the caregiver's actions because she felt sorry for 

the caregiver and considered that she/he was doing the best 

possible considering the hardship and strain of caring for a 

wheelchair-bound spouse when he/she was also in a wheel

chair. 

Two statements in caregiver Factors referred to 

Caregiver Mental Attributes and involved one caregiver of an 

abused elder incorrectly identified by nurse. Both state

ments were negatively focused: "caregiver is very frus

trated ll and IICaregiver states that she shouts and yells 

instead of talking normally." The incorrect identification 

could possibly be explained by the nurse's justification of 

the caregiver's behavior because she saw the caregiver as a 

disturbed, frustrated, anxious person who deserved pity 

instead of censure, and failed to consider that the two 

strong clues in the field notes would point to a correct 

identification of abuse. 

Seven statements relative to Caregiver Interpers

onal Attributes involved five caregivers of abused elders. 

Two field notes were positively focused and five were 

negatively focused. Examples included "caregiver seems more 

honest and realistic on second visit," "Caregiver states 

that she shouts and gets angry at elder," "Caregiver very 

critical of elder's faulty sentence structure," "Caregiver 
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seems to have harsh feelings about her mother originating in 

early childhood," and "Affection and concern are evident in 

the way caregiver addresses elder and the good care she 

gives." Four elders of the caregivers were correctly 

identified and one was not. The last comment quoted was 

made by a caregiver was of a misidentified elder. The nurse 

expressed only positive comments in the field notes about 

caregiver's interpersonal attributes and apparently was 

positively impressed with the "good care" the caregiver was 

providing, based upon her charming personality. It is 

possible, however, that the caregiver was consciously 

attempting to look good to the nurse. It worked, resulting 

in an incorrect identification. 

Summary of Qualitative Findings 

To summarize the qualitative findings, there was a 

total of 138 field notes involving 24 subjects. Five of 

these elders were correctly identified, and 19 were incor

rectly identified. Field Notes provided possible clues and 

support for the nurses' 19 incorrect identifications by the 

tone and focus of the statements. 

Summary 

In summary, Chapter 4 presented characteristics of 

the sample population, the degree of congruence between 

nurses' assessment of the presence of elder abuse and 

elder's self-reports of abuse involving Question 1; 
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differences between abused elders and nonabused elders 

involving Question 2; differences between abused elders 

correctly identified by nurses and abused elders incorrectly 

identified by nurses, and analysis of qualitative data 

compiled by interviewing nurses. 
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CHAPTER 5 

DISCUSSION 

There is an absence of empirical data about how 

nurses operationally define abuse of the aged and what is 

involved in the assessment process to identify an abusive 

situation. Emotionally, nurses generally find it difficult 

to handle direct investigations of highly personal and 

sensitive information such as elder abuse, so few studies 

are available. Data used in the present study were obtained 

from a previous investigation conducted for a different 

purpose which provided a convenience sample of 24 self

identified abused elders and their caregivers and 24 non

abused caregiver dyads. The nurses involved in the study 

were highly qualified individuals, and findings should not 

be interpreted as a negative reflection of the nurses' judg

ment. Rather, the findings confirm that abuse is frequently 

masked and that errors can occur given the social and 

emotional climate. This chapter will evaluate results of 

each of the research questions, effectiveness of attribution 

theory, limitations of the study, implications of the study 

for nursing, and provide a conclusion. 
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Evaluation of Findings for Research Question 1 

Research Question 1 concerned the degree of 

congruence between nurses' assessment of abuse and elders' 

self reports of abuse (N = 24). As was theorized, nurses 

were found to have difficulty recognizing and identifying 

elder abuse. Results show incongruence between elder's 

reports and nurse's identification. Only 5 (20.83%) abused 

elders were correctly identified; 19 (79.17%) abused elders 

were incorrectly identified by nurses. The findings confirm 

the assertion by staats and Koin (1990) that nurses do not 

have the necessary skills and knowledge required to recog

nize and identify elder abuse situations, and Phillips' 

(1983a) statement that identifying any abused individual is 

rarely easy, if ever, unless outright battering is wit

nessed. Phillips (1984b) also observed that elder abuse was 

only recognized by nurses when it was perceived to be a bad 

situation that existed for no apparent reason. 

Evaluation of Findings for Research Ouestion 2 

Research Question 2 was concerned with identifying 

factors that may account for differences between abusive 

elders and nonabused elders. The present study identified 

five variables that were significantly different. These 

differences could be a focus in future investigations for 

elder abuse. Among the 24 abused elders in this study, 

findings reveal a composite profile of an abused elder as a 
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male, who views his health as poor, who has a great number 

of negative personal attributes of a mental, physical and 

interpersonal nature, and whose caregiver has a signifi

cantly larger number of severe physical disabilities. Each 

of the significant differences are discussed with details. 

The first difference was Gender of Elder. In this 

study there were 15 (62.50%) male subjects in the abused 

group and seven (29.20%) males in the nonabused group. In 

the abused group there were nine (37.50%) females; in the 

nonabused group there were 17 (70.80%) females {X 2 (1, N=24) 

= 4.11, £ = 0.04). The finding of more male elders abused 

than females is contradictory to a number of other studies 

that report more females abused, such as Hirst and Miller 

(1986), Fulmer and Kahil (1984), and Gailbreath and 

Zdorkowski (1984). 

The second difference was Elder's Self Assessed 

Health. In the abused group, the mean was 2.04 (S.D. = 

0.81); in the nonabused group the mean was 2.88 (S.D. = 

1.08) (~ (46) = -3.04, £ = 0.00). The finding of more self 

perceived poor health among abused elders confirms findings 

of three studies. Pillemer and Finkelhor (1988) showed the 

poorer the health of the elder, the more likely elder abuse. 

Wolf, Godkin, and Pillemer's (1986) study showed that elders 

in poor health were found to be three to four times more 

likely to be abused than those in good health. Schwab, 



Nadeau, and Warheit (1979) showed the poorer the elder 

health, the more likely elder abuse. 
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The third difference was Nurse Assessment of Elder 

'Mental Attributes. Among abused elders, the mean was 15.73 

(S.D. = 3.97); in the nonabused elders the mean was 12.73 

(S.D. = 3.37) (~ (46) = 2.82, 2 = 0.01). The finding that 

abused elders were perceived by the nurses to have more 

negative mental attributes supports Fulmer and Ashley's 

(1989) finding that confused elders were more likely to be 

abused than nonconfused elders. It also supports findings 

of Block and Sinnott (1979), who found that abused elders 

were more hostile than nona bused elders, inferring abuse. 

The fourth difference was Nurses' Overall Assess

ment of Elder Personal Attributes. The abused elders had a 

mean of 52.90 (S.D. = 11.48). Nurses perceived abused 

elders as having more negative personal attributes than 

nonabused elders. The nonabused elders had a mean of 46.07 

(S.D. = 10.83) (~ (46) = 2.12, 2 = 0.04). The differences 

included disability attributes, physical impairments, mental 

impairments, and negative interpersonal attributes. The 

finding appears logical since the focus is upon negative, 

undesirable features of an individual. The finding could 

describe an elder who is generally unhappy, demanding, 

impatient, and physically and mentally dependent upon an 

already over burdened caregiver, which could easily 

precipitate abuse. 
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The fifth difference was Nurse Assessment of 

Caregiver Disabilities. caregivers of abused elders had a 

mean of 6.83 (S.D. = 0.82); caregivers of nonabused elders 

had a mean of 6.38 (S.D. = 0.65) (t (46) = 2.16, £ = 0.03). 

Caregivers of elders in the abused group were perceived by 

the nurse to have more restrictive disabilities than care

givers of elders in the nona bused group. The finding 

appears logical since it could be argued that caregivers 

with disabilities could have less stamina to cope with the 

job of caregiving than those with unlimited physical and 

emotional stamina, and therefore more likely to be impatient 

and abusive than caregivers with no disabilities. 

In summary, the finding that there are only five 

significant differences between abused and nonabused elders 

was surprising to this researcher. The limited number of 

differences lends credence to the statement that elder abuse 

is often masked and very difficult to identify. 

Quantitative Findings For Research Question 3 

Research Question 3 concerned differences between 

abused elders (N = 24) correctly identified by nurses and 

abused elders incorrectly identified by nurses. The 

discussion for Question 3 is presented in two parts: 

quantitative data findings and qualitative data findings. 

Quantitative findings for Research Question 3 provided 10 
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significant clues for incorrect identifications of abuse and 

they are discussed in order of factors. 

One significant difference was in structural 

Factors, Environment Rated by Nurses. The mean for the 

correctly identified elders was 2.64 (S.D. = 0.92); the mean 

for the incorrectly identified elders was 1.61 (S.D. = 0.74) 

(~ (22) = 2.64, Q = 0.01). This finding shows that nurses 

observed more negative conditions in the environment (room 

and residence) of correctly identified elders than among 

incorrectly identified elders. Such a finding could indi

cate that nurses were influenced by the physical environment 

when classifying elders as abused or not abused. 

Two significant differences were found among 

Relationship Factors: Length of Time Caregiver Had Provided 

Care to Elder, and Quality of Relationship Between Caregiver 

and Elder Rated by Caregiver. The mean for Length of Time 

Caregiver Had Provided Care to Elder in the correctly 

identified group was 141.20 (S.D. = 86.69); the mean for the 

incorrectly identified group was 36.84 (S.D. = 37.56) 

(~ (22) = 414, Q = 0.00). caregivers in the correctly iden

tified group had been providing care to elder much longer 

than those in the incorrectly identified group. The value 

systems of nurses may have prevented nurses from believing 

caregivers in short-term relationships could be inclined 

toward abusive acts. 
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The next significant variable in Relationship 

Factors was Quality of Relationship Between Caregiver and 

Elder As Rated by caregiver. The mean for the correctly 

identified group was 3.20 (S.D. = 1.30); for the incorrectly 

identified group, the mean was 2.00 (S.D. = 0.82) (t (22) = 

2.58,2= 0.01). Quality of relationships between caregiver 

and elder was rated poorer by caregivers in the correctly 

identified group than in the incorrectly identified group. 

Although the caregivers had rated the quality of their 

relationships with the elders, the reason nurses might have 

identified more elders incorrectly as nonabused in this 

situation perhaps could be they believed the ratings of 

caregivers were based on qualities of elders, e.g., 

hostility, insensitivity, and unreasonableness. The nurses 

therefore could have perhaps concluded that the treatment 

from the caregiver was warranted, which led to an incorrect 

identification. 

Four significant differences were found among Elder 

Factors: Quality of Living situation Rated by Elder, Nurse 

Assessment of Mental Attributes, Nurse Assessment of 

Interpersonal Attributes, and Nurses' Overall Assessment of 

Personal Attributes. 

The mean for Quality of Living situation Rated by 

Elder for the correctly identified group was 3.20 (S.D. = 

1.30); the mean for the incorrectly identified group was 

2.00 (S.D. = 0.82) (t (22) = 3.11, 2 = 0.00). Elders in the 



226 

correctly identified group perceived the quality of their 

living conditions as poorer than elders in the incorrectly 

identified group. 

The mean for Nurse Assessment of Mental Attributes 

for the correctly identified elders was 18.60 (S.D. = 4.16); 

the mean for the incorrectly identified group was 14.97 

(S.D. = 3.66) (t 22) = 3.10,2 = 0.00). Nurses perceived 

more negative mental attributes among the correctly identi

fied group than elders in the incorrectly identified group. 

This finding could mean that nurses viewed the incorrectly 

identified elders as somewhat confused, disorganized, and 

unpredictable individuals and sympathized with the care

givers and excused their behaviors. Such an opinion could 

lead to an inappropriate identification of no abuse. 

The mean for Nurses Assessment of Elder Inter

personal Attributes for the correctly identified group was 

15.80 (S.D. = 3.77); for the incorrectly identified elders 

the mean was 10.56 (S.D. = 2.85) (t (22) = 3.50, 2 = 0.00). 

Nurses perceived more negative interpersonal attributes 

among the correctly identified group than among the 

incorrectly identified group. This finding could perhaps be 

explained by the nurse viewing some elders as sarcastic and 

angry individuals and concluding that the elder deserved the 

treatment the caregiver gave, and therefore incorrectly 

identified the elders as nonabused. 



227 

The mean for Nurse Assessment of Elder Personal 

Attributes in the correctly identified group was 63.00 (S.D. 

= 12.57); the mean for the incorrectly identified group was 

50.24 (S.D. = 9.87) (~ (22) = 2.44,2 = 0.02). In the 

abused elders, nurses perceived more negative overall Mental 

Attributes in the correctly identified group than in the 

incorrectly identified group. The finding was logical since 

elders having more negative personal attributes such as 

impaired mobility, pessimistic attitudes, and demanding 

personalities were probably viewed by the nurse as more 

deserving of poor treatment. 

Three significant differences found in caregiver 

Factors were: Nurse assessment of Caregiver Mental 

Attributes, Nurse Assessment of Caregiver Interpersonal 

Attributes, and Nurse Assessment of Caregiver Personal 

Attributes. 

The mean for Nurse Assessment of Caregiver Mental 

Attributes in the correctly identified group was 14.40 (S.D. 

= 3.58); for the incorrectly identified group, the mean was 

10.68 (S.D. = 2.03) (~ (22) = 3.10, 2 = 0.01). Nurses 

perceived caregivers to have more negative mental attributes 

in the correctly identified group caregivers than caregivers 

in the incorrectly identified group. This finding is plaus

ible since disorganized, nervous, and restless caregivers of 

abused elders would more likely be perceived by nurses as 
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abusers of elders than organized, calm, and mild appearing 

caregivers. This could lead to incorrect identifications. 

In the correctly identified group, Nurse Assessment 

of Caregiver Interpersonal Attributes, the mean was 13.60 

(S.D. = 2.51); the mean for the incorrectly identified group 

was 9.68 (S.D. = 2.16) (~ (22) = 3.50, R = 0.00). Nurses 

perceived caregivers to have more negative interpersonal 

attributes among the correctly identified group than among 

caregivers of the incorrectly identified group. The 

incorrectly identified caregivers were perceived as more 

likeable and therefore incapable of abuse. 

The mean for Nurses Overall Assessment of Caregiver 

Personal Attributes among the correctly identified elders 

was 43.80 (S.D. = 8.53); the mean for the incorrectly 

identified elders was 34.22 (S.D. = 4.59) (~ (22) = 3.45, 

R = 0.00). Nurses perceived caregivers to have more 

negative personal attributes in the correctly identified 

group than among the incorrectly identified group. This 

finding would appear credible to nurses who were convinced 

that the unhappy, angry and pessimistic caregivers would be 

more likely to abuse elders than caregivers who appeared to 

be happy and optimistic. Such opinions, however, could be 

wrong and lead to incorrectly identified abused elders. 

In summary, 10 significant differences were found 

between abused elders correctly identified and abused elders 

incorrectly identified. 
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Qualitative Findings For Research Question 3 

Although qualitative data included many more 

variables in the field notes, this section will include 

discussion only on the ten significant quantitative findings 

of Research Question 3. Field notes provided descriptive 

information of a different nature than quantitative data in 

that it described elders and caregivers in more personal 

ways, giving this investigator some insight into personali

ties and personal problems of caregivers and elders within 

abusive situations. For example, some of the elders were 

terminally ill, some elders were treated as misbehaving 

children when they displeased the caregiver, and one care

giver was very critical of the elder and objected to his 

poor use of the English language. The presentation will 

first identify the factor contained in the field note, the 

number of statements, whether the statement had a negative, 

positive, or neutral tone, then indicate whether or not the 

statement supported the quantitative findings and in what 

way. 

Among structural Factors, one variable was dis

cussed: Environment of Elder's Room and Residence Rated by 

Nurse. Thirteen comments were made, with eight negatively 

focused and five negatively focused. The field notes lent 

credence to the quantitative finding that the environment of 

elders was judged poorer by the nurse in the correctly 

identified abused elders than in the incorrectly identified 
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abused elders. Example of the support was the eight nega

tively focused field notes referring to the five correctly 

identified abused elders and the four positive focused field 

notes concerned with incorrectly identified abused elders. 

An example of one of the negative focused statement was "The 

elder's room was messy, cluttered, and disorganized." such 

negative statements reinforced the finding that correctly 

identified abused elders had poorer environments than the 

incorrectly identified abused elders. 

Among Relationship Factors, two important variables 

related to significant quantitative findings were discussed: 

Length of Time Caregiver Had Been Caregiver to Elder, and 

Quality of Relationship Between Caregiver and Elder. Eight 

statements commented on length of time caregiver and elder 

had been together. These field notes support the quantita

tive finding that caregivers of correctly identified abused 

elders had provided care longer than caregivers in the 

incorrectly identified abused elders. six field notes 

indicated that caregivers had provided care to elder from 

five to twenty years, and these statements referred to 

correctly identified elders. Two field notes confirmed that 

caregivers had provided care to elder from one month up to 

one year in duration; these statements were concerned with 

two incorrectly identified elders. The statements were 

neutral, but more of the statements regarding correctly 



identified elders indicated longer lengths of care, thus 

lending credibility to the quantitative data. 
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There were thirty-three field notes related to 

Quality of Relationship Between caregiver and Elder Rated by 

Caregiver. This provided credibility to the quantitative 

finding that quality of the relationship between caregiver 

and elder was poorer in the correctly identified abused 

elders than in the incorrectly identified abused elders. 

Example of support was the twenty negatively focused field 

notes referring to four correctly identified abused elders 

and one incorrectly identified abused elder. An example of 

a negative field note included the comment "Caregiver and 

elder appear to get along in what may be a strained 

situation." Thirteen field notes were positive in tone and 

referred to elders incorrectly identified. An example of 

such a field note was "Affection is evident in way caregiver 

addresses the elder." Such statements confirmed the quanti

tative findings. 

Twelve field note related to Quality of Elder 

Living situation Rated by Elder served to verify the quanti

tative finding that the quality of the living situation was 

judged poorer by the elders in the correctly identified 

abused elders by nurses than in the incorrectly identified 

abused elders. Eight negative comments reinforced the 

quantitative finding in that they were directed toward 

correctly identified abused elders. An example of one of 
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the negative statements was "Elder states that caregiver 

gets mad at him sometimes and throws towels at him." An 

example of a positive statement referring to an incorrectly 

identified abused elder was "Elder lives with a loving 

daughter." 

six field notes related to Elder's Mental Attri

butes support the quantitative finding that more negative 

mental attributes were among the correctly identified abused 

elders than among incorrectly identified abused elders. 

Examples of support were the five negatively focused 

statements referring to correctly identified abused elders, 

which included "caregiver states that elder is depressed. 

That morning the elder expressed idea of suicide." The 

other field note had a positive tone and referred to an 

incorrectly identified abused elder. The statement was 

"Elder is able to arrange for his own transportation to the 

doctor's office." 

Seven field notes related to Elder Interpersonal 

Attributes support the quantitative finding that elders in 

the correctly identified group were judged by the nurses to 

have more negative interpersonal attributes than elders in 

the incorrectly identified abused elder group. Examples of 

support were the five negatively focussed field notes that 

referred to correctly identified abused elders. One field 

note stated that "Caregiver described elder as rather 

abusive and yelling a lot, knocks on the wall with cane to 
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get attention." Two statements with positive tones con

cerned incorrectly identified elders. An example of one of 

the statements was "Elder seemed to be trusting and acted 

pleased to have a visitor." 

Nine field notes related to Elder Overall Personal 

Attributes provides support to the quantitative finding that 

elders correctly identified had more negative personal 

attributes than elders incorrectly identified. Support was 

evident in the six negatively focused field notes referring 

to correctly identified abused elders. An example of a 

negative field note was "Elder has breathing problems and 

uses oxygen frequently." An example of a positive field 

note referring to an incorrectly identified elder was "Elder 

uses Amigo to get around." 

Among Caregiver Factors, each of the three signi

ficant findings in the quantitative data were included in 

field notes. They were: Nurse Assessment of Caregiver 

Mental Attributes, Nurse Assessment of caregiver Inter

personal Attributes, and Nurse Assessment of Caregiver 

Overall Personal Attributes. 

Twelve field notes related to caregiver Mental 

Attributes provide support to the quantitative finding that 

caregivers in the correctly identified elders were perceived 

by nurses to have more negative mental attributes than 

caregivers of elders incorrectly identified. The support 

was in the eight negative field notes referring to correctly 
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identified abused elders. An example of a negative field 

note was "caregiver was angry with elder on second visit." 

Four positive field notes regarded caregivers of incorrectly 

identified abused elders. An example of a positive field 

note was "Caregiver alert and very quick with answers." 

Seven statements in the field notes related to 

Caregiver Interpersonal Attributes lent credibility to the 

quantitative finding that caregivers of correctly identified 

abused elders had more negative interpersonal attributes 

than the caregivers of incorrectly identified abused elders. 

credibility for the quantitative finding was evident in the 

five negative statements and in the two positive statements 

in the field notes. An example of a negative field note 

that supported the quantitative finding of a correctly 

identified abused elder was "caregiver expressed a lot of 

anger at having responsibility for mother." An example of a 

positive field note referring to an incorrectly identified 

elder was "Caregiver describes herself as a perfectionist 

and the quality of care she gives is high." 

One statement in the field notes related to 

Caregivers Overall Personal Attributes; it supports the 

quantitative finding that caregivers of correctly identified 

abused elders had more negative personal attributes than 

caregivers of incorrectly identified abused elders. The 

support was confirmed by the negatively focused statement 

referring to a correctly identified abused elder "Caregiver 
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had a hip fracture a year ago and she believes she has not 

completely recovered from it." 

In summary, a total of 118 field notes related to 

the significant quantitative findings between the correctly 

identified elders and the incorrectly identified elders. 

structural Factors contained one variable with thirteen 

comments; Relationship Factors contained two variables with 

41 comments; Elder Factors contained four variables with 34 

comments; and Caregiver Factors contained three variables 

with 20 comments. In each instance, the field notes 

supported the quantitative findings by direction of focus 

(negative, neutral, or positive) and the tone of the 

statement. 

Effectiveness of Attribution Theory 

Effectiveness of Attribution Theory is evaluated by 

first reviewing what it is that the theory is concerned 

about, then demonstrating by example how the theory was 

applied in this study. Attribution Theory is concerned with 

how and why people explain events, in this case specifically 

how and why nurses determined which of the 48 elders in the 

sample were or were not abused. This issue directly 

involved Research Questions 1 and 3, which concerned the 

degree of congruence between nurses' assessment of abuse and 

elder's self reports of abuse. 



236 

Attribution Theory was the method of explaining why 

only one-fifth (N = 5, 20.83%) of the abused sample (N = 24) 

was correctly identified by nurses, and why four-fifths (N = 

19, 79.17%) were incorrectly identified. Decisions made by 

nurses were based upon what they heard, what they saw, and 

what they believed at the time of the horne visits. These 

observations were heavily influenced by their own value 

systems. A few examples are provided. Nurses might have 

justified abusive behavior of the caregiver in situations 

where the elder demonstrated poor interpersonal attributes, 

such as making insulting or embarrassing remarks, implying 

to the nurse that the elder was difficult to get along with 

and deserved chastisement. Another example would be that 

caregiver's abusive behavior would be excused in cases where 

the caregiver had limited functional abilities and was 

perceived to be doing the best job possible under the 

circumstances. Another example would be that a nurse might 

excuse the behavior of an abusive caregiver out of sympathy, 

where the elder was frequently confused and difficult to 

handle. Another example would be where the caregiver was 

able to convince the nurse of his/her conscientious concern 

for the elder, leading the nurse to believe that there could 

be no abuse in such an apparently ideal situation. 

other examples include situations where the nurse 

rationalized abusive acts as justified might include a 

situation where the elder was dependent and needed 
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assistance in bathing but caregiver's general poor health 

precluded providing the necessary care to meet the daily 

needs of the elder. Nurses might not blame the caregiver 

for the neglect because she physically was not able to 

handle the situation. This would result in a misidentified 

case as nonabused. Financial exploitation of the elder 

might be viewed by the nurse as having a plausible reason if 

the caregiver was in need of the elder's money to meet 

caregiver's personal expenses, even if it was used without 

the knowledge and consent of the elder. Such a situation 

could easily be incorrectly identified by the nurse as 

nonabuse. 

Correct identification of five abused elders and 24 

nonabused elders is also explained by the same reasoning. 

Nurses perceived the situations to be abusive based upon 

behaviors or signs displayed by caregiver and/or elder and 

believed that abuse had indeed occurred, and the caregiver's 

actions had no basis for justification. such reasoning 

would result in correct identifications. 

In summary, Attribution Theory was appropriate for 

this study because it provided this investigator with a 

simple and common-sense explanation and understanding of the 

situations as the nurses viewed it, and why so few abused 

elders were correctly identified. 
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Limitations of the study 

There were two limitation of this study: (1) Small 

sample size (N = 48) and (2) possible measurement errors. 

The relatively small number of self-reported abuse 

in the sample was not surprising since all participants in 

the primary study were volunteers. It is likely that the 

original sample of 249 elders actually included more than 30 

abused elders, but for various personal reasons they chose 

not to admit it. As was pointed out earlier in this study, 

one of the major barriers to elder abuse research is that 

many elders are reluctant to report abuse because of embar

rassment, fear of abandonment, isolation, 

institutionalization and reprisals from the caregiver. 

The second limitation was that measurement errors 

could have resulted from immature instruments. According to 

Sorenson (1990), validity and reliability estimations are 

ongoing processes which require evaluation beyond the scope 

of anyone research project. Therefore support for validity 

and reliability comes from the accumulated knowledge about 

populations and sampling distributions through repeated 

testing. According to Kerlinger (1986), validity is always 

a concern when new instruments are used. In the present 

study, several instruments were new: The General Demo

graphic Information Scale, The Elder Demographic Information 

Scale, Elder Observational Checklist and Caregiver Observa

tional Checklist. Although those scales were tested for 



validity and reliability, they were considered to be 

immature instruments. 

Implications of the study 
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Implications of this study have been divided into 

three categories: Nursing Practice, Nursing Education, and 

Nursing Theory. The conceptualization of this study was 

based upon a need to better understand the elder abuse 

phenomena in situations where the abuse had been perpetrated 

by caregivers in home settings. The findings have impli

cations for Nursing Practice that involve nurses whose 

practice includes direct care to elders and their families, 

such as community Health Nursing, Home Health Care Nursing, 

and certain departments of hospital settings such as 

Geriatrics and Emergency Room Service. The new knowledge on 

elder abuse found in this study, when supported by other 

studies, should provide nurses with concrete ways to recog

nize and identify situations of potential and actual elder 

abuse. 

Implication for Nursing Education is strong. New 

knowledge found in this study, when supported by other 

studies, may strengthen and improve nursing courses in 

Gerontology. Most of the information taught in the class

room setting is obtained from anecdotal records and personal 

experiences of nurses. Nursing Education will benefit when 

well-founded scientific research findings are implemented to 
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impart knowledge and skills needed to recognize and identify 

elder abuse. Nurses will, as a result, become more sensi

tive to their own biases, enabling them to become more 

capable of identifying clues and indicators for abuse and 

potential abusive situations. Nurses, also, will conse

quently be better able to interpret verbally and nonverbally 

expressed behaviors as well as expressed behaviors of elders 

and caregivers. An example of nonverbally expressed 

behavior is fearful actions displayed by elders. Nurses are 

prone to incorrectly interpret such behavior as a sign of a 

psychiatric disorder, but it frequently is a clue to an 

abusive situation. As more research develops and a defini

tion of elder abuse has been established, older practicing 

nurses and returning retired nurses could benefit through 

well planned workshops in Continuing Education on the topic. 

Local, state, and national workshops and seminars may be a 

reality in the future, as a means of combatting elder abuse 

in the home setting. 

Implications for Nursing Theory are also strong. 

The potential for the development of a formal theory in 

nursing on elder abuse is encouraging. There is now more 

public recognition than ever before in history that elder 

abuse is a serious infringement upon elder's human rights, 

and that the rising social problem of elder abuse can only 

get worse unless interventions for prevention are soon 

developed. 
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Further Research 

Further research on case detection of elder abuse 

should include large representative samples of multiple 

ethnic cultures from all regions of the united states. Care 

should be taken to insure that only reliable empirical data 

are used which tests theoretical propositions, and that 

appropriate methodologies are used. Additionally, the 

influence of attribution should be recognized as a highly 

worthwhile theory; its use is also encouraged in studying 

other clinical nursing decisions. 

Further research should also be focused on the 

development of standardized procedures for the identifi

cation of elder abuse. Such procedures would facilitate the 

reporting of elder abuse in the home and in other settings. 

This action would offset the problem that identification is 

often masked by the normal aging process. Valid research 

findings could possibly lead to the development of nursing 

theories for elder abuse. 

This investigator hopes, because of the seriousness 

of elder abuse as a social problem now and in the future, 

that nurses will increase their emphasis on elder abuse to 

the extent that The National League of Nursing, a profes

sional body of nurses interested in Nursing Education, will 

become more actively involved in the issue. 
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Conclusions 

The present study has provided a clearer insight 

into case detection of elder abuse based on four concepts: 

structural Factors, Relationship Factors, Elder Factors, and 

Relationship Factors. Although the study was successfully 

guided by the theory of attribution, the findings were not 

representative of the general population because of the 

relatively small sample size eN = 48) and was limited to 

only English-speaking Caucasian subjects. The qualitative 

data in this study provided clues as to why nurses only 

correctly identified one-fifth (N = 5, 20.83%) of abused 

elders (N = 24) and incorrectly identified four-fifths 

(N = 19, 79.17%). This study suggests the need for more 

valid empirical studies on case detection. The studies 

should use many samples of abused elders of all cultures in 

order for nurses to obtain skills and knowledge required to 

recognize and identify elder abuse situations. such action 

will result in partially fulfilling the mission assigned to 

nurses by the World Health organization (1974) to provide 

adequate service to the aged population. 
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APPENDIX A 

GENERAL DEMOGRAPHIC INFORMATION 
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IOf __ ..,.....,. ___ Cl-3) 
CD' 01 (4-5) 

Data Collector ______ ClO-11) 
Observer (12-13) 

Site (7) Random Order (14-15) 
Sourc-e-· ----- (8-9) 

A. General Demographic Information 

l. Caregiver's Gender M F ( 16) 
1 2 

2. Elder's Gender M F ( I 7 ) 
1 2 

3. Age of Caregiver Cl8 - J 9) 

4. Age of Elder (20 -22) 

5. How long have you had responsibility for providing care 
to elder (23-25) 

in months 

6. How would you judge the relationship you have with the elder 
you care for? 

8. 

Excellent 
5 

Good 
4 

Average 
3 

Poor 
2 

Abusive 
1 

Where does the elder live? 

with you in y~ur house/apartment. 
1 

with you in his/her house/apartment. 
--2-

with you in a mutually owned house/apartment. 
3 

alone in her/his house or apartment. 
4 

with in a house or apartment the 
5 owns/rents. 

with in a house or apartment the 
6 person owns/rents. 

other (please specify) 
7 

9. How many people live in the house (where elder lives)? 
(29) 

10. How many bed rooms are in the house where the elder 

(26) 

(27 ) 

elder 

other 

lives? (30) 
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IO# 

11. What is your relationship with the elder? (31-32) 

CiT 
daughter 

()8 
granddaughter 

son grandson 
"'()2 (i9 

daughter-in-law sister 
Ci3 10 

son-in-law brother 
--04 11 

--os 
spouse 

1:2 
significant other 

(female-female) 

-06 
niece significant other 

J3 (male-male) 

07 
nephew 

--n 
significant other 

(male-female) 
other (please specify) 

15 

12. Your religious preference (33-34) 

Roman Catholic Protestant 
01 --09 

Jewish Jehovah Witness 
02 --10 

Baptist Assemblies 
03 --11 

Methodist Church of God 
04 --12 

Presbyterian Mormon 
05 --13 

Episcopalian None 
06 --14 

Lutheran __ Other, please specify 
07 15 

Christian 
08 

13. Do any of the words describe your religious orientation. (Choose as 
many as apply 

Fundamentalist ( 35) Reformed (40) 

Born Again (36) Conservative ( 41) 

Charismatic (37) Traditional (42) 

Orthodox (38) Liberal (43) 

Other ---- (Please specify' 
\44 ) 



10' 

14. Which of the following words describes how religious 
you are? (45) 

Extremely 
5 

Very 
4 

Moderately 
3 

Somewhat 
2 

Not at all 
1 

15. Which of the following words describes how spiritual you 

16. 

consider yourself? (46) 

Extremely Very 
5 4 

The elder's religious 

Roman Catholic -or 
Jewish 

---02 

----03 
Baptist 

Methodist 
--04 

---os 
Presbyterian 

(56 
Episcopalian 

Lutheran 
---07 

Christian 
---os 

Moderately 
3 

preference 

Somewhat 
2 

Not at all 
1 

Protestant 
--09 

(47-48) 

Jehovah Witness 
--10 

Assemblies 
--11 

Church of God 
--12 

Mormon 
--13 

None 
--14 

Other, Please specify 
--15 
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17. Do any of the following words describe the elder's religious 
orientation (Choose as many as apply). 

Fundamentalist 

Born Again 

Charismatic 

Orthodox 

(49) 

(51 ) 

(52 ) 

(53) 

Reformed (54) 

Conservative (55) 

Traditional (56) 

Liberal (57) 

Other (Specify) 

________ (58) 



ID' 

IS. Which of the following words describes how religious the 
elder is? (59) 

Extremely 
5 

Very 
4 

Moderately 
3 

Somewhat 
2 

Not at all 
1 

19. Which of the following words describes how spiritual the 
elder is? (60) 

Extremely 
5 

Very 
4 

Moderately 
3 

Somewhat 
2 

Not at all 
1 

20. What is or was your occupation? (62) 

(Please specify) 

Clerical/Sales 
--0 

Student 
--1 

Professional 
--2 

Homemaker 
--3 

Business Owner/Manager 
--4 

21. Are you currently 

working 
--1 

retired 
--2 

unemployed 
--3 

Artisan 
--5 

Skilled/Technical 
--6 

Unskilled 
--7 

Never Worked 
--S 

disabled 
--4 

(63) 

Other (Please Specify) 
--5 

22. What is or was the elder's occupation? (64) 

(Please specify) 

____ Clerical/Sales Artisan 
0 -5-

Student Skilled/Technical 
-1 -6-

Professional Unskilled 
-2- -7-

Homemaker Never Worked 
-3- -S-

Business Owner/Manager 

23. Is the elder currently (65) 

-1-
working ____ unemployed 

3 
retired --- disabled -2- 4 
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24. 

25. 

26. 

10' 

What is your level of income comfort? ( 66) 

Extremely Very Moderately Somewhat Not at all 
5 4 3 2 1 

What is the elder's level of income comfort? (67) 

Extremely Very Moderately Somewhat Not at all 
5 4 3 2 1 

How frequently do you find it necessary to help your (68) 
elder meet 

Always 
5 

her/his monthly medical and living expenses? 

Usually 
4 

Sometimes 
3 

Occasionally 
2 

Never 
1 

248 

27. How frequently do you find it necessary to depend on (69) 
your elder's income to meet your own monthly medical and 
living expenses? 

Always 
5 

Usually 
4 

Sometimes 
3 

Occasionally 
2 

Never 
1 

28. If you and your elder decided to separate and the contact (70) 
between you was totally broken off, who do you think would be 
financially hurt most by the break? 

You Your Elder 

4 3 

Neither of You 

2 

Both about 
the same 

1 

Not 
Applicable 

8 



29. Your education 

---02 

03 

----04 

"05 

()'6 

07 

08 

09 

10 

-rr 

Some Grade School 

Completed Grade School 

Some High School 

High School Graduate 

Vocational/Technical School Graduate 

Some College 

College Graduate 

Some Graduate School 

Master's Degree 

Doctorate 

Don't Know 

None 

30. Elder's Education 

01 

-02 

-03 

----04 

--os 
()'6 

07 

Some Grade School 

Completed Grade School 

Some High School 

High School Graduate 

Vocational/Technical School Graduate 

Some College 

College Graduate 

Some Graduate School 

Master's Degree 
09 

Doctorate 

Don't Know 

None 
12 

249 

ID# 

(73-74) 

(75-76) 



IDi 
CD' 02 

(1-3) 
( 4-5) 
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B. caregiver's Health Status 

31. Overall, how healthy would you say you are? 

32. 

33. 

34. 

Extremely Very Moderately Somewhat Not at all (7) 
1 2 3 4 5 

Compared to other people your own age, would you say your health 
is: (8) 

Much Somewhat About the Somewhat Much 
better better same worse worse 

1 2 3 4 5 

Since becoming a caregiver, would you say your health ( 9) 
is: 

Much Somewhat About the Somewhat Much 
better better same worse worse 

1 2 3 4 5 

I am interested 1n how caregiving has effected your life and your 
habits. 

Could you tell me if and how each of the following has changed 
as a result of becoming a caregiver? (Pink cards) 

tal tal 
I/) I/) 
ICl: ICl: 

c::tal-tal-
O£Z:LI"I £Z:~ 
...,u- u-
~~ Z 

~ 

Quantity of Food Intake ( ) 

Quality of Food Intake 

Exercise 

Weight 

Amount of Sleep 

Sleep Quality 

Prescription Drug Use 

Non Prescripton Drug Use () 

Smoking 

Alcohol Intake 

tal 
::c- tal 
E-oM II) 

~-E-o talN 
o tal c::--
g~ u 

tal 
~II) c 

tal 
~ 

tal Cl 
II) ~ 

~- U 
£Z:tal- ~-oc::- ~co 
...,U E-op..-

~~ ~~ 
( ) (10) 

(11) 

(12) 

(13 ) 

(14) 

(15) 

(16) 

(18) 

(19 ) 

(20) 



Worry 

Stress 

Energy 

Time for Self 

Time for other family 
and friends 

Cal~ 
Cal Cal ::eM 
I/) I/) E-<-
Ill: Ill: 

C:Cal- Cal- E-< 
OC:1fl C:..,. ~Cal 
t-JU- U- g~ 
~~ Z .... Ill: til 

Ie' 

Cal Cal 
I/) til 
Ill: Ill: 
Cal~ C:Cal~ 
C:N Oa:~ 
U- t-JU-
Cal Ill: Cal 
Q XC 

( ) 

Cal 
..:I 
a:l 
Ill: 
U~ 
.... cc 
..:1-

E-<~ 
O~ 
ZIIl: 

(21) 

(22) 

(23) 

(24) 

( 25) 
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35. What health problems do you have? (Green Cards) 

SYSTEM 

Cardiovascular 
(including 

PROBLEM 

Hypertension) ______________ _ 

Pulmonary 

Peripheral 
Vascular 

Central 
Nervous System 
(including 
Stroke) 

Urinary 
Tract 

Gastro 
Intestinal 

Psychological ______________ __ 

>0 
..:I 
Cal 
x~ 
Callfl ..,. 
c:- >0-
E-< c: 
>< Cal 
Cal > 

SEVERITY 
(How sick do you see yourself 
as a result of this problem and 
how much does it interfeI£ with 
your life) 

>0 ...:l 
...:l ...:l 
Cal E-< Ill: 
E-< Ill: 
1Il:~ ::e~ E-<~ 
C:M i5~ 1Il:~ 
Cal- -Q X Eo< 
0 0 0 
X I/) Z 

Cal 
...:l 
a:l 
Ill: 
U~ 
.... cc 
...:l-

E-<~ 
O~ 
ZIIl: 

( 26) 

(27) 

(29) 

(30) 

( 31) 

(32) 

(33) 



Endocrine 
(including 
Diabetes) 

Musculoskeletal 
(including Arthritis & 
back problems) ______________ __ 

Gynecological ________________ _ 

Visual 
Impairment 

Hearing 
Impairment 

Other 

Other 

>-
..:I 
1&:1 
:E~ 
1&:1 on 
a:-
f-
>< 
1&:1 

( ) 

>-
..:I 
1&:1 
f-
..r:~ 

<q' a:,., 
>-- 1&:1-
a: Q 
1&:1 0 
> :E 

( ) ( ) 

..:I 

..:I 
f- ..r: ..r: 
:z::~ f-~ 

ffi~ ..r:~ -:E f-
0 0 
en z 

( ) ( ) 

ID' 

1&:1 
..:I 
al 
..r: 
u~ 
HCO 
..:I-

f-t:!. 
Ot:!. 
z..r: 

( ) (34) 

(35) 

(36) 

(37 ) 

( 38) 

( 40) 

(41) 

36. If there were an acceptable alternative and you had a choice, 
how soon would you want the caregiving situation you are 
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in to be over? (42) 

Immediately 

5 

Within the 
next month 
or two 

4 

Within 
next 6 
months 

3 

Within the 
next year 
or two 

2 

Never 

1 



ID' 

37. Please look at the ladder pictured here. suppose the top of 
the ladder represents the best possible performance as a 
caregiver and the bottom represents the worst possible 
performance as a caregiver. Where on the ladder do you feel 
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you stand at the present time? (43) 

9 

8 

7 
--. -----

6 

5 

4 

3 

2 
I 

I 
1 i 

I 
I 

0 I 
I 

38. Now please look at this ladder. Suppose the top of the ladder 
represents perfect satisfaction with your experience as a 
caregiver and the bottom represents perfect dissatisfaction. 
Where on the ladder do you feel you stand at the present time? (44) 

9 

8 

7 

6 
--

5 

4 

3 

2 

1 
---------

0 

39. Can you say 4 words that describe how you feel about this 
caregiving situation you are in 



C. Elder's Health Status 

40. Elder's Height 

41. Elder's Weight 

ID' 
CD' 

(in inches) 

(in pounds) 

_-::-::--___ (1 - 3 ) 
_-'0=..:3'--___ (4 - 5) 

7-8) 

9-11) 

42. Overall, how healthy would you say the elder is? (12) 

Extremely 
5 

Very 
4 

Moderately 
3 

Somewhat 
2 

Not at all 
1 

43. In comparison to others the elder's age, would you say 
his/her health is: (13) 

Much 
Better 

5 

Somewhat 
Better 

4 

About the 
Same 

3 

Somewhat 
Worse 

2 

Much 
Worse 

1 

44. Since you started helping the elder, would you say his/ 
her health is: (14) 

Much 
Better 

1 

Somewhat 
Better 

2 

About the 
Same 

3 

Somewhat 
Worse 

4 

45. How confused would you say the elder is: 

Extremely Very Moderately Somewhat Not at 
1 2 3 4 5 

46. How often is the elder confused? 

Constantly Usually On OccasION Rarely 
1 2 3 4 

47. How competent would you say the elder is: 

Extremely Very Moderately Somewhat 
5 4 3 2 

48. How frail would you say the elder is: 

Much 
Worse 

5 

(15) 

all 

(16) 

Never 
5 

(18) 

Not at all 
1 

Extremely Very Moderately Somewhat Not at all 
1 2 3 4 5 
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(19 ) 
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49. What health problems does the elder have? (Green Cards) 

SYSTEM 

Cardiovascular 
(including 
Hypertension) 

Pulmonary 

Peripheral 
Vascular 

PROBLEM 

Central Nervous System 
(including Stroke) 

Urinary Tract 

Gastro Intestinal 

Psychological 
(other than dementia) 

Dementia 

Endocrine 
(including Diabetes) 

MuscUloskeletal 

Gynecological 

Visual Impairment ______________ _ 

Hearing Impairment ____________ __ 

Other 

Other 

Other 

>-
..:l 
tal 
:c-
tallJ'l 
0:-
E-< 
>c: 
tal 

( ) 

SEVERITY 

>- ..:l 
..:l ..:I 
tal E-< o:C 
E-< o:C 
o:C- :t:- E-<-..,. 0:1""1 ~~ >-- tal-

o:C..-I -0: Q :c E-< 
tal 0 0 0 ::- :c en z 

( ) ( ) ( ) ( ) 
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tal 
..:l 
III 
o:C 
U .... 
..:l 
C. 
c.~ 
o:t;co 

E-< 
0 z 

( ) (20) 

(21) 

(22) 

(23) 

(24 ) 

(25) 

(26) 

(27) 

(29) 

(30) 

(31) 

(32) 

(33) 

(34) 

(35) 

(36) 
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50. Some of the things your elder does may be worrisome or 
aggrevating because you feel they are done too much or too little. 
How much does your elder engage in the following activities: 

Smoking 

Drinking Alcohol 

Taking Prescription Drugs 

Taking Non Prescription Drugs 
(including laxatives) 

Eating (Amount of 
Food Intake) 

Eating Wrong Food 

Exercising 

Sitting/Lying Around 

Sleeping 

Working 

Worrying 

Complaining 

Interfering 

Criticizing 

Praying or engaging in 
Religious Activities 

£-< 
:l 
o tal 
lXIl'-«1'1 

0:-
.. tal 

:.G> 
0< 

( ) 

tal 
~ 
£-< 
£-< 
~-
~~ 

0 
0 
£-< 

tal 
~ 
lXI 
< u-
~c:o 

~-
£-<c. 
oc. 
z< 

(37) 

(38) 

(40) 

(41 ) 

(42) 

(43) 

(44) 

(45) 

(46) 

(47) 

(48) 

(49) 

(51) 

(52) 

(53) 
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APPENDIX B 

CAREGIVER DEMOGRAPHIC INFORMATION 



1. 

2. 

3. 

4. 

5. 

ID' 
CD' 

Demographic Information 
Responsive Elder Only 

How healthy would you say you are? 

Extremely 
5 

Very 
4 

Moderately Somewhat Not at all 
~ 2 1 

(1-3 ) 
( 4-5) 

In comparison to others your age, would you say your health 
is: 

Much 
Better 

5 

How would 

Excellent 
1 

Somewhat 
Better 

4 

About the 
Same 

3 

Somewhat 
Worse 

2 

you evaluate your living situation 

Good Average Poor Abusive 
'"2 3 4 5 

Much 
Worse 

1 

here? 

In comparison to others your age, would you say your 
living situation is: 

Much Somewhat About the Somewhat Much 
Better Better Same Worse Worse 

1 :2 3 4 5 

All of the following questions will help us get a 
picture of your living situation. 

tJ) 
tal 

><- 2:-
tJ)- ..:l,..., .... N .... 
><~ ..:l- e--- 0:::-

Control of Care Decisions: (Yellow .::- .:: tal tal 
~ :> 2: > 

Cards) ...:I tJ) 0 tal .:: :> tJ) z 
*a. I decide when I get up in 

the morning. ( ) ( ) ( ) ( ) 

b. I get about the amount 
of help I want getting in and 
out of bed. ( ) ( ) ( ) ( ) 

c. If I want help getting up and 
about I am usually able to 
get it without difficulty. ( ) ( ) ( ) ( ) 

d. If I want to leave the house 
I am usually able to get the 
help I need to get out. , ( ) ( ) ( ) 

.::;;; 
...... -z 

( ) 

( ) 

, J 

( ) 
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(7) 

( 8) 

( 9) 

(10) 

(11) 

(12) 

(13) 

(14) 



*e. 

g. 

h. 

*i. 

j . 

k. 

1. 

*m. 

n. 

o. 

p. 

*q. 

r. 

s. 

t. 

I decide what clothes I 
will wear every day. 

I get the kind of help I want 
getting my clothes from the 
closet and putting them on. 

My wishes about the order I 
wish to use putting on my 
clothes are followed. 

If I want to wear my special 
clothes on a special occasion, 
they are usually ready for me. 

My diet likes are followed 
as much as possible here. 

I can eat as much as I 
want here. 

I have a say in planning 
my menus. 

If I want a special dish fixed, 

(/) 

>
II(~ 
3 .... 
~ 
II( 

( , 
( ) 

( ) 

, 
( , 

I usually get it. ( ) 

If I need help eating, it is 
provided in the amount and 
manner I request. 

I decide where and with 
whom I eat. 

My meals are served around 
the times I want them. 

I usually have enough time to 
finish eating without rushing. 

I can usually bathe when I 
choose. 

I decide how often to wash 
my hair. 

I get to wash my face and hands 
as often as I want. 

My hair gets combed, cut and 
styled as often as I want. 

( 

! ) 

> 
~ 
~II(f"'I 
0 .... 
(/) 
o 
( ) 

( ) 

( ) 

10' 

( ) 

( ) 

a::
Cal 0-4 

~ .... 
:z: 
( ) 

( ) 

( ) 

co 
11( .... -z 
( ) 

( ) 

( ) 

) 
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(15) 

(16) 

(18) 

(19) 

(20) 

( 21) 

(22 ) 

(23) 

(24) 

(25) 

(26 ) 

(27) 

(29) 

(30) 

( 31) 

( 32) 
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10' 

en 
to:! 

>- :E 
en ~ M 
>- .... ~ .... E- .... a: .... .... 
ICC~ ICCM to:!N to:!.-4 co 
~- ::l- :E- >- 11(-
~ en 0 to:! ...... 

·u. If I need help with bathing II( ::l en Z Z 

it is provided in the amount 
and manner I want. ( ) ( ) ( ) ( ) ( } (33 ) 

v. I decide the types of toilet 
articles I use (e. g. , type of 
shampoo, deodrant, powder) • (34 ) 

w. My wishes about how I am 
groomed are fOllowed. t ) (35) 

x. I usually have enough time to 
finish bathing and grooming 
without rushing. ( 7 ( ) ( ) ( ) ( ) (36) 

.y. I get the amounr of help I ask 
for getting to the bathroom 
or commode. ( ) ( ) ( ) ( ) ( ) (37 ) 

z. My wishes about when I need to 
use the bathroom or commode 
are followed. ( ) ( ) ( ) ( ) ( ) ( 38) 

aa. If I want special things done 
to help my bowels, I usually ( , ( ) ( ) ( ) ( ) (40) 
get the help I want. 
them. 

bb. If I have a slight accident, 
I get the type and amount of 
help I need to get cleaned up. ( ) ( ) ( ) ( ) ( ) (41) 

*cc. My wishes are respected when 
I want privacy. ( 1 ( ) ( ) ( ) ( ) (42) 

dd. If I wish to contact friends, I 
receive the help I need 

( ) to do so. ( ) ( ) ( ) ( ) (43) 

ee. I receive the help I request 
to get reading or writing 
materials. ( ) ( ) ( ) ( ) ( ) (44 ) 

ff. My wishes about the activities 
I want to take part in are 
followed. (45) 

• gg. I can decide if I wish to 
lie down , rest during the day ) (46) 
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10. 

en 
III 

>c :c 
en ~ M 
>c- ~- t~ c:- -11(..,. oeM Ill .... CD 

~- 0- :c- ~- 11(-
~ en 0 ..... 
II( 0 en z z 

hh. I have the freedom to choose 
what time I 90 to bed. ( ) ( ) ( ) ( ) (47) 

i1. If I ask for help with some 
aspect of 90in9 to bed, it is 
provided in the manner and 
amount I request. ( ) ( ) ( ) ( ) ( ) ( 48) 

j j. If I have difficulty sleepin9, 
I get the assistance I request 
to help me. ) (49) 

*kk. I help decide how my money 
is spent. (51) 

11. If I have special requests 
or needs, I have the freedom to 
use my money to get what I want. ( (52) 

mm. I am consulted about how my 
savin9s are spent. ( ) (53) 

nn. My wishes about how my 
possessions are used or distributed 
are fOllowed. ( ) ( ) ( ) ( ) ( ) (54) 

* Items that can be used if elder is restless or limited and likely to not 
complete all questions. 
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10' 

6. Does it matter or do you care whether you make decisions about:. 

en r < 
III 00 ...... CO" 
:>< - z- z 

a. Getting up and moving from 
place to place. 

b. DreSSing 

c. What you eat. 

d. How you eat 

e. When you bathe/groom 

f. How you bathe/groom 

g. Using the bathroom 

h. Social , Recreational activities ( , 
1. Going to bed ( ) 

j. Finances/Assets l , 

If possible, please encourage elder to answer all questions. 

7. How would you evaluate the care (help) you get from your 
family? 

8. 

Excellent 
1 

Good 
2 

Average 
3 

Poor 
4 

Abusive 
5 

In comparison to others in your same situation, would you 
say the care (help) you get is: 

Much 
Better 

1 

Somewhat 
Better 

2 

About the 
Same 
3 

Somewhat 
Worse 

4 

Much 
Worse 

5 

( 55) 

( 56) 

(57) 

( 58) 

( 59) 

(60) 

(62) 

(63) 

(64) 

(65) 

(66) 

(67) 



10. 

All the following 6 questions relate to how satjqfied Y0Uo are 
your caregiver meets your needs: Tan cards. '0 way 

a. Physical Care 

b. Care of Surroundings 
(Environment) 

c. Management of Illnesses 

d. Respect for Your Rights 

e. Management of Emotional Needs 

f. Financial Management 

Do you currently have a conservator? 

Do you currently have a guardian? 

>''0 
.... 41 
410004 
E""-
4ICIl.-4 
'"'-<-
~~ 
X III 
tLlUl 

( ) 

( ) 

'0 
4/ 

0004 

""-CON 
-< -
~ 
ttl 
Ul 

( 

Yes 
1 

Yes 
1 

No 
o 

No 
o 

4/ 
0004 .... 
III .... -
~...., 

111-
III 
III .... 
~ 

( ) 

Does anyone in your family have your Power of Attorney? 
Yes No 

1 0 
9. Since you've been getting help from your family can you 

think of a time anyone has ever mistreated you? 

If so, who 

Yes 
1 

Could you tell me about what happened? 

4/ 
0004 

>."" .... co 
4/0004 
E~ .... 
4/1II~ '"'111-
~III 
X-< 
tLlQ 

( ) 
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with the 

(68) 

(69) 

(70) 

(71) 

(73) 

(74) 

(75) 

(76) 

(77) 

(78) 

(79-80) 



(White Cards) 

Someone threw something at you 
----- Pushed/Grabbed/Shoved 
==·Slapped 

~icked/Bit/Hit with Fist 
Hit with something 
Threatened with a weapon 
Used Knife or Gun 
Burned or Scalded 
Tied to Chair/Bed 
Confined to Room 
Had food or drink withheld 
Had Medical care/Medications 

or prostheses denied. 
Verbally threatened 
Verbally (yelled or sworn at) 
Isolated from family, friends or 

activities 
Money or assets stolen or misused 
Forced into something 
Left Unattended 
Other 

10. How frequently have these things happened? 

Daily Weekly Once A Month Once Or 

10' 

(7) 
(8) 
(9) 
(10) 
( 11) 
(12 ) 
(13) 
(14) 
(15) 
(16) 
(18) 

(19 ) 
(20) 
( 21) 

(22) 
(23) 
(24) 
(25) 
(26) 

Only Once N/A 
Twice this ever S 

year 
5 4 3 2 1 

11. Have you ever had to have medical treatment as a result of 
mistreatment? YES NO N/A 

1 0 8 

12. Have you ever called the pOlice as a result of 
mistreatment? YES NO N/A 

1 Q 8 
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(27) 

(29) 

(30) 
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APPENDIX C 

ELDER OBSERVATIONAL CHECKLIST 



ELDER OBSERVATION CHECKLIST 

ID'_~ __ (1-3) 
CD' 06 (4-5) 
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Dir.ction.: '1 •••• r.t. tb •• ld.r .ccordinl to the follovinl ch.r.ct.ri.tic •• 
II. particular ch.r.ct.ri.tic i. inappropri.t. b,c.u •• of tb. 
e.r'liy.r .itu.tion. pl •••• l •• v. blank. 

DlSAIIILlTJ ES 

He.rin; Jap.ir.d 
(7) 

Vilion J-.p.ired 
,I) 

InatlUng 1&pair.d 
(9) 

'~.eb Japa1nd 
(10) 

MobUitr lapelred 
( 1) 

htre .. ly 

( ) 
Funetion.lly 
d.af, v.rb.l In
t.raction 'a
trn>ely dlffi
cult, Ihouting I 
v •• turin; 11 r.
quir.d eon.t.nt
ly with or with
out hlaring 
aid •• u) 

( , 
f'unctionaUy 
bhnd. (4) 

( 
"comel Ihort of 
br.ath durin; 
nOl'1llal conv.r
aation with or 
without. aupple
.. ntal oaY;ln. 
UI 

( I 
bpn .. iv. or 
r.eeptiv. 
'phalh, v.rbal 
r.lpon .. 1 ar. 
nonl.nde.l or 
uninte1Uljlib1e. 
(4) 

) 
Unable to leav. 
a e .. 11 .r.a 
(Ub • bed or 
chair) without "".l1li a .. i.
tance. (4) 

Ouit. 

( ) 
"quirel 
elt..retion in 
.pa.ch ton'l 
I froqu.nt r.
~atin; with or 
without. h.arinljl 
aid •• (ll 

( ) 
ll.quir.1 l.r;. 
(orat.or) type 
plu, IUgn1fica
Uon , direct. 
li;ht.ln; to r.ad. 
(l) 

( 
Becone. Ihort. of 
brelth liter 
we1kinljl Ihort 
dilunc.. (10 
It.PI) or .nga;-
1n; in light ac
tivity (Uk. 
changing pOlit.ion 
1n bed or walking 
up 1 or 2 at,pI) 
with or without 
luppl ... nt.al 
oaYII.n. (3) 

( , 
Dylphuie/ co.
pr.hending Ip •• ch 
ia v.ry difficult 
but u.u.lly po.
aibl •• (J) 

( ) 
Mobil. within a 
circ~lcribeCS 
ar •• wlth 01' 
or without. •• Ii.
tlva devicea. (l) 

loIrI.what 

I ) 
"quire. 
ocea.ion.l verda 
or phr •••• r.
peat.1I I .low 
lre.ch wi th or 
without h.arlng 
aid.. (2) 

r ) 
Can r.ad large 
(orator) type 
with or without 
corr.ctiv. l.n •• 
(2) 

( 
Becom.. Ihort of 
breat.h aft.r 
walking Ion; dil
tanc.a '50 atepII 
or .ng.ging 1n 
huvy .ethity 
lib propellinll 
whl.lchair or 
w.lkinll up Ihort 
flillht. of It.PI) 
with or without 
IUl'plclMntll 
oaYII.n. (2) 

( I 
.lurr.d, glrbl.d 
Ip .. ch that re
quir'l careful 
att.ntlon but 11 
balically int.l
U;Lble. (21 

( ) 
"otally IIIObU. 
but r.quir.1 
'1IiIUv, d.
vicel. (21 

Mot at AU 

C I 
1l •• pOndl to 
converl.tionll 
lpe.ch ton. I I 
r.quir •• no r.
pe.tin; with or 
without hur1nll 
aid •• (1) 

( ) 
Can re.d Pica 
typo with or 
without eorr.c
Uv. len •• (1) 

( I 
No Ihortn ... of 
bre.th afUr 
Wilking long dil
t.nc.I, h •• vy ac
tivity or luir 
walking wi th or 
without luppll
.entll oxyg.n. 
UI 

( 
Sp •• ch .IIY to 
Wld.ntand with 
no difficulty. 
III 

( , 
""tally .abU. 
without a .. iI
ti" device •• 
ell 



.. ealtb Iapaired 
(11) 

rraU 
114 ) 

He.t 
(lS) 

.... ry 
1161 

lbIug.Uc 
(17) 

, , 
a .. .ulUpl. 
ai~nte th.t 
a1gni f icantly 
1nterfera with 
all d.ily llIAc
Uon •• (4) 

, t 
Clothe" and 
per.on are .pot
le •• , odor 
fne. U) 

( ) 
Very weak , 
debilitated/ 
au.cul.ture 
" •• ted: voice, 
IIOvelftente 
.h.key. halting 
, .low. (4) 

( ) 
Well IroOMd; 
llaill tri_d , 
fihd; hair 
,t,.led; if ap
appropriate. clean 
,haven; clothe. 
pruud , ill 
IOod rapair. (I) 

, , 
Slow .aving. re
luct.nt to .av. 
once .e.ted, 
facial e.pre.
lion. of 
fatigue , .leep 
depriv.tion, 
"ell no nU.f 
for fatillue even 
by r .. ting. (4) 

, , 
.erfora ... DY 
diY.r ••• eatra 
phy.ic.l act1v
hie. d.ily w1tb 
DO app.nnt 
fatigu •• quick 
to r •• pond to 
r.qu •• t. , nat 
period. con
tined to night U_. (1) 

, , 
II .. 1 or Z .U
_nt. th.t pre
•• nt auece .. ful 
conpletion of .011. d.ily .c
tiviti ... CJ) 

) 
Clothe. hev. 
.Ollle IIpot. or 
.t.in.: nail ••• y 
have long.tandlng 
euin. but no 
dirt on hand. or 
fae •• 12) 

( ) 
Some au.cl. Wa.t
lnll , .~e .h.ki
n ••• , .lovn •••• 
(3) 

1 
Clothe. unpr •••• d 
but ln good r.
pair, hair' 
be.rd e~d but 
not trillllled or 
&tyIed: .0_ 
beard .tubbl •• 
(21 

, 
Verbal •• pre.
.ion. of fatillue 
, .leep depriv.
tion, f.cial .a
pre •• ion denot •• 
fatillue but 
.t.u. th.t 
fatillue .la re
lieved by re.t , 
.l"p. UI 

, , 
.. rfona ..... n
thl phyl1cll 
aetivitie. dlily 
, requirea only 
I n.t lledod 
dudnll the day, 
reapond. to r.
qu .. t. In a 
U_ly .. nner:. 
m 

l ) 
au I or Z aU
Mntl that 1n
terter. vith 
.tamin. but abla 
to perform .a.t 
d.ily .ctiviU .. 
aucee •• fully. (21 

( 
Clothe. "ery 
.potted or 
.t.ined, dirt .p
parent on h.nd. 
or f.ce, hair not 
recently "a.hed, 
.OIM body odor. 
(3) 

c. , 
Deere •• ed 
.trenllth , .u.ele 
tone but over.ll 
confident , firm 
in voiCe! , aove
_nt. (2) 

( 
Cloth •• un-
pu ... d: .0111. 
ai •• inll button. 
or .nap.; hair' 
beard uneolllbed or 
-shallllY-: naih 
chipped' ravved. 
(l) 

c ., 
lODe v.tbal COII
pl.intl of 
f.tigu. but f •• l. 
fatigue 11 n
lieved by re.t , 
it doe.n't int.r
f.re with .ffee
tivene •• or .peed 
.... pon •• ' cloe. 
Dot appear 
fet1vued. (21 , . 
"rforfAl •••• n
thl phyl1e.l 
Ictiviti .. daLly 
but requir.e aul
Uple re.t 
period. during 
tho d.y, re.pon •• 
ti_ 1 •• lightly 
.loved. (31 
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Mot at All 

( ) .0 .ilMent. th.t 
interf.re with 
daUy function
lnll' (1) 

( 
Clothe. e.treme
ly dirty. lonll
.t.nding dirt in 
.kin fold,: hair 
gr.a.y , .tringy: 
.trong body odor. 
(4) 

( 
Robu.t , .trong: 
au,culature tone. 
, Urml .ave_nt 
, voic. f1rlll , 
confident. (1) 

I ) 
Clothu dh
.heveled: h.ir 
'lor be.rd 
knotted' un
IteNpt/ n.U. 
long , eurv.d 
under. 14) 

I 
Spry' aov •• with 
••••• confid.nee, 
no h .. 1t.nce to 
aov •• round, DO 
v.rb.l e.pre.
.ion. of f.tigue, 
.ppear. re.t.d. 
III 

( , 
•• rfon .. few 
pbylic.l activ
ltie. d.l1y , DO 
-.atr •• -, re.t. 
tor long perio41 
durin; the d.y , 
atill ha. dift!
culty ~leting 
•• ,enti.1 t •• k., 
r"pon,e tt.. 
,reatly .lowed. 
14) 



ariqht 
Uti 

Confu •• d 
(20' 

Appropriat. 
CU, 

btr ... ly 

( J 
Activity 18 
.... nU.lly pur
po.eh •• , •••• n
thl pIper , 
po ..... ion •• rl 
lo.t, •• qu.nco 
of IcUyHh. i. 
tot.lly unpro
di ct.blll .ur
rounding. 
ch.otic. 141 

, 
MlnUI .ctivity 
i. per!oraed in 
r ••• onable 
eaount of U .. 
wHh no dHfi
=1 ty, .nl"" n 
Ir. eon.i.tent. 
r.liabl. , .ccu
rate, delllon
.tr.t •• int.r
•• t , Itno",ledll' 
of curr.nt 
.vent" ini
tiat •• conv.r •• -
tion , •• ka 
que.tion •••• -
Uy , Itnovl.d;
ably. U, 

( , 
Di.oriented 
about penon. 
plac •• t'-a , 
purpolI, inco
herent 'perch, 
no logic to 
•• quenc. of 
thoughU or 
Iction •• 14' 

( ) 
Mo eonfJ,ict bI
tw •• n .itu
IUon , .ctio~ 
or qu •• tion •• 
In.war., DO 
flightl of 
id ... , DO con
flict betwa.n 
._tion.l •• -
prealion •• 
y.rbal oontlnt. 
(1' 

Quite 
C , 

IIIny IcthiUo. 
• pp'.' purpo •• -
1 •• ., unable to 
find .. ny •••• n
ti.l p.p.n or 
po ..... ionll no 
appar.nt ach.d
\Ill for activ
iti •• , .urround
ing' clut tered 
with no .pp.r.nt 
organization. 
Il) 

( , 
.~ dUUculty 
providing .nlw.r. 
but .n.w.r. Viv.n 
Ir •• ccurlt., 
con.i.t.nt , r.-
1i.bl., r'.pon •• 
ti ••• low.d, ini
ti.t •• conv.r •• -
tion • ..k. .om. 
quea tiona but 
knowledgl of cur
r.nt .venta 11 
lLaited or .uper
ficial. (2) 

c ) 
so.. di.ori.nta
tion lbout ti .. 
, purpoll but 
r.l.tiv.ly cl •• r 
.bout p.non , 
p1.Cel .peech c.n 
ba follow.d al
though logic not 
alway •• pp~r.nt, 
confabulation 
pn •• nt. (3, 

C I 
Oc:c.a1onll con
fUct bltw •• n 
action. , aitu
ation or qll •• -
tiona , In.w.r. 
but ov.rall fit 
t. appar.nt. CZ, 

Ic:8Iwhlt 
( , 

~ activiti •• , 
action. • ••• 
without purpo •• , 
lome difficulty 
Unding thing" 
.ch.dul. 100 •• 
but pre •• nt, 
clutt.r.d .ur
rounding. but .o.e orglni,'
tion pr •• ent. IZ) 

I , 
So_ di fficulty 
providing .naw.r. 
, .OID .. n.wer. 
ar. in.ccur.te. 
inconatatent or 
unreU.bl., re
.pona. tillll h 
vu.tly l1owld: 
able to initi.t. 
conver •• tion .f
t.r prompting, 
a.k. .OM qUI'
tiona but they 
.r. ,uparficial, 
.howl v.ry little 
Itnovladg. of cur
Clnt .v.nt •• Il) 

( oJ 
Kay bI uncl •• r 
.bout tLe. but 
not about perlon. 
pl.c. or purpo •• , 
• .,.. incond.
t.nci •• in l09ic 
but c.n bI fol
low.d, .oal ••• g
VlraUon. or 
filling in .u •• -
ing d.taU. but 
no fr.nk confabu
lation. U, 

( , 
Oc:cllional tit. 
betw'ln action. 
, .!tu.tion or 
qUlltion •• 
an.wan bllt ov.r
III fit i. rollgh 
• difficult to 
dheern. (3, 
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Mot .t All 

C ) 
CI •• r p"rpo.. for 
IU .ct1viU", 
•••• nti.1 p.per. 
, po ..... ion. 
IVlil.bl" cl.ar 
Ich.dul. for ac
thHle" ,ur
roundinlll ordar.d 
, org.nilation i. 
apparent. (11 

( , 
Dull .U.ct. 
_ntally .low, 
dUf1cul ty pro
"iding Inlw.r. 
to aimple qu •• -
tiona: .Iltl no 
quntion. , con
v.r ... only tn 
r.apon .. to 
prompts I 110 
knowledge of 
curr.nt .v.nt •• 
14' 

( , 
ItO dhorilnta
tion: no ••• g
\I.ration or 
inconlilt.nei •• 
in l09ic. (1) 

( 
Action. do not. 
tit litultion 
nor do .n.war. 
tit qu .. tion., 
fl1Vht of id ... 
prea.nt, no fit 
bet", •• n varb.l 
cont.nt • aIIO
tion.l •• pr •• -
8iOll. (4) 



Depr .... d 
IZZ) 

a.t.ntiv. 
IZ3) 

AnJdou. 
'~4) 

OptiaJ. .tic 
IZ5) 

( , 
... ica111 \&lIre
• ponsiv., ini
tiate. no inter
actiona, afflct 
• Id or blank, 
.uicidal 1d.a
tion. 141 

( , 
IxcIll.nt 
hiltorJ.an, pa.t, 
prlaent , i.-
.. diau _mory 
ar •• xcellint. 
III 

( , 
btrellllly n.t-
1 ... : dhpley. 
pacing , h.nd 
wringi ng: voc.l 
, lIu.cul.r tr.
.ora, pinpoint 
attention .p.n, 
phylical .YIIP
tOfllI of anxilty 
preaent Uk. 
di.rrh.a. 
n.u ••••• tc., 
.y.ptoe. perva.iv. , dU fua •• 
(41 

( , 
.olitiv. atti
tude .bout hfe 
I the future 
penadee all 
c~ntl .1n
t.raction.. (1) 

( , 
Me .uicidal ide.
tion but .ymptom • 
of frank dlpre.
lion like .lov-
n •••••• dn •••• 
l.ck of appetite. 
I~tilation are 
pn .. nt, vlrbal 
contlnt mDy be 
quite llIOtional 
with .. ny IX-
pre .. iona of 
welping. b.lp
le.anen. bope
lla.ne •• or .Ilf
dlnigration. III 

( , 
Pair bhtorian, 
10lIl. prob1elll. 
with detan. 
of memoriu but 
oVlrall pn .. nt. 
accurat •• c
COWltl. IZI 

I I 
Sozae rutle .. -
nl ••• tremor., 
phy.!cal aymptea. 
of anxi.ty on oc
caaion, inability 
to r.l •• or .l.ep 
.a.lly: a~pto •• 
are dHfu •• but 
u.u.lly precipi
tat.d by ap.clf
ic. idlntifiabll 
eVlnt. III 

, 
OVlr.ll Ittitudl 
11 politiVl but 
on occa.ion nlga
tivi attitudla • 
• projlctiona 
.urbel. (ZI 

c , 
Verbal content 
bllic.Uy lid , .0... .yaptOliIi of 
d.pnnion but 
flaah •• of joy or 
hWlOr ar. al.o 
pr ••• nt: .. y b.ve 
period. of • .a
tion.Uty th.t 
are out of pro
portion to the 
contlnt beinc; 
.xpn ... d. (ZI 

( , 
Vagu. hi.torian, 
unclear .bout 
.equence. of 
.vent. or dltail • 
of pa.t , prl •• nt 
_mori ... III 

( ) 
S~ptoa. of anxi
Ity ar. very eir
~ •• cribld • 
attached to la'
ily identifiabll 
Ivantl: able to 
nlax , .le.p 
u.ually: anxilty 
1. occalional, 
Ulu.lly calli. 
IZI 

( 
OVlrall attitudl 
i. nlgative but 
on occllion 
fla.hea of po.i
tive projection. 
Ir. Ividlnced. 
Cll 
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Mot at All 

c , 
Ylrbal content 
11 balica11y 
poaitivI .vln 
UlouCjlh .ad or 
"Cjlativl aa
pect. arl ac
knowl.dged amo
Uonal I"prea
alon. an ln 
proportion to 
contlnt baing 
I.prelild. III 

, I 
.a.t. pra •• nt • 
iwnediate _m
ory an all 
IIvlnly af
fected; unable 
to providl any 
kind of intal
UCjlib11 hhtory 
on raqu .. t. (41 

, 
aal.ud .nd 
calli. III 

, 1 
fllC;.ttv. Itti
about lill • 
future parvadl. 
all COtll/!le n t. , 
intlraction., 
convincld t.hat 
tblnCjl. can ollly 
,It won •• 141 



aendt1n 
(UI 

kf.nlive 
(271 

Mara 
(28) 

IIQItU. 
1211 

btuaely 

( , 
".ponl1ve to 
other'. lIeed., 
pr_pt to 
en .... r r.qu •• t. 
• to .nticip.te 
lII.d., conv.r
•• tion refl.ct. 
en un~.r.t.n~in; 
of the c.n;iv
er'l ,1tultion • 
clrc\1llltanc." 
~atb.Uc. (1' 

, 
Off.r, cgntillu.l 
e.cu,., , ju'ti
Uculon, for 
behlvlor both to 
care;iv.r , to 
illtervi..,.r, 
ulually illter
preu qu .. t1onl 
or cc.znentl 
e.bout Uv1n\l 
.1tuation a •• 
peraollal attact. 
(4) 

( , 
Open, friendly, 
interaction 
.tyle, acc.pt
in; , relned 
with both can
viver , inter
.ie,..r. (1) 

( 
An\lry 6 'UI
piclou. both to 
c.r.;iver , 
interviever, 
tit .... ery Ut
tl. proapt111; to 
... ote an ar\lu
.. nt or IIrca.
tic retort, dif
ficw t to coa
plete intervi .. 
IUCC .. at ully, 
franll.ly para
lIOid J.de.UoD. 
(.) 

( ) 
".pondve to 
oth.r'l n .. d. but 
_ delay. 1n 
enl ... rin; re-
qu •• tl, .ce. dif
ficulty antici
pltln\l n •• ~. or 
und.r.tan~ln; of 
oth.r'l .ituatlon 
, circum.tanc ••• 
(2) 

( ) 
Frequ.ntly offer. 
e.cu'.1 , ju.tl
fication. for be
bavior, tend. to 
interpret qu •• -
tion. , COKD4nt. 
e.bout Uvin\l 
lituaUon n.9'
Uv.ly but Dot 
alv'YI. Il) 

I ) 
May be inithlll' 
foraal , ltiff 
but w1th u .. 
Ityle beco ... 
.ore frhndIy , 
Opell' balically 
ec:c.pUng of 
car~iyer • 
int.rvi .... r' 
vilUn\l to ela
borate on alllV.rl 
vith little 
pr~t1n;. (2) 

( ) 
.. rc ... to , 
e.bout car.\l1ver 
11 I predOlllN1lt 
thea. II vell al 
eulpicion about 
car~iyer ~ 
tivel, to inter
.ie .. u MY de
ItCribe or dhplly 
en;er or lerc •• 
but coapI.tin\l 
the interviev il 
IIOt hI_pered b)' 
dtaplaYI. 

, 
".pon.l ... n •• 1 il 
quite lpon~!c, 
frequ.nt d.laYl 
ill .n .... rin\l re
qu •• tl , antici
patin; n .. d., 
occa.lonal und.r
Itandin\l of c.r.
viv.r'l 11tuation 
but ov.rall ie 
aneap.th.tic. Il) 

I 
Off.rl .XCU •• I , 
ju.tHic.tionl 
r.;.r~ln; Ipecif
ic iI.u .. but 
oy.rall dOli 1I0t 
interpret qu .. -
tiona or ~ent. 
1I.;atively. (2) 

IIQt at All 

UIIrliponl1v. to 
other'l n •• ~.1 
1\1nor.1 r.qu •• tl 
• anabi. to 'n
ticipat. n •• ~'1 
cr i tic.l or un
• ... 1'. of c.r.
\liver'l dtu
.Uon , circWl
Itancli. 141 

I 
Ranly off.n 
e.cu ••• or ju.
UUc.Uon,; 
pol! ti Y., op.n 
pr ••• nt.tlon re
vudln; qu .. -
tiona e.bout 
Uvln\l dtu
aUolI. (11 

( I I ) 
Rath.r aloof. Clo.ed, aloof 

270 

ioroal with care- int.r.ction etyle, 
iiver & interviewer offer. no .ddl-
but tone , de- tional infonutioll 
.. anor il DOt in r •• pon.. to 
forbl~~ln;, .. ith qu •• tion., Itiff • 
ventle prompt!n; foraal to care
vill provide -off vlver. inter-
the cuff- re- .i..,.r, tone' 
lpon .. e to qu .. - d~.anor h for-
UOIII. (l) biddill\l. (4) 

( , 
May d •• cribe or 
dl.play acea.lon
al bouU of en;er 
or.larc.etic re
aarka but Ven.r
ally h dov to 
en;.r , tolerent 
of both care
,iver , int.r
.,1ew.r. (21 

( I 
Very Ilow to In;.r 
• trueti"!ll 110 
IIrc •• tic or cut
tin; r~rte to or 
about car.givu 
or to intervieWSI' • 
(11 



c;.nerou. 
()Ol 

Abul1ve 
1111 

crude 
(l21 

I 
,.... unav.re of 
the ti .. , energy 
or .otI.y 1n
\'OlY~ 1n Pllt 
contribution. 
and reflecta 
pleasure'"t
illacUon vith 
the expend i
turu; off.r. 
.o_thinll to 
the interviewr 
ClUte knovl~llel 
or comfort) dur
inll intarviev. 
UI 

I I 
Verbally 'lor 
phy.lcally 
thrllteninll to 
carelliver 'lor 
intervi.v.r, de
.crlb •• or damo~ 
.trat •• p.riod. 
of b.inll "out of 
control" during 
which action. or 
co-ent. c.u •• 
daaall. to 
another, aay be 
totally Iln
avara of the ~ 
pact ot acUon. 
or co_ant •• 
141 

l.4on''''I' , IC-
C. iou. Ir. "IU· 
ally upl ic it. 
• " .... tiv. , 
pfOVOC.li ... 
Ionl"'I' II 
'''''Ih , .... ller 
in uhronc. to 
ClroliYIf , bodll, 
t"Dclion. (4) 

) 
V.ry .wlr. of the 
U_, enerllY , 
IIOn.y 1nyolv~ in 
pa.t contributiona 
but ov.nll re
flecta .an •• of 
pl.alure , .. ti.
fiction, doe.n't 
•••• to n.1eS to 
extract payme.'11: 
for expendi
tures. (2) 

( I 
VI •• verbll 
thrllU vith 
clr.lliver , CIC
cI.lonllly aay be 
phydc'l1y threat-· 
eninll' bi.tory or 
.vld.nce ot IC
tual period. ot 
beinll "out ot 
control" Ire 
conflned to 1 or 
2 1ncldanU. (l) 

s..- .... .ally 
.aplicil, '''11''
tin 01 proyoc.
Ii.,. lanl"'I' I • 
IIltd b, .Ider, 
uhronclt to 
bodily fllDCtioa. 
If. roulht , .... 1 •• ' 
bllt u It ronc ...... ci f-
lcilly to c.r.al •• r 
au aot. () 

, 
Soee r.len~nt 
about plat upen
ditur .. but can 
d.o dllcribe 
benetit., d.-on
atrlt •• I ne~ to 
utract par-nu 
tlult even the 
acore but Cln be 
IIthUed with 
1 ... thin total 
peYNnt. (l) 

V.e. very 
occ •• lonll •• iled 
t.hr •• t. vith care
giver or with data 
collector, .. k •• 
.lillhtly d.rolla
tory or cuttinll 
coament. on OCCI
.ion , .e_. to 
be Ilnlv're of 1.
pact ot .cUon. 
or coeIIIent., no 
biltory or evi
d.nce of phy.ic.l 
acting out. (2) 

I ) 
Occa.ional u'. of 
.exually .ug; •• -
Uve languallo • 
~t10n., occa
-'lonal r.tar.nc •• 

to bodily func
tion. ln vulllar 
t.l'WI' for punc
ution or • ..ph.-
11. but ov.rall 
av.ryday lanllua;. 
contaln. few .uch 
refarenc... 121 

IIot at All 

( , 
Eatr ••• ly r •• anttul 
about the tLae. 
en.rllY or IIOn.y 1n
volved 1n pa.t con
tributlon., con
v.rt. IIOllt topic. 
to 8 di.cu •• ian of 
co.t. , ben.tit. , 
bll.nc. i. topp~ 
toward co.u, 
otf.r. nothing to 
the int.rvlew.r but 
.n .... r •• nd ...... 
re.entful of .x
pendituz., u". 
curr.nt •••• t ••• 
bribe. ~r thr •• t •• 
(.) 

( I 
No bhtory or 
evidence ot UIIing 
v.rbll or phy'icil 
threatl with c.r.-
9iver, no bi.tory 
or .vid.nc. of 
period. of being 
·out ot control" 
or phy.ic.lly Ict
in; out. III 

) 
wo u.. of •• xu.lly 
.UIl'lI.t1v. lan-
9uI'l. or un of 
..... r word •• III 
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CAREGIVER OBSERVATION CUECKLIST 

10'_--=-=--_(1-3) 
COl OS (4-5) 
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---- --
DIIU:CTIOHS. '1 •••• r.t. the c.regiv.r .ccording to the followin; chlr.ct.ri.tic.. If. 

particular chlract.ri.tic i. in.ppropriat. baCIU •• of the car~iv.r .ituation, 
pl •••• I.lv. bl.nk. 

PISABILITIES 

ft •• ring I.p.ired 
U1I 

Vhion h'pJired 
Ill) 

IIruthing ImpJirec1 
Ill) 

Spe.ch I.pdrl4 
(H) 

JIobiHty I.peinc1 
(lSI 

c , 
runctionlllly 
d.af, v.rbal Ln
t.raction .x
tree .. ly diffi
cult, .houting , 
", .. turing h 1'.
quir.d con.t.nt
ly with or with
out h.aring 
.id •• U) 

c , 
Function.lly 
blind. (4) 

) 
lI.come. .hort of 
bnath during 
normal convlr
.ation ~i th or 
without .uppl.
aental ox)'gen. 
(4) 

c , 
r:.pn .. iv. or 
reclptive 
aphuh, vlrbal 
r •• pon ••• ar. 
nonlln. lcal or 
unintelligible. 
I., 

, 
Unabl. to le.ve 
• • lIIal1 ar.a 
IUh a bad 01' 
chJir' wi thout ... i._ .. Ii.-
tanc •• U) 

Ouit. 

e , 
lequirl. 
.It.ration In 
lpe.ch ton.1 
, fnqulnt r.
pelting with or 
without huring 
aid •• (3) 

I , 
IIlquirel 1&rg. 
(outor) type 
plu •• 1 .. niUca
tion , direct 
lighting to rla~. 
(l) 

, 
lIecome. .hort of 
bnlth after 
Wilking .hort 
di.unci. (10 
ItlP') or .nglg
ing in light ac
tivity (like 
ch.nging po.ition 
in bed or v.lking 
up 1 or 2 .tlP') 
with or without 
.uppllraenUI 
oxyg.n. (3) 

I , 
Dy.phuic I coa
prlhendin; .pe.ch 
i. v.ry difficult 
but u.u.lly po'
dble. (3) 

c , 
JIobU. within • 
circwllcribed .r .. with or 
or without •• 11.
tive d.v101I. el) 

e , 
!toqul r.1 
occ •• ional vordl 
or phr .... r.
pell.d , Ilow 
Ip .. ch wi th or 
without h.lring 
aide. (2) 

( » 
C.n rud 1&rg. 
(orator) type 
with or vi thout 
corr.ctive l.n •• 
U) 

e 
lleeollle. .hort of 
bruth Itter 
Wilking long dil
tance. (50 Itep') 
or engl9in9 in 
heavy .ctivity 
like propelling 
wheelchair or 
v.lking up Ihort 
flight of It.p') 
with or without 
luppllmentd 
oxyg.n. (2) 

( ) 
Slurred, ",.rbl.d 
Ipetch th.t r.
quire. c.reful 
att.ntion but il 
b •• ic.lly intel
U;1bl •• (2) 

( 
'fot.Uy _bUe 
but requir •• 
•• dIUve 61-
dc ... (2) 

MotetAll 

( ) 
".pond. to 
conver.ation.l 
lpeeth ton.. , 
r.quire. no r.
pe.ling wi th or 
without h •• ring 
aid •• (1) 

( ) 
C.n reid Pic. 
type with or 
without corr.c
tiv. len •• (1) 

( ) 
No .hortnl II of 
brelth .rUr 
w.lking long di.
t.ncl., h •• vy .c
tivity or n.ir 
w.lking with or 
w1thout .upple
Hnul oxygln. 
(1) 

( 
6pe.ch .IIY to 
undeutand with 
no difficulty. 
(1) 

c » 
!ot.l1y _bU • 
without ... h
Uve d.vice •• 
U) 



bell th hlpal red 
1161 

CleOln 
In) 

Frlli! 
(l8) 

He.t 
(40) 

Ioellry 
(411 

Energetic 
lUI 

( , 
.... ultiple 
1i1Mnt. th.t 
.ignific.ntly 
interfere wlth 
aU d.Uy func
tion •• (4) 

J 
Clolhe. 111111 
penoll OIre 'IJOt
Ie.. , odor 
fru. 111 

( , 
very we.k , 
debilitated, 
• u'c:'ul.ture 
w •• ted; volce , 
IIOvement. 
.hahy, hllUn9 
, alow. If) 

( ) 
Veil .ro ... d; 
Ddh tri_d , 
fned 1 heir 
ItJled; if IP
propriate, cl.la 
Ihlvea; cloth .. 
PUlled' 1D 
• 00<1 repair. (J) 

I I 
Slow ~ving, re
luctOlnt to IIOve 
onc. aCOIted, 
f:\c1011 OXI'ro.-
• 10n. of 
fatlgue , IIleep 
depriv.tion, 
feell no relief 
for f.tiguo even 
b)' rutlng. I.) 

( , 
'erfoB. aany 
diYerae, extra 
phy.lcll activ
itle. d.ily with 
DO app.rent 
f.tigue, quick 
to relpond to 
reque.t., re.t 
period. con
Uned to night 
U ... III 

Quite 

I ) 
II .. 1 or 2 aU
.. nta that pre
".nt .uce ... tul 
COIIphUon of .OIM d.ily ac
Uv1Uu, (3) 

) 
Clothu. havo 
.0000e .pot. or 
.t.lnl, n.l1. ~.Y 
h.v. longlt.ndlng 
.Uin. but 110 
dirt on hand. or 
fac •• I~I 

I I 
Some auacle W.lt
Ing , aome .h.kl
n ••• , .lown •••• 
III 

I 
Clothe. unpr ••• ed 
but ill good re
pair, hlllr , 
be.cd combed but 
not tri_ed or 
.tyle.!: .eee 
beud atubble • 
UI 

I 
Verbal expr •• -
.10n. of f.tlgu. 
, .leev depriv.
tion, fOlci.l ca
pr ••• ion denote • 
fatigu. but 
atate. th.t 
fatlgu. h re-
11ev.d by r •• t , 
.1eep. III 

( , 
•• cfoB' .... n
tial phyaical 
actlvltle. d.l1y 
I r.qulre. only 
1 rut period 
during the cS4Iy, 
r •• pond. to r.
queue in a 
U_l)' aann.r. 
(21 

Ioeewhat 

( , 
Uu 1 or 2 .11-
.. nta that in
t.rf.r. with 
.tamlna but able 
to perform ac.t 
d.l1y activltle. 
.ucee •• fully. I~) 

I 
Cloth". vcry 
.pottc:d or 
.t.ln.d, dirt .p
parent on h.nd. 
or t.ce: h.ir not 
r.cently w •• hed, .ome bod)' odor. 
III 

( J 
&>ecr ••• ed 
.tr.ngth , au.cl. 
ton. but ov.r.ll 
conrident , fira 
in voico I IIOve
..nt. OIl 

I 
Cloth •• un-
.. resled; .oae 
.1l1ing button. 
or .n.p.; h.lr , 
beArd uncombed or 
·.hOlI)?Y·, nOlll. 
chippod , rAgged. 
UI 

( , 
So .. v.rb.l COII
plaints of 
f.tigue but f.el. 
fatigue h r.
lleved by r.at , 
it doe.n't 1nt.r
fer. with .ff.e
tlvene •• or .p •• d 
rllpon •• , doe. 
not .pp •• r 
f.Ugu.d. (2) 

I ) 
•• rfonl' •••• n
tial phyaical 
actl"lti •• d.lly 
but requir ••• ul
tipl. rut 
period. dur ing 
the dAYI r •• pon •• 
ti~ , •• lightly 
.lowed. III 
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Itot .t 1111 

, I 
Wo lil_ent. th.t 
intarfere with 
d.Uy functlon
ing. (1) 

( 
Clothc. cxtrcmo
ly dirty, long
.t.ndlng dirt in 
.kin fold.: h.lr 
gr ••• y , Itringy, 
.trong body odor. 
(41 

I 
Robu.t , .trong: 
aU'c:'ul.ture ton •• 
, firm, IIOv .... ent 
, voice fira , 
confident. (11 

( I 
Cloth .. dh
.h.veled: hair 
'lor beard 
knotted , un
kempt, n.11. 
long , curved 
under. (4) 

I 
Spry , ~ov •• with 
e.,e , confid.nee, 
no h •• itAnc. to 
IIOve .round, no 
v.rb.l expre.
lion. of f.tiguel 
.ppeara re.ted. 
III 

( I 
.erfor... f." 
phy.ical 'cth
iti •• d.ily , no 
-extra.·, r •• t. 
for long periods 
during the dlY , 
Itl11 h •• diffi
culty completing 
•••• nti.l ta.kl, 
I' •• ponll t1_ 
gre.tly slowed. 
141 



Dhorv~n1&ed 
(U), 

.rivht 
(44) 

Confu •• d 
(H) 

Appropr 11 t. 
(.6) 

bU ... l)' 

C • 
Activit), ia 
•••• ntl.11y pur
polel ••• , •••• n
U.l paper. 
po .... lion. ar. 
lOll' •• quence 
of .ctlviti •• i. 
totally IUIpr.
dictabll, 'Ul'
I'oundinll' 
ch.otic. (t) 

) 
Mental .cU vi ty 
11 perfon>ed 1n 
I' ... on.bl. 
&JI\ount of U ... 
with no diffi
culty: anl"'.rl 
'1" conli.tent. 
r.liabl. I .ccu
rat.: d.llon
.tr.t •• int.r
•• t I kno",l.dv. 
of curr.nt 
.v.nt., ini
tl.te. conv.r •• -
Uon I •• k. 
qu •• tlon •• AS
ily I knowladv
ably. (1) 

( , 
D1aor1ant.d 
about peraon. 
plac •• UM I 
purpolI; inco
herent 'peech, 
no 10Vic to 
•• quenc. of 
thouVht. 01' 
action.. (.) 

( ) 
110 conflict ba
t",een .u.u
ation I .ctloa. 
or qu •• tion •• 
anlv,I", 110 
fUlihU of 
id .. ., no can
fUet bet .... a 
_tionll •• -
pu .. ion •• 
".rb.l cant.nt. 
(1) 

OUlta 

( ) 
Many actiYhin 
app.ar purpo .. -
1111, un.bl. to 
find •• ny ••• en
th1 p.per. 01' 
po ..... ion.' no 
.pp.r.nt .ch.d
ul. for .ctiv
iti •• , .urround
bll' clutt.red 
with no .pp.r.nt 
orll·nil.Uon. 
Il) 

( ) 
lOIN difficulty 
providinV .n.",.r. 
but an.",.r. Viv.n 
are accul'.te. 
conli.t.nt I 1"
liable: r •• pon.e 
tille .lowed: lni
tiat •• conv.r •• -
tion I •• k • • 0" 
queation. but 
kno",l.dge of cur
I'ent .vent. i. 
li~ited or .uper
fiei.l. (2) 

1 ) 
SOli. di.ori.nta
tion .bout U .. 
I purpo •• but 
r.l.tiv.ly cl •• r 
about p.non • 
pl.c., .peech can 
be follo",ed a1-
thouVh 109iC not 
.l",.y •• pp.rent, 
confabul.tion 
pr ... nt. U) 

( ) 
Dec •• ional can
fUct betv.en 
action •• aitu
ation or qu •• -
Uona •• n,"'e,. 
but ov.rall fit 
i. app.rant. 12) 
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~----------------------

ao..",hllt 

( ) 
Seee activlti ••• 
action. • ••• 
without purpo •• , 
lOll. diU icul ty 

· finding thinV" 
Ich.du1. 100 .. 
but prannt, 
clutt.rad .ur
I'oundinv. but 
10IIII or9.n1la
tion pr ••• nt. 12) 

( ) 
Some difficulty 
providln9 an.",.r. , .0lIl .. n .... r. 
ar. in.ccur.te. 
incon.hUnt or 
unreliable, 1"
.pon.e ti .. 1. 
IIIrutly .lowed, 
able to initi.t. 
canver •• tion .f
til' prOlllptin9' ..k. aOIll. quea
Uon. but th.y 
Ira .uperUcial, 
Ihow. v.ry littll 
kno",led91 of cur
rent .v.nta. (l) 

C 
fUly be uncl .. r 
.bout tUte but 
not .bout per.on. 
ploc. or purpo •• , 
1000e incon.h
tencie. in 10Vic 
but c.n be fol
loved, .011. '.'g
lIIeraUon. or 
tlllin9 1n al •• -
inV det.il. but 
110 frank confabu
latioll. (2) 

( ) 
Decllion.l fit 
batw •• n actlon. 
• .!tu.tion 01' 
qUlltionl I 
an.",.r. but ov.l'
all fit 1. rough 
• difficult to 
dhcera. (3) 

IIot at All 

C ) 
CI.ar purpolI fol' 
an activitte., 
•••• nti.1 p.perl 
I po ..... lon. 
av.il.bl., clear 
.chedul. for ac
Uvitll., .ur
roundinga ord.rld 
• orll.ni •• tion il 
appannt. U) 

1 ) 
Dull .U.ct. 
.. ntally Ilow, 
difficulty 1'1'0-
"lding an .... er. 
to .illlple quu
tJonl: •• ~s no 
qu.ation. , con
".r ... only in 
re.ponae to 
pro~ptll no 
knowledge of 
current IVlnt •• 
(4) 

( ) 
No dhorianta
Uon, no e.'9-
vention or 
inconliltend.a 
1n logic. (1) 

( 
Action. do not 
fit a1tuation 
DOl' do an .... r. 
fit qU.ltion., 
flight of id ... 
preunt, no fit 
betw"a "lrbAl 
contint , eeo
Uonal I.pre.
.1OG. (4) 



Deprcu04 
en) 

Anxiou. 
eu) 

Opt1llhUc 
'51) 

( I 
... ic.Uy unn
• ponl1 v., 1ni
ti.t •• no int.r
.ction., .tr.ct 
lid or blank, 
.uicid.l 1d.a
tion. U) 

C I 
Exc.ll.nt 
hiatorian, p.at, 
pnllnt I 1,.
Mdiat. lnellory 
.re .lIc.l1.nt. 
III 

( I 
I:lItnaely r •• t
lell; dhplay. 
pAcing , h.nd 
wringing, vocal 
I .uacul.r tr.
_u; pinpoint 
.tt.ntion 'pan, 
phyaical ')'1ftP
toaa of anxi.ty 
prll.nt 11k. 
diarrh.a, 
n.u ••• , .tc., 
')"IIIptCIII' ~rv.
.iv. , ditfu ••• 
(4) 

( I 
Pol1tiv. atti
tude about I1f. 
, the future 
perv.d ... 11 
Comn>e n tI I i n
t.raction.. (1) 

OUit. 

I ) 
.0 .uicid.l id •• -
tion but 'y..ptoe. 
01 fr.nk d.pr •• -
.ion 1111 •• low
n.I., l.dn.I" 
1.ck of app.tit., 
• oa.til.tion .r. 
pru.nt, verbal 
cont..nt •• y be 
quit •• .ationel 
wi t.h •• ny ox
prellion. of 
... ping. hllp-
1.lIn ... , hope-
1.lln ••• or •• If
denigration. (3) 

( I 
Fair hhtorhn, .cae probl.lII. 
with d.t.ih 
of •• mod .. but 
ov.r.ll pr ••• nt. 
.ccur.t • • c
count.. (2) 

( ) 
SOIl. r •• tl.al-
n •• 1 , tremor., 
phyaie.l ly=ptOMI 
of .nxi.ty on ac
c.aion; in.bility 
to r.lax or .l.ep 
•• aily, lymptO,.1 
.r. diffull but 
ulu.lly pr.eipi
~t.d by .pecif
ic. id.ntifiabl. 
.v.nt. ell 

e 
OY.r.11 .ttitud. 
11 politive but 
on oee'lion n'ga
tiv •• ttitud'l , 
I proj.ctionl 
• urf.e •• (2) 

C I 
V.rbal cont.nt 
buic.Uy lid • .oe. .y~pt~1 of 
d.pnllion but 
fl.lh.1 of joy or 
blalor .re .110 
pr.a.nt, •• y hay • 
periodl of '110-
tion.Hty th.t 
.r. out of pro
portion to the 
content being 
.xpuuod. (2) 

e I 
V.gu. hiltori.n, 
unel.lr .bout 
l.qu.ne'l of 
.v.ntl or d.t.ll. 
01 p.lt , pre •• nt _lIIOri... el) 

e I 
SY.ptoml of .nxi
.ty .r. v.ry eir
c\llllicribed , 
.tt.ch.d to "1-
ily id.ntifi.bl. 
.v.nte, .bl. to 
r.lax , .leep 
ulu.lly, .nxi.ty 
11 occal1onall 
u.ual1y cal.Jl. 
(2) 

I 
OY.r.ll .ttitud. 
11 neg.tiv. but 
on oec •• lon 
fl.lh •• of poal
tivi. proj.etion • 
.r •• vld.ne.d. 
UJ 
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tklt .t AU 

C I 
V.rbal content 
it buic.lly 
po.1Uv •• v.n 
though lid or 
n.g.tiv. 11-
peete .r • • c
llinowlldg.d • .a
Uonal .xpr .. -
.10n •• n in 
proportlon to 
conunt being 
.lIpr .... d. III 

C , 
"It. pr •• ent I 
ilNDediat. ""
ory .r •• 11 
Itv.rely .f
feet.d, un.bl. 
to provld •• ny 
kind 01 inul
ligible hiltory 
on r.qu .. t. ,.) 

C 
Rel.x.d .nd 
c.l.JI. (1) 

( , 
Neg.tiv •• tt.i
.bout 111. I 
luture perv.d.1 
.11 eoaaentl I 
int.nctionll 
convinced th.t 
thing' c.n only 
vet wor ... ,.) 



JNT£IIPtllSONAL 

Dehndvi 
'511 

c , 
"Iponltvl to 
othlr'. nlldl' 
proapt t.o 
ani WI I' rlqullt. 
, to Inticipatl 
Daldl: conver
.adon refllct. 
an underltandin; 
of tha eldlr'a 
.ttuation , 
cireUllllt.lnCe., 
_pathetic. '1» 

, 
Offer. contin~l 
eacu ... , jUltL
fieationl for 
behavior both to 
eldlr , to in
tarvilwlr, 
ulually inur
preu quelUona 
or eODllent.a 
.bout earegivin; 
al I perlonll 
attacll. ,., 

« , 
Oyen, friendl)" 
interaetion 
atyle, acclpt
ing • relaxed 
with both elder 
, intlrviewlr. 
Ut 

Angry , .ua
pieioul both to 
elder , intlr
viewlr: taka. 
very Httle 
promptin; to 
Ivokl In Ir;u
.. nt or .arel.
tie retort, 
diffieult to 
COIIIpletl inur
yia", .uee'I'
full)" ,., 

Quite 

« , 
, .. ponliv. to 
othlr'. nledl but 
aOllI delay I 11\ 
anl",arin; re
queltll 10-1 dif
ficulty antici
plting neldl or 
undlrstanding 
othlr'l .itultion 
, eireUIIltanee" 
m 

« , 
rrlqUlntly offer. 
axeUlel , :lulti
fielt.ions for be
hlvior, tandl to 
interpret qua.
tionl • eo~ent. 
about earl;iving 
n'gltivlly but 
IIOt alway.. (3' 

1 , 
May be initillly 
fOl"'lUl , .tiff 
but ",ith U •• 
atyle beeOlllI. 
80n frilndly , 
opln, buieaUy 
aeeapting of 11-
d.r , intarvia,,
Ir, wUUn; ~ 
elaborate on 
anlwera with 
littla proopting. 
(2' 

.are ... to , 
about eldar i. a 
prlde-inant the .. 
al ",.11 a. 'UI
pieion about el
dar'. activ'I' to 
intarvia""r ")' 
d'ieribe or di.
phy Ing,r or 
.areal. but eo-
platin; the b
terviaw 11 DOt 
haeperld b)' 4i.
phya, 

IoIMvhat 

« , 
aalponlivlnl •• 1. 
qui u .poradie, 
frequant delaya 
in an.",.rin; re
qualt. , antiei
plting n,edl, 
oeea.ional undar
atanding of el
dar' •• itultion 
but overall 1a 
unaapathatie. UI 

« 
Offer. axeu.,. , 
jueti fication. 
ragarding Ipeeif
ie illu" but 
oVlrall doe. not 
inurpret qu .. -
tiona or eo=ment. 
ugaUvely. 121 

( ) 
Latber aloof' 
fo~l wltb ca .. -
Ilnr , illtl"lever 
but too. • d.
"Illor h 1I0t 
forblddllll; with 
I.lltll "ra-pC 1111 
will pravld. "off 
thl cuff" re
lpolIl.1 to qu •• -
t 1011', --,(.;;..3,;...' __ _ 

May d .. erlbe or 
dilp1ay oeealion
al bout. of ang,r 
or .area.tie re
"I'll. but g,ner
ally 11 dow to 
angar • tolaraDt 
of both elder , 
lDterviawar, 12' 
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IIot at All 

, , 
lInnlpon,iva to 
other'. n,.d" 
ignore I rlqullt. 
, unabll to an
ticipate needl, 
critieal or un
a",arl of Ilder'a 
.ituation , eir
cwntancel. 141 

, 
"rely oUan 
exculn or JUI
tifieltionl' 
podtive, 0Pln 
prllintation rl
varding quel
tionl , comment. 
about eaugiv
i"9' UI 

, 
Clond, aloof 
intaraetion .tyle, 
offen no addi
tional information 
1n relpon .. to 
queltionll .titf , 
tOl"'lUl to eldlr , 
intarvilwlr, tona 
, d.~.nor i. for
bidding. (., 

, 
Vary .lov to angar 
, tru.ting, DO 
.arca.tic or eut
tin; ra~.rll. to or 
about eldlr or ~ 
illtlrviewar, U, 



Gen.roul 
1561 

Abu live 
(57) 

Crude 
(51) 

( , I.... una"lr. or 
the ti .. , .n.r;y 
or DOn'r In
Y1:Ilv.d n U.I 
care;hing roll 
and refllcta 
plallur •• lat
hfactlon vith 
the Ixpendl
tur.a, offerl 
IOMth1ng to 
th. int.rvle".r 
lUke tnowladv. 
or ~fort) dur
in; inurv!.",. 
U) 

( , 
V.rbally I/or 
phyl1cl11y 
thr.aten1n9 to 
Ilder I/or in
t.rvi.".rl dl
Icrib •• or 
d.llon.traU. 
perlocS, of bein; 
"out of control" 
durinv "hlch 
action. or c_ 
_ntl CIUI. 
dallla9' to 
anoth." aay be 
totally un
e"arl of the i.
pact of acUonl 
or cocmentl. 
(4) 

( ) 
Lanlu'I' • .c-
t i 001 ara "au
III, .. pUch,. 
.u .... ch •• 
proyoc.t I •• 
haIU •• , it 
rouI" • yullar 
io re fe,.oc. to 
car'lhn • 
bodll, IWlcciOllI. 

(4) 

( ) 
,." .v.r. of tb. 
t ..... De," • 
~., io.ol ••• I. 
Clflll.lol ~ut 
OYer.11 r.ll.ct. 
1.0" of ,l ••• ure 
, .at 11 fact ioo; 
.o..o't .... to 
.luract par-at 
for .. ,.o'itur ... 

(2) 

( ) 
U ... v.rbll 
threata vith 11-
der , cecal1on
ally aay be phYI
ically threat.n
inv, hlatory or 
Ivldenc. 01 ac
tull so-rlod. of 
bein; "out of 
control" Irl 
confin.d to 1 or 
2 incidentl. (3) 

( ) 
10M .. suall, 
.splicit. 'U'I"
the or proyoc.-
,i •• 110IU'I' i. 
u .. d b, • Un • 
nl.uoc •• to 
bodil, functioo. 
In rouI" • 
wl,er but re fer
IDC ... pecH
ie.ll, to e.r.,i •• , 
.n aot. U) 

( , 
Ieee r ... n~nt 
about th •• xso-n
ditur •• or car.
,hin; but caD 
allo dllcribe 
ben.fit., d.DOn
Itrat.1 a n •• d to 
ax tract payaenta 
that Iv.n the 
Icora but Cln be 
latilU.d vith 
1 ... thAn total 
,.yaent. (3) 

Ua.1 •• ry 
cecllional •• 11.15 
thr.,tl "ith .1-
d.r or "ith data 
collector, .akel 
ali;htly d.rolla
tory or cuttin; 
eommentl on occa
lien' Itellli to 
be unl"lre of i_ 
pact of acUon. 
or COII!>enta, DO 
biltory or .vi
denc. of phyalcal 
actinll out. (2) 

( ) 
Occa.ional UIO of 
aexuIlly aUIIII"
Uva lanlluille , 
action., ceca
lionl1 r.f.r.nc.I 
to bodily func
tiona in YU1;ar 
tt naa for pune
Ultlon or .~hl
Iii but overall 
ev.ryday 1an;uI;' 
contaln. f.v lueh 
r.fn.ncel. (2) 
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IIot U All 

( » 
latr ... ly re •• ntfu1 
about the U .. , 
en.r;y or 8On.y re
quir.d by the carl
,ivin; roll' con
..rt. aolt topic. 
to I di.cullion of 
co.t. I banefit. , 
ballne. 11 topso-d 
toward CO,UI 
off.r. nothin; to 
the intervi.".r but 
anavlr. and ••••• 
re •• ntful of IX
penditur.. (4) 

( ) .0 hiltory or 
.videnc. of ulin; 
v.rbal or phYlicll 
thr.,tl vith .1dlr, 
no hi. tory or IvL
d.nc. of so-rLodl of 
beLn; "out of con
trol" or phyl1cIUy 
acUn; out. (1) 

) 
No u •• of a.xua11y 
.UllljI .. Uvl lIn
;uIII. or UI' of 
1"lIr vordl. (1) 
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APPENDIX E 

SOCIAL SUPPORT QUESTIONNAIRE 
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p'=:~~ ~eda ~11 Jirec:~cr.~ on ihlS Pjce 3e f ore Starting 

P~=ase list each signlflcant person in your life in the top column. Consider 
all tne persons wno prov I ae persona 1 support for you or whO are Important to 

w~= ;)nly first names or Illltials. ana then indicate the relationship. as in 
tn~ follOWIng example: 

Name: I 
Relat,onsnip: 

U~~ :ne following lIst to help you think of the people important to you. 
al.~ lIst as many peopj~ as apply in your case. 

--spouse or partner 

--famIly members or relatives 

--frienas 

--work or school associates 

--ne, gnbol'S 

--heal:n care providers 

--mlnlster/priest/raObi 

--other 

YOu ~o not have to us all 24 spaces. Use as many spaces as you have 
'~~:r:ant persons in jour lIfe. 

~n=n JOU nave finisheo your list. please answer the questions that follow. 
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~are ; i ! i I Question Rela~ionship; 
I 

or each person you I 
isted. please answer I 
he following 5 ques- I 
ions by wr 1 tlng in the I I 
umber that ap~lies. 

I 
I 

= not at all 
I I = a little 

= moderately I 

= quite a bit I 

= a great deal i 
I 
I 
I . How much does this 

person make you feel 
liked or loved? 

How much does thlS 
person make you feel 
respected or ad~1red? I 
How much can you 

I 
confide in thlS 
person? 

How much does this 
person agree with or 
sup~ort your actions 
or thoughtS? 

. If you need to bor-

I row S10, a ride to 
the doctor, or some 
other help, how much 

I 
could this person 
usually help? 

If you were confined 

I 
to bed for several 
weeks, how much could 
this person help? 

How long have you 
known this person? 

1 R less than 6 months 
2 • 6 to 12 months 
3 = 1 to 2 years 
; . 2 to 5 years 
5 • more than 5 years 

How frequently do you I usually have contact 
with this person? 
(Phone calls, visits, 
or letters)? 

5 = daily 
4 • weekly I 

3 = r.-.onr"l " I 

2 = a few ilmes a year I i 
1 t once a year :lr 1 es s I 

I 



Name: 

Question Relationship: 

or each person you 
lsted. please answer 
~e following 6 ques-
ions by writing in the 
JmOer that applies. 
= 
= 
= 
= 
= 

not at all 
a little 
moderately 
quite a bi t 
a great deal 

How much does this 
person make you feel 
1 iked or loved? 

How much does this 
person make you feel 
respected or admired? 

How much can you 
confide in this 
person? 

How much does this 
person agree with or 
support your actions 
or thoughtS? 

If you need to bor-
row SID. a ride to 
the doctor, or some 
other help, how much 
could this person 
usually help? 

If you were confi ned 
to bed for several 
weeks, how much could 
this person help? 

How long have you 
known this person? 

= less than 6 months 
= 6 to I Z months 
= 1 to Z years 
" Z to 5 years 
• more than 5 years 

How frequently do you 
usually have contact 
with this person? 
(Phone calls. viSits. 
or letters)? 
z daily 
• weel ~ . } 

: xr.t~.: f 

" a few tImes a year 
once a year or less 
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- .. 
I I i I I I I 

I I I 

I 

I 
I 
I 
I 

I 

I 
i 
, 

I 
I 
I 
I 
I 
I 
! , 

I 
I 
I 

I I 



Nane: 

Ouestion Relaticnshi;:: 

or each person you 
isted. ~lease answer 
~e following 6 Ques-
10ns by wrlting ln the 
Jmber that applies. 
= 
= 
= 
= 
= 

not at all 
a little 
moderately 
Quite a bit 
a great deal 

How much does this 
person make you feel 
1 iked or loved? 

How much does this 
person make you feel 
respected or admired: 

How much can you 
confide in thlS 
person? 

Yow much does this 
.erson agree with or 
support your actions 
or thoughtS? 

If you need to bor-
row SIO, a ride to 
the doctor, or some 
other help. how much 
could this person 
usually help? 

If you were confined 
to bed for several 
weeks, how much could 
this person help? 

How long have you 
known this person? 
~ less than 6 months 
= 6 to 12 months 
" I to 2 years 
" 2 to 5 years 
" more than 5 years 

How frequently do you 
usually have contact 
with this person? 
(Phone calls, visits. 
or letters)? 
~ dai I y 
z weekly 

montn 1, 
• ~ f~w t,"es a year 
= once a year ~r less 
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I 
, 
I 
: j 

I 

I 
I I 

I I 
I , 
: , 

I 
I T i 

I 
I 
I , 

T _I 
i - f-- . 

- ~ -

, 

! , , , 
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~am'" -. 
I I I 1 

Question RelationShi;: I 

---'--

~or each person you 
isted. please answer 

I :he following 6 ques-
ions by writlng ln the 
·umtler that aPDI ies. 

a not at all 
= a little 
= moderately I 
= quite a bit 1 

I = a great dea I 
I 

How much does this 

I 
person make you feel 
1 iked or loved? 

How much does thlS 

I I person make you feel 
respected or admired? I 

1 ---, 
How much can you 

~ confide in this 
person? 

How much does this 
person agree with or 
support your actions 
or thoughts? 

If you need to bor-
row SID. a ride to 
the doctor. or some 
other help, how much 
could this person 
usually help? 

If you were confined 
to bed for several 
weeks. how much could 
this person help? 

How long have you 
known this person? 
• less than 6 months 
= 6 to 12 months 
= 1 to 2 years 
• 2 to 5 yea rs 
• more than 5 years 

How frequently do you 
usually have contact 
with this person? 
(Phone calls. visits, 1 

or letters)? 
• daily 
• Meekly , 
- ::-..::;~.t:-,l." 

• a few tlmes a .ear 
• once a year or'less 
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APPENDIX F 

ACTIVITIES OF DAILY LIVING SCALE 



ACTIVITIES OF DAILY LIVING 10' (1-3) 

ELDER'S FUNCTIONAL ABILITIES 

1. Toilet (45) 

(5) a. Carea for aelf at toilet completely, 
no incontinence. 

(4) b. Needa to be r~inded. or needa help in 
cleaning aelf. or has rare (weekly at 
.aat) accidenta. 

(3) c. Soiling or wetting while aaleep .are 
than once a week. 

(2) d. Soiling or wetting while awake .are than 
once a week. 

(I) e. No control of bovels or bladder. 

2. Feeding (46) 

(5) a. Eata without aaalatance. 

(4) b. EDta with alnor assistance at aeal timea 
and/or with .peclal preparation of fooda. 
or help In cleaning up after meala. 

(3) c. Feeda aelf with .aderate assiatance and 
1a untidy. 

(2) d. Requirea extenaive aaaistance for all .eala. 

(I) e. Doea not feed aelf at all and realata efforta 
of othera to feed her/hLa. 

3. Dreaaing (47) 

(5) a. Dreaaea. undreasea and aelecta clothea 
from avo wardrobe. 

(4) b. Dreaaea and undreaaea aelf, with alnor 
••• t.teee. 

(3) c. Ne~a .aderate aa.iatance In dreaaing or 
aelection of clothea. 

CD' (4-5) 

CAREGIVER'S RESPONSIBILITIES 

I. ToUet (60) 

(I) a. No care required. elder totally independent or 
all care provided by anotber. 

(2) b. Aaal.ta with tolleting on occasion or occaaionally .uat 
provide a.aistance with accidenta or clean-upa (weekly 
at moat) • 

(3) c. Ass iota with tolletlng or .uat provide aaslatance with 
accidents or clean-ups acre than one a week or .. ptiea 
bedpan for elder who ia capable of all other toileting 
activitiea. 

(4) d. Aaaiata with tolleting or .ust provide a.alstance with 
accidenta or clean-ups daily or totally reaponalbla for 
plaCing bedpan. emptying it and cleaning elder. 

(5) e. Provides total toileting care daily including changing 
bed. washing or eaptying catheter bag (elder unpredictably 
incontinent). 

2. Feeding (62) 

(I) a. No care required. elder totally independent. 

(2) b. AS81sts with feeding on occa.ion (1-2 days a week) or 
a.8ists with apeclal food preparation (aet up tray.) 

, and clean-up after mesla but elder capable of feeding aelf. 

(3) c. Aaaists with feeding elder I aeal daily or .aaiats by 
cutting' .. shing food. elder feeda aelf but ia untidy. 

(4) d. Provides extensive help with all .eala, elder only 
capable of handltng flnger fooda. 

(5) e. Total responsibility for feeding elder and elder resi.t. 
caregiver'. efforta to feed. 

3. Dr.ulng (63) 

(I) a. No care required, elder i. totally independent, or all 
care provided by another. 

(2) b. Aasista with dressing on occ.aion (1-2 tLae. a week) or 
provide. alnor assistsnce with aelecting clothea. puttins 
on .hoe. and aocks or fastening snspa • buttona. 

(3) c. Providea moderate aS81stance with or auperviaion of 
dr~.sing on a daily ba.i •• 

tv 
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ACTIVITIES OF DAILY LIVING 10' (1-]) 
(4-5) 

ELDER'S FUNCTIONAL ABILITIES 

(2) d. Needs major aS9istanc~ in dresdlng, but 
cooperates with efforts of others to 
help. 

(I) e. Coapletely unable to dress self and re
alate efforts of others to help. 

4. Grooming (neatness), hair, nails, hands, 
clothing (48) 

(5) a. Always neatly dressed, veil-groomed, 
without assistance. 

(4) b. Grooms self adequately with occasional 
minor .sslstance (like with shaving or 
hair). 

(3) c. Needs aoderate regular ••• 1stanee or 
supervision in grooming. 

(2) d. Heeda total grooming care, but can 
remain well-groomed after help from others. 

(I) e. Needa total grooming care and usually 
doe. not reasln well-groomed after help 
from others. 

5. Physical Ambulation (49) 

(5).. Coea around home and community. 

(4) b. Ambulate. within residence or sbou: 
one block distant. 

(3) c. Ambulates with assistance (e.g., of another 
peraon, railing, cane, valker, wheelchair). 

(2) d. Sit. unsupported in chair or wheelchair, 
but cannot propei self without assistance. 

(I) e. Bedridden .are than half of the time. 

CD' -"0 .... 2--

CAREGIVER'S RESPONSIBILITIES 

(4) d. Dre.Rcs elder daily and elder i. cooperative. 

(5) e. Totally dreases elder dally and elder is uncooperative. 

4. Grooming (64) 

(I) a. No care required, elder is totally independent, or all 
csre provided by another. 

(2) b. ARRlsts vith grooming on occssion (1-2 tlmea a week) or 
provides minor assistance (like shaving, shampooing, 
nail care). 

(3) c. Assista with grooming or superviaion daily but elder ia 
capable of some activities (like tooth brushing) or elder 
is capable but caregiver must daily provide the set-up 
and clean-up afterward. 

(4) d. Provides total grooming every day but elder remaina well
groomed after help. 

(5) e. Provides total grooming several times daily because 
elder does not remain well-groomed after help. 

5. Aabulat ion" Exerciae (6 S) 

(I) a. No care provided, elder ia independent or all care 
provided by another. 

(2) b. Assists elder on occasion (1-2 times a week) or 
provides minor assiRtance with aafety and supervision. 

(3) c. ARslsts eld~r dally by reminding about safety, re.inding 
about need for exercise. providing proathesls or holding 
wheelchslr while elder trsnsfers. 

(4) d. Provides moderate aRsistance dsily (like assisting with 
transfers and pushing wheelchair or close supervision 
(or all ambulatlon) or assists with extensive exerclle 
program or position changes. 

(5) e. Provldeo total assistance with all trsnsfers out of bed. 
lifta and turns elder in bed and providea paa.ive exercise 
in bed. I\.) 

(Xl 
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ACTIVITIES OF DAILY LIVINC 10' (1-3) 
CD' -or (4-5) 

ELDER'S FUNCTIONAL ABILITIES 

6. Bathing (51) 

(5) a. Bathes oelf (tub. shower. spong bath) with
out help. 

(4) b. Bathes eelf with help in gettinR in and out 
of the tub. or gathering supplies. 

(3) c. Washes face and hands only. but cannot bathe 
rest of body. 

(2) d. Does not wssh self but is cooperative with 
those who bathe him/her. 

(1) e. Does not try to wash self and resists efforts 
to keep him clean. 

7. Telephone (52) 

(5) a. Operate. telephone on own Initiative-
looka up and dlala number. etc. 

(4) b. Diah a few well-known nWlben. 

(I) c. Doea not use the telephone at all. 

8. Shopping (53) 

(5) a. Takea care of all shopping needs independently. 

(4) b. Shops independently for saall purchases. 

(3) c. Needs to be sccompanled on any shoppln~ trip. 

CARECIVER'S RESPONSIBILITIES 

6. Bathing (bb) 

(I) a. No care provided, elder Is Independent or all care 
provided by snother. 

(2) b. Assists elder on occasion (at most once weekly). 
provides minor assistance with transfers to tub or 
shower. gathering Rupplles & set-ups or washing lega 
& back) or occasIonally must remind elder to bathe or 
supervlae bathing. 

el) c. Assists elder regularly (more than once a week) or provides 
moderate asslstsnce (like bathes entire body except face, 
hands 6 arms), must 11ft elder In and out of tub or .uat 
closely supervise all bathing activity. 

(4) d. Provides a total bath daily but elder ia cooperative with 
efforts to keep her/hi. clean. 

(5) e. Provides a total bath more than once a day or elder I. 
resistant to efforts to keep her/hi. clean. 

7. Safety/Supervision (67) 

(1) a. No care required. elder totally Independent or all 
care provided by another. 

(2) b. Provides occaaional supervision (at -aat weekly) and 
attends to Kross aafrty measures but elder'. judgment 
la basically good and elder is able to summon heip. 

(3) c. Provides regular supervision (at most daily), elder 
requires reminding to maintain aafety and judgaent is 
Incons1stent. 

(4) d. Provldea conatant supervision during day, elder Is 
unsafe alone but aleeps at night. 

(5) e. ProvIdes constant supervlsion, elder wanders at night 
or 1a unable to aUnlon help. 

8. Shopping (68) 

(1) a. No care provided, elder meets own needa or care 
provIded by another. 

(2) b. Assists with major purchases (like car or appliances) 
but elder or another take care of aaal1 purchase •. 

(3) c. ASSists with regular shopping when other assistants are 
unavailable. 
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ACTIVITIF.S OF DAILY liVING 10' (1-) 
CD' ---ur- (4-~) 

ELDER'S FUNCTIONAL ABiliTIES 

(I) d. Completely unable to shop. 

9. Food Preparation (54) 

(5) a. Plans, prepares and serves adequate meals 
independently. 

(4) b. Prepares sdequate meals if supplied with 
ingredients. 

(3) c. lIeats and serves prepared meals, or prepares 
meals but does not maintain an adequate diet. 

(I) d. Needs to have meals prepared and served. 

10. Housekeeping (55) 

(5) a. Halntaina house alone or wlth orenslonal 
assistance (Ilke heavy vork--domestlc 
help.) 

(4) b. Perfo"", light dally tasks auch aa dlghwashlng, 
bedmaklng. 

(J) c. Needa help with all home maintenance taska. 

(I) d. Does not participate in any housekeeping 
tasks. 

CAREGIVER'S RESPONSIBllITIF.S 

(4) d. A891sts vith regular shupping at least weekly. 

(5) e. Does all shopping for elder. 

9. Fuod Prepaf8t ion (69) 

(I) a. No care prOVided, elder is Independent or care 
provided by another. 

(2) b. Supplies Ingredients for meal preparation or plans 
and supervises menu planning or provides meals to 
8uppl~~ent home dellv~red meal service 1-2 times 
veekly. 

() c. Prepares one hot meal dally for elder and elder or 
another capable of preparing cold meals or heating vith 
8ervln~ prepared meals independently and cleaning up 
kitchen. 

(4) d. Supervises the preparation of every cold meal, 
responsible fur m~al clean-up and prepareB and 
serves hot meals for elder dally. 

(5) e. Prepares, serves and cleans-up every meal for the elder. 

10. 1I0usekeepinl\ ( H) 

(I) a. No care provided, elder meets own needa or care provided 
by another. 

(2) b. Provides occasional a8slstance (1-2 times monthly) 
vlth "lll\ht" housekeeping but dally tasks (lIke 
dlshva.hlng & bedmaklnl\) are managed by the elder or 
another without supervision. 

(J) c. Provldp9 vpekly asslstanc .. with "light" housekeeping, 
elder or another perfo"" dally tasks but require 
supervision. 

(') d. P"rform. all housek"eplng taska and "light" housekeeping, 
elder may assist but elder's assistance is spor.qt ic or 
Ineffective, elder's behavior does not disrupt cleaned 
house. 

(5)e. Performs all housekeeping vlth no regular aaalatance 
and elder's behavior is disruptive to household .. n~graent. 
(e.g., elder re~)Ve8 clothes froa drawers, reaove8 di.hra 
from cupboards, etc.) N 
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ACTIVITIES OF DAilY liVING Ill' (1-3) 
CD' oy- (4-5) 

ELDER'S FUNCTIONAL ABiliTIES 

11. laundry (S61 

(5) a. Does personal laundry completely. 

(4) b. launders small items--rlnses socks, 
stockings, etc. 

(I) c. All lsundry must be done by others. 

12. Transportation (S7) 

(5) s. Travels independently on public 
transportstlon or drives own car. 

(4) b. Arranges own travel via taxi, but does 
not otherwise use public transportation. 

(l) c. Travels on public trsnsportatlon when 
sssisted or sccompanled by another. 

(2) d. Travel limited to taxi or automobile with 
assistance of another. 

(I) e. Does not travel at all. 

CAREGIVER'S RESPONSIBiliTIES 

II. laundry (7 I) 

(I) a. No care provided, elder is independent or care 
provided by another. 

(2) b. launders and Irons elder's clothes' bed clothes 
I or 2 a month but elder or another launders small 
Items (like underwear, stockings, 80cks etc.) without 
supervision. 

(l) c. launders and irons elder's clothes' bed clothes 
weekly and elder's clothes present no special laundering 
difficulties (like elder is not incontient, elder or 
another require superVision when laundering small items. 

(4) d. Has total responsibility for elder's laundry but elder's 
clothes present no special laundering difficulties. 

(5) e. Has total responsibility for elder's laundry and laundry 
is a dally chore because of elder's incontinence or 
eating patterns. 

12. Transportat Ion ( 7l 

(I) a. No care required, elder Independent or care provided 
by another. 

(2) b. Provides transportation occaslonally(once or twice 
monthly) or occasional help with transportation 
arrangements and elder requires no special assistance 
(e.g. can get In , out or car with little help) 

(3) c. Regularly provides, arranges a supervises elder's 
transportation (at least 4-5 times monthly) and 
elder requires no special assistance. 

(4) d. Provldea, arranr.es or superviRes elder's transportation 
several times weekly and elder requires no special 
aSHiutance. 

(5) e. Provides, arranges or supervises elder's transportation 
severdl times weekly and elder Is somewl~t difficult to 
transport (e.g. requires moderate assistance getting 
in and out of car, can walk short distances) or provides, 
arranges or supervise9 transportation lesa frequently but 
elder la extremely difficult to transport (e.g. must 
be lifted in and out of car, unable to walk more than 
2 or 1 BtepR etc). 

rv 
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ACTIVITIES OF DAILY LIVINC 10' ((-J) 

ELDER'S FUNCTIONAL ABII.ITIES 

13. Medication. (~B) 

(S) 4. Is responsible for taking medication 
In correct dosages at correct lime. 

(4) b. Tak ... reaponslbllity If medIcation Is 
prepared In advance In aeparate dosages. 

(J) c. 18 not capable of caring for own medications. 

14. FInance. (59) 

(S) a. Hanar.ea f inane lOll mat tera lndt"pendent 1 y 
(budgets, vrites checks, paya rent, billa, 
goeR to bank). collecta and keeps track of 
income. 

(4) b. Hanage. day-to-day purchases. but needa help 
with banking, aajor purchases, etc. 

(I) c. Incapable of handling lOOney. 

CD' 02 (4-5) 

CAREGIVER'S RESPONSIBILITIES 

I 1. Medication. (14) 

(1) 8. No (",lrt- provided. elder Is Inderendent, all care 
provided by another or no .edicatlona needed. 

(2) b. ARBlsts eldf!'r on oec8810n (1-2 ttllE'B • week) or 
prnvldes medication aet-upa and ehler or another 
118SUIDes responslbtllty for aedlcatlons. 

Cl) c. $upeofvlRe'8 medic-at ton ad.lni~tration or rt'mlnds 
.... df'!f to take drujits on a dally baste or mURt provide 
medication Ret-ups on a daily basis or ad.lntsters oral 
1 or 2 medication" up to 4 tlmea dally Cnot Including 
_d Icatlona at night). 

(4) d. Admlnlsterll multiple oral medications dally or 
adrlfnlaters lIul t Iple lied leat 10nll DOfe than 4 t ta.ea a 
day Of Including night time doaes or preparea and 
admlnistefs foutlne Injectable .edlcations (like Insu1tn 
or vitamins). 

(5) e. Prepares and adlllnl.tera Injectable narcotics or 
mont tors hOrlle adrlllnt.9tered antibiotic therapy or 
chemotherapy when health care professional 1. not 
prt"sent. 

14. Finances (7~) 

C 1) a. No care provided, elder 18 Independent or care 
prOVided by another. 

(2) b. }'rovldf08 advlrp, 88s15tanre or supervision with banking, 
hudgets lind btll paying, but elder or another takes 
primary responsibility. 

Cl) c. As HUiles major rt"Rponslblllty ror banking. budgetll and 
bill payiog with eLder's Input and elder IIlanagea 
pocket money with little or no lIupervlslon. 

(4) d.AaaumfOlI lotal u·.punubiliry for rour InfO fin.nrilll 
•• n.ilRP."nt includinK fOlder·. pocket mooey and eldrr 
is sari.fied with .ul'.ngl"~nt •• nd hOI. no unu.uat 
"xpl"ns .. ~ 01' ••• t'[ aanagf'lIIIt"n[ pfoblrll •• 

(S) e. AasulBfOs tot.l n".ponsibili[y for .11 fin.ncial 
.an.At' .. nt .. nd aull conslanlly b.il pld(lr out of 
11 n .. nc," (I !I but I'p51111(1nl to oUI!lldp influ"ncel and ia 
l"l"ff~liyeo. 01' •• ,um"l tol.1 reo.pon.ibilily with no 
I'PS i .lenL"t" froID (II dt"r bul ~ 1 dt"I'·. t'xpen ... 11 and "sst'l' 
til'. compl icalf'd (f'.A. !'I.'H"nt hospil.a. iz,u lun vhicb 
l'fI'quil'(I. hand) inK ansuranr(" C1 .. 1I11. I\) 

I.D 
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ELDER'S FUNCTIONAL ABILITIE5 

ACTIVITIES Of DAILY LIVING 

CARF.GIVER'S RESPONSIBILITIES 

10' (1-3) 
CD' --or- (4-S) 

IS. Sp~rlal Car~ N~pds (Including specIal akin care, DOuth 
care, foot care, wound care,catheter care, bowel reKieme 
etc.)(/h) 

(I) a. No care provided, ~Ider I. lndep~ndent. all care provided 
by another or no special care needs. 

(2) b. Assists elder on occasion (1-2 tlmea a week) or provides 
aet-up. supplies and equipment but ~lder or another 
performs care. 

(3) c. ProvIdes set-up, suppllea with equipment and aome 
assistance (lIke holding a mirror, putting on ahoes , 
Bocka, preparing 801utlons) or continual Buperv1910n 
during procedure. 

(4) d. Perfon.s I or 2 special care procedures daily with little 
help from elder or another. 

(5) e. rrovlde8 several special care procedures more than once 
d day with no assistance or elder Is uncooperatIve during 
procedures. 

16. Skilled Nur~lng Nepds (Including Complicated Dreaslng changea, 
Catheter ch.lnr,cB, Tuhe f,"("dtngs, Inhalation Therapy, 
PuI .. on.ry Tull"t, Pain Hanagement etc. ) (/1) 

(I) a. No care provided, elder Is Independent, all care provided 
by another or no skilled nursing needs. 

(2) b. As.lstA elder on occasIon (1-2 tImes a we~k) or provides, 
set-up, supplies & equipment but elder or another 
perform9 care. 

(l) c. Provides set-up. supplies, equipment and some assistance 
(1lkp holdIng mIrror, 3s.lsts wIth positioning or 
prepdrinR solutions) or continual 8upervlsfon during 
procedure. 

(4) d. Perform5 I or 2 skilled nursIng procedures dally with 
little help from elder or another or manipulates allirle 
equipment regularly (like 02 equlpm~nt. aterlle 
equipment). 

(5) e. Perform. aeveral skIlled nursIng procedur~8 dally with 
no asslRt8nce of elder Is uncooreratlve or manipulate8 
complIcated or hIgh-tech equIpment (lIke I.P.P.B. 
machines, enteral feeding equipment, parenteral or 
hyperallmentatlon equIpment). N 

~ 
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ELDER'S FUNCTIONAL ABILITIES 

ACTIVITIES OF DAILY LIVING 

CARF.GIVER'S RESPONSIBILITIES 

17. Socialization (78) 

10' (1-3) 
CD' ~ (4-5) 

(I) a. No special care provided, elder meeta own needs or need. 
met by others. 

(2) b. Halntalns at least weekly telephone contact for purely 
social reasons or Roclallzes with elder during time when 
they are tORether for other reasons or only on special 
oecaolons (like holidays and birthdays) or supplement. 
Boctal contact when other contacts are unavailable. 

(3) c. Spendo purely social time with elder (In person) I or 2 
times weekly and provides outside social opportunity for 
elder I or Z times IDOnthly, (lilte going to reltaurant or 
church). 

(4) d. Spends purely social time with elder .are than 2 ti.es 
weekly, (coordinates elder's social contact. like 
reminding or requesting other. to vl.it, arranging for 
trlpR to aenlor center, helping elder to talk on 
telephone or read and VTtte letters), or provides out.ide 
social opportunities at least weekly. 

(5) e. Spends some purely social time with elder daily or 
mak~8 special arrangements for elder to participate 
as fully as possible soelal nnd famUy gstherings or 
provides outside social opportunities for elder more than 
once a week. 

lB. Estste Hanagement (79) 

(1) a. No care provided, elder is Independent or care provided 
by another. 

(2) b. Provides occasIonal assIstance (once or twice yearly) with 
seasonal cleolntn~ ,Jalnting, yard clean-up or home 
maintenance. or make9 arrangements for or supervises 
estate management tasks once or tvlce yearly. 

(J) c. Provides or makes arranRement9 for or supervises 
as~lsldnce vith home maintenance or yard on a monthly 
basIs mandgement. 

(4) d. Provld~s weekly sssistance with hour .. Intenance or 
yard management. 

(5) e. Has total responslbllty for all estate .. nagesent taska 
performed at eld~r's home. '" I.D 
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ELDER'S FUNCTIONAL ABILITIES 

ACTIVITIES OF DAILY LIVING 

CAREGIVER'S RESPONSIBILITIES 

19. Careglvlng Role (sq 

10' (1-3) 
CD' ~ (4-5) 

(1) a. Hanages, coordinatea or auperviaes elder's care more 
than 50% of the time but provides little of the actual 
hands on care. 

(2) b. Hanages,coordinates & supervises care but also provides 
a substantial amount of hands 00 care. 

c. Provides all hand a on care elder requires, care management 
role is minimal. 

I\J 
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APPENDIX G 

QUALCARE TOOL 



QUAlCARE TOOL 10. (1-3) 
CD. lS (4-5) 

DIRECTIONS: Rlt~ th~ quality of clr~ for ~ach Item obs~rved on I 5 point scale ranging f~ -Best Possfble Clre- to -Worst 
Possible Clre.- The standard being used for ~valuatlon is the clre the elder should receive under optl~l condftfons or In 
ideal sftuation. The circUlStanc~s surrounding the care and the capabilities of the caregiver are not to be consfdered fn the 
!ll!.!!9.. 
To do the rltfngs. first decide ff the clre observed fs in the positive or negative range. Then decfde if the clre fs -extr~ly
posftfve or negative or between -extrer~:y- Ind -averlge.- Use the -Averlge- space only when you Clnnot IIIke I decfsion between 
positive Ind negative. 

If the clre specified by the ft~ fs not observed or not applicable to a partfcular client. plelse .ark the Ippropriate spot in
stead of ~kfng I rltfng. In addition please fndlcate the source of the fnformatlon you used to do the rltlng by mirkfng -0- for 
your dfrect observltlon. -N- for the report of I nurse provldfng care for the elder Ind f.11y Ind aI- for your fnference based 
on I report by the caregiver or elder. 

BEST POSSIBLE 

1. Elder's Raa. 

a. Sleeping spice fs clean' adequate 
for need (e.g .• Lfnen Is Int.ct. 
clean' dry; Elder has prlvlte , 
It lelst st.ndard sized (30-) 
single bed or shares It least I 
standard sized double bed with I 
partner of his or her choice; aat
tress Is clean , flra; bed springs 
are present). 

~ 19B6 Lfndl R. Phillips 
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WORST POSSIBLE 

1. Elder's Room 

I. Sleeping space Is fnadequate (e.g., 
linen Is torn. wet' dirty or ab
sent; Elder has I saaller than 
standard sized single bed or shares 
sleeping space with an Individual 
not chosen by elder or has no bed; 
mattress or sleeping surf.ce Is 
thin. dirty' rests directly on bed 
frlMe or floor). 
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BEST POSSiBlE 

b. Sl@eplng spac@ Is c~fortabl@ 
(e.g., n@~ed pillows' blank@ts 
ar@ pr@s@nt; spac@ provided b!sld 
b@d for fr@quently used Items; be 
or sle!plng surfac@ Is adjust@d t 
physical li-Itatlons of @Ider suc 
as bed h!lght Is appropriate, If 
needed, special @qul~nt such as 
chux, special .attress, special 
bed or trapeze Is present; If 
ne!ded, blankets for positionIng 
are pr@sent). 

c. Elder's raa- Is W!ll ~alntalned 
(e.g., structure sound' Intact; 
furniture sturdy' Intact; paint 
, plast@r Intact; doors' drapes 
Intact and closeable. no water 
danage; wIndow scre!ns pr@sent , 
Intact). 

c 1986 lind. R. Phillips 
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(5) WOIlST POSSIBLE 

b. Sleeping space Is uncomfortable 
(e.g., needed pillows & blankets 
are absent; bed or sleeping spac@ 
Is not adjusted for physIcal limi
tations of elder; no provision for 
special posItionIng or physical 
limitations; no provisIon made near 
bed for frequently used Items). 

c. Elder's room Is poorly _alntalned 
(e.g., leaking roof; broken furni
ture; plaster or paint cracked or 
chipping; water spots on ceiling; 
no door or drapes, furnltur@ pre
vents door from closing; window 
screens absent or torn). 

10' (1-3) 
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BEST POSSIBlE 

d. SensItIvIty for safety Is 
evIdenced In elder's r~ (e.g., 
unobstructed walkIng space, means 
of summoning help Is ,v,llable, 
usable' understood; bed ralls, 
If needed are present; s-oke 
alarN Is present; door or walkway 
Is wIde enough for elder to le,ve 
r~ In an emergency). 

e. Elder's room reflects elder's 
personhood and personal history 
(e.g., at least s~ It~s In the 
ro~ are purely decorative; some 
accessible decorations Include 
elder's pIctures &Ior specIal be
longings; room reflects elder's 
preferences for solitary actIvIty 
as a result, books, .agazlnes, 
radIo, televIsIon, 'lor relIgIous 
objects are present). 

o 1986 linda R. Phillips 
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(5) tIOIIST POSSIBlE 

d. No sensItIvIty for safety Is 
evidenced In elder's room (e.g., 
walking area Is cluttered; carpets 
are loose, floors are slippery or 
uneyen; no bed ralls eyen though 
needed; no means of summoning help; 
narrowness of door or walkway 
prohibits elder from leaving In an 
emergency; no smoke alarm). 

e. Elder's room reflects nothIng of 
the elder's personhood or personal 
history (e.g., no Items In room are 
purely decorative; elder's pictures 
and special belongings are absent 
or burled and pushed aside; room 
provides no IndicatIon of elder's 
preferences for solItary activIty). 
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BEST POSSIBlE 

f. Eld!r's raa. r!fl!Cts s!nsltlvlty 
for ~lder's comfort (e.g •• room 
Is well ventllat~d; heating' 
cooling ducts are pr~sent , oper
ational; windows are Intact' can 
be opened; If roon Is used for 
other than sleeping. at least one 
comfortable chair Is present). 

g. Elder'S personal storage spac~ Is 
adequate (e.g •• elder has enough 
space In closet or dresser for 
clothes' accessories; ~st cloth
Ing & personal It~s are stored 
separately frOM other household 
members; sowe of elder's storage 
space for personal papers. 
letters' special belongings Is 
totally Inaccessible to hous~hold 
members). 
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(5) WORST POSSI8LE 

f. SensItivIty for COMfort not re
flected In elder's roOM (e.g •• roOM 
Is poorly ventilated; no provIsion 
for heating or cooling; windows 
broken or sealed shut; no comfor
table Sitting space Is provided 
even though elder uses roow for 
other than sleeping). 

g. Elder's personal storage space Is 
Inadequate (e.g. elder has no pllce 
to store clothes or accessories; 
all storage space for clothing and 
personal items Is shared; others 
In household have access to III 
of elder's personal papers. letters 
and speclll belongings). 

10' (1-3) 
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BEST POSSIBlE 

h. Elder'~ r~ I~ cl~an (~.g., no 
dust; furnltur~ , floors clean' 
polished, paint clean' recently 
applied: e,ldence of recent 
vacuu~lng: no ~vldenc~ of Insects 
or verMin: no food scraps, dirty 
dishes or utensils present: no 
trash present; r~ Is clean 
smelling' has no unusual odors). 

2. Residence at large 

a. Residence Is saf~ frOM burglary 
(e.g., dead bolt locks on doors' 
windows: doors ar~ ~olld: windows 
have locks' are unbroken: secur
Ity bars: peak holes In doors; 
neighborhood watch progr .. , alana 
system). 

o 1986 Linda R. Phillips 
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(5) WORST POSSIBlE 

h. Elder's ro~ Is dirty (~.g., thick 
layers of dust; crust~d dirt on 
furniture, walls or floor: food 
scraps present: no ~vldenc~ of 
recent vacuu~lng; trash over
flowing; vermin and Insects pre
sent; dirty dishes or utensils 
present: ro~ ~lls of urine, 
feces, spoiled food, Mildew or 
bodily discharge). 

2. Res I dence at llrg~ 

I. Residence Is vuln~rable to burglary 
(e.g., no locks; broken doors or 
windows: no window locks; no peak 
holes In doors: no participation 
In neighborhood watch or alar. 
system). 

ID' (1-3) 
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BEST POSSIBLE 

b. Resld!nce Is well-_alntalned 
(e.g., painted' plastered sur
faces Ire clean' Intact; cement 
work Is even , s-ooth; plumbing 
Is operltlonal; windows & doors 
are flush with frlllleS; floors are 
Intact; furniture Is sturdy' 
Intact, utilities are opera
tional). 

c. Resld!nce Is designed for comfort 
, mobility of elder In Ylew of 
disabilities (e.g., doors and 
walkways wide enough for walker 
or wheelchair ICcess; equipment 
such as ~Irrors, sinks. toilets. 
work surfaces Ire at I height 
that meets the needs of the elder 
elder has Iccess to all shared 
llYlng areas; If needed. ramps 
are present; lighting Is 
adequate). 
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(5) : WORST POSSIBLE 

b. Residence Is dilapidated (e.g., 
painted & plastered surfaces are 
dirty, chipped or cracked; c~nt 
work Is cracked' uneven; windows 
& doors not flush with frames; 
floors are dirty or d~aged; fur
niture Is broken. utilities are out 
of order). 

c. Residence Is not conduclye to com
fort or mobility of elder In Ylew 
of disabilities (e.g., not easily 
accessible for walker or wheel
chair, equipment not at Ippro
prlate height; no easy Iccess to 
shared llylng space; no ramps 
though needed; lightIng Is poor). 
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BEST POSSIBlE 

d. Residence Is free of potentlll 
hazards (e.g., walkways & stair
wells are clear; electrical out
lets & extension cords are used 
safely; heaters are vented; smoke 
detectors & fire extinguishers ar 
present; cooking facilities oper
ate correctly; refrigeration 
operates correctly; elder has 
escape route to outside; no 
unnecessary flanwable It~s 
stored In llylng space or safe 
storage of necessary flammable 
It~s; blthr~ equipped with 
safety bars; stairs have hand
rails; no loose Clrpets; Clre
giver hiS I fire escape plan). 

e 

I 
n( 

e. Residence Is clean (e.g., cooking 
facilities & kitchen are clean & 
polished; floors, Wills, windows 
furniture are cleln , polished; n 
trash or garbage present; no evi
dence of Insects or ven.ln; evi
dence of recent vlcuualng; no foo 
scraps, dirty dishes or utensils 
present; house Is cleln smelling 
hiS no unUSUll odors). 

~~ 

I 

o 19B6 Llndl R. Philltps 

.. 
:;; -
'" ... 
0 c: ... QI ... ..... 

~ ",L. 
QI'II QI 

CI) .... CI) 

(1) (2) 

QUALCARE TOOl 

Envtronmental Assessment 

.. 
L. ... .... .. c: 
01 QI ... '" L. ~ .. 
> QI 

< CI) 

(3) (4) 

.. -.c -
'" '" 0 ... ... 
"' .. L. L. 
0 ... 
:x .... 

(5) WORST POSSIBLE 

d. ResidenCe Is potentially haz.rdouS 
(e.g., walkways & stairwells are 
cluttered; wooden floors are 
cracked or splintered; electrical 
outlets are overloaded; extension 
cords are stretched across walk
ways; exposed electrical wires; 
unvented heaters; no smoke detec
tors or fire extinguishers; fl~
mabIe Items stored unsafely In 
living area; cooking apparatus Is 
unsafe; refrigerator Is Inopera
tive; no escape route; bathroom has 
no safety features; no handrails on 
stairs; loose carpets; caregiver 
has no fire escape plan). 

e. Residence Is dirty (e.g., house 
smells of urine, feces, spoiled 
food, ~Ildew; cooking facilities 
and kitchen are dirt crusted & 
cluttered; floors, walls & furni
ture are filthy and crusted with 
dirt; trash & garbage are over
flowing; evidence of Insects and 
verMin; no evidence of recent 
vaCUUMing; food scraps, dirty 
dishes & utensils present). 
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BEST POSSIBLE 

f. FacIlItIes related to personal 
hygiene are cle.n , well kept (e.g 
toilet facilities are clean, 'n 
good repair' working; b.thlng , 
handwashlng f.cllltles .re clean' 
In good repaIr). 

End of Area 
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(5) WOIIST POSSIBLE 

FacIlItIes related to personal 
hygIene are dIrty or In bad repaIr 
(e.g., human waste cont.lners are 
present , dIrty or present , 
unemptled; no Indoor plu~Ing or 
plumbing not workIng; no hand
was~lng 'acilltles or facilItIes 
not workIng). 
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8£ST POSSIBlE 

I. Caregiver regullrly attends 
to elder's personal hygiene 
needs (e.g. provides opportuni
ties for regular bathing and 
cleanups after tolletlng evi
denced by clean. discharge-free 
skin and no unusual body odors; 
provides regular opportunities 
for hair' nail care evidenced 
by hair that Is clean , combed 
and nails that are clean' 
trl~; provides for care of 
facial hair evidenced by be.rd 
that Is triMmed or dally shav
Ing). 

b. Caregiver provides regular 
attention to elder's need for 
exercise' movement (e.g •• 
elder's MOv~ents are un
confined; -ability within 
living space Is unrestricted; 
opportunities for regular 
active or passive exercise 
are provided). 
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WORST POSSIBLE 

a. Caregiver does not attend to 
elder's personal hygiene needs 
(e.g •• no opportunities for 
regular bathing evidenced by 
dirty skin and body odors or 
odors of feces' urine associ
ates with "elder's person; no 
opportunities for hair or nail 
care provided evidenced by 
hair that Is dirty & matted and 
nails that are dirty. long. 
turned under. cracked or 
chipped; attention to facial 
hair Is absent evidenced by 
t.ngled. Matted beard). 

b. C.reglver Ignores elder's need 
for exercise' movement (e.g •• 
bed or chair restraints are used 
continuously; elder Is locked 
or confined In a room or In the 
yard; no opportunities for 
regular active or passive 
exercise are provided). 
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BEST POSSIBLE 

c. Car~glver acts to Insure that 
elder's dre~s (Including foot
wear Is adequate for environ
ment , activity (e.g •• clothes 
are clean. pressed & intact; 
shoes are well fitting & pro
vide firm support; environ
mental conditions are 
reflected by weight of clothing. 

d. Caregiver provides regularly for 
elder's oral hygiene (e.g •• 
opportunities are provided for 
cleaning ~uth & teeth (dentures) 
after meals and at bedtime; spec
Ial ~uth & lip care is provided 
for elder's who are unconscious 
or unresponsive which Is evi
denced by Intact lips & g~s). 
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WORST POSSIBLE 

c. Careglv~r provides no attention 
to adequacy of elder's dress (e.g •• 
clothes are wrinkled or dirty; 
snaps or buttons are missing; 
clothes are ragged; shoes or 
slippers are 111 fitting; feet 
are bare while elder Is ~blle; 
clothes Inappropriate for 
environmental conditions). 

d. Caregiver Ignores elder's oral 
hygiene (e.g., no opportunities 
are provided for cleaning 
mouth or teeth (dentures); no 
special mouth care Is provided 
~Ich Is evidenced by cracked lips. 
Infl~. swollen or glossy gums, 
untreated ~uth sores. foul 
breath & coated tongue). 
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BEST POSSIBlE 

e. Clreglye~'S .ttentlon to hyd~a
tlon Is adequate (e.g., Elde~ Is 
offe~ed 6-8 glasses of fluid 
d.Ily In addition to liquid at 
each -eal; (~esh water Is always 
within elde~'s ~each; ca~eglve~ 
spends tiRe ~equlred to assist 
Incapacitated elder with drink
Ing). 

f. Ca~eglyer .ttends to elde~'s skIn 
care (e.g., proyldes special at
tention to dry skin a~eas. skin 
folds and boney pr~lnences; p~o
yldes specl.l attention to feet 
and legs; attention to ulcers, 
abr.slons or decubiti Is ~Igo~ous 
and approp~l.te). 
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WORST POSSIBlE 

e. Caregiver doeS not attend to 
elde~'s hydration (e.g., No eyl
dence that fluids are p~oylded; no 
fresh water available to elder; 
no eyldence that Incapacitated 
elde~ Is assisted with drinking or 
encou~aged to d~lnk; evidence of 
Severe, untreated dehyd~atlon). 

f. Ca~eglve~ Ignores elde~'s skin 
ca~e (e.g., no special atten
tion to d~y skin, skIn folds or 
boney p~OIInences; no attention 
to feet o~ legs; no attention to 
ulce~s, ab~aslons or decubiti). 
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BEST POSSIBlE 

g. Elder's bowel' bladder ~nag~ent 
Is id!Quate , timely (e.g •• urine 
In cath!ter Is free flowing, cath
eter big Is clean , ~ptled regu
llrly; catheter management Is safe 
, appropriate; no untreated bladd!r 
or bowel problems; bed pan or com
MOde provld!d when elder requests 
, tl~ elder ~st spend sitting on 
c~de Is reasonable; bowel 
regime Is safe' appropriate). 

h. Caregiver's Ittentlon to elder's 
nutrition Is adequate (e.g •• evi
dence food provided to elder con
tains 4 basic food groups; evi
dence that a variety of food Is 
easily available to elder; elder 
provided at least 3 Meals dally; 
caregiver spends tlae required 
feeding. assisting or encour
aging elder to elt). 
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g.Elder's bowel' bladder managelent 
Is Inadequate or not tl~ely (e.g., 
catheter is obstructed due to posi
tioning; no routine cleaning 
regime for catheter bag; catheter 
~nagement Is unsafe or Inappro
priate; long-standing, untreated 
diarrhea or constipation; evi
dence of Inappropriate use of 
en~as or laxatives; evidence that 
elder walts long periods for bedpan 
or commode or is required to sit on 
conmode or bedpan for 15 .inutes or 
morel. 

~Careglver Ignores elder's nutri
tional needs (e.g., no evidence 
of 4 basic food groups In dally 
Inta~e; no evidence that food is 
easily available; evidence that 
Inappropriate food or drink Is 
offered to elder; less than 3 
~als dilly are provided to elder; 
no att~pts to feed, assist or en
courage elder to eat; untreated 
.alnutrltlon Is pres!ntl. 
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BEST POSSIBlE 

i. No history or evidence or physlca 
abusive episodes. 

J. Caregiver Insures that Ite-s re
lated to basic needs are avail
able. clean' well kept (e.g •• 
personal toilet Items are 
clean; glasses' dishes used by 
elder are clean' Intact; 
elder's w.shcloth , towel are 
cle.n , kept separate fr~ 
others In house; elder has 
so.p, shlMpoo. , toothpaste or 
powder Ivallable; elder's teeth 
are stored In a clean container; 
eyeglasses are clean; hearing 
aid Is operational and clean). 

d of Area 
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WORST POSSIBlE 

I. History or evidence of physically 
abuslye episodes (e.g., unexplained 
skin lesions are present such as 
bilateral bruises. burns. I.carl
tlons. welts or contUSions; unex
plained or Inadequately explained 
bone breaks). 

J. Caregiver ~akes no attempt to 
Insure that Items related to 
basic needs are clean or well 
kept (e.g_. dirty personal 
hygiene articles or equipment 
Is present; glasses or dishes 
being used by elder are chipped, 
cracked or show long-standing 
dirt elder shares towel or waSh
cloth with others or towel' 
washcloth show long-standing 
dirt; elder has no access to 
soap. sh~poo. deodorant or 
toothpaste; eyeglasses are dirty; 
hearing aid Is dirty or not work
Ing). 

Area ""In 
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B£ST POSSIBLE 

I. "~d~d prosth~s~s ar~ pr~5~nt & 
accessible (e.g •• walker; cane; 
wheelchair, breast or 11mb pros
thesis, dentures; ramps' hand
rails, If needed are present). 

b. EYldence Indicates. that regular 
contact Is .. Intalned with health 
professionals Including dental 
health practitioners and podia
trist for those with circulatory 
probl~s (e.g., elder or care
giver can glYe name of the 
health professionals who pro
Ylde superYlslon; the last 
contact with health profes
sional , the neat anticipated 
contact). 
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(5) "()1ST POSSIBLE 

a. Heeded prosth~ses are not 
available (e.g •• no walker, cane 
or wheelchair when appropriate; 
ramps & handrails If needed are 
absent; no dentures, no breast or 
11mb prostheses, If needed). 

b. No evidence that regular contact 
with health professionals Is main
tained (e.g., elder nor careglyer 
cannot glYe name of health profes
sional who provides superylslon). 
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BES r POSSIIILE 

c. Evld!nc! IndlClt!S that appro
prlat! urg!nt or emerg!ncy car! I 
provld!d (!.g •• history of prompt 
car! for ~Ical ~!rg!ncI!s; his 
tory Indlcat!s that unusual clr
cu~stanc!s Such as drug r!lctlons 
symptoms of frank Illn!ss. clogg! 
cath!t!r ar! r!f!rr!d to health 
prOf!sslonals. 

d. Evld!nc! that health car! 
acc!ssorl!s ar! us!d approprlat!l 
(!.g •• car!glv!r knows how ~Ica 
tlons ar! to be us!d , ~Inls
t!r!d prOP!rly. alcohol' 
Medications ar! used tog!th!r 
approprlat!ly; dletlry , MObility 
r!strlctlons ar! known). 

!. No untr!at!d sympta-atology or 
InJurl!s ar! pr!sent. 

Id of Arel 
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(5) ~ST POSSIBLE 

c. No evldenc! that appropriate 
urg!nt or emergency car! Is pro
vided (!.g •• history of unatt!nded 
s!rlous or unusual symptoms). 

d. Evldenc! that h!alth car! 
accessories ar! used Inappropri
ately (!.g •• evldenc! that !Ider Is 
ov!r- or und!r-medlcated. history 
of elder's drug' alcohol abus! or 
Insensitivity to drug/alcohol In
ter~ctlons; no acknowledqment of 
!Ider's dietary' MObility r!
strlctlons. 

e. Sev!re untr!ated symptomatology 
or Injuries preS!nt (!.g •• 
bl~dlng. pain or discomfort; 
Infections or abc!sses; br!athlng 
problems; Sor!s or ulc!rs; c!ntral 
n!rvous syst~ symptoms or behav
Ioral changes; tumors or growths). 

ArM Meln 
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BEST POSSIBLE 

I. Car~glver's actIons r~fl~ct 
s~sltlvlty for elder's social
IzatIon n~eds at ~ (~.g., at 
least one purely social contact 
per week between elder , care
giver; elder has at least one 
shar~d ~al per week; all persons 
livIng In situation have contact 
wIth eld~r at leas~ one tIme per 
week; on special days such as 
holidays' birthdays provisions 
are Made to Include elder; friends 
and family are welc~~ to ,Islt). 

b. Car~glv~r actions r~fl~ct s~nsl
tlvlty for ~Ider's socIalizatIon 
needs outside of home (e.g., eld~r 
Is helped to go out to other than 
appointments with health profes
sionals at l~ast weekly; pro'l
slons ar~ ~ad~ to help ~Ider 
maintain deslr~d contact with 
church; provisions ar~ .ade for 
keeping ~Ider In touch with family 
outside the home & frl~nds, such 
as help writIng , r~adlng lett~rs 
help with t~l~phone, transporta

. 
tion for ,Islts). 
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WORST POSSIBLE 

I. Caregiver Ignor~s ~Ider's ne~d 
for socialization at h~ (e.g., 
contacts between elder , car~glv~r 
are never purely socIal; ~Ider 
never shares meals with other 
people; others In living situatIon 
never have social contact with el
der; special days with th~ elder· 
are Ignored, socialization 15 us~ 
as a bribe for -good behavlor-). 

b. Car~glver Ignores elder's n~ed for 
socializatIon outside of home 
(e.g., elder never permitted to 
leave house despite physical abIl
Ity to do so; no provisions are 
mad~ to help ~Ider maintaIn con
tact with church, friends, or f .. -
Ily outsld~ the ~e). 
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BEST POSSIBlE 

c. Provisions Ire .. de for elder's 
orl~ntatlon (~.g., ~ld~r Is 
orl~nted during Int~rlctlons 
Including Introducing data col
l~ctor; clock, calendar, news
pap~r, radio or windows ar~ 
pr~s~nt). 

d. Provisions are ~Ide for ~ld~r to 
~~t n~s for touching or In
timacy (~.g., eld~r Is r~gullrly 
, affectionately touched; verbal 
~Kpresslons of affection ar~ 
~on). 

e. Provisions ar~ .ade for ~ld~r to 
fulfill useful roles (e.g., elder 
Is h~lped to ~ak~ contributions 
, do things for caregiver' 
others; curr~nt role contribu
tions , efforts to contribute 
are v~rbally acknowledged , 
appr~clat~d). 
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(5) WORST POSSIBlE 

c. No provisions made for elder's 
orientation (e.g., no effort •• de 
orient elder during Int~r
actions; no orienting It~s 
present). 

d. No provisions are made for eld~r to 
meet need for touching or Intl.acy 
(e.g., elder Is touched only wh~n 
necessary; touching Is non tender or 
rough; no verbal ~.presslons of 
affection or elder's attempts at 
affection are ridiculed). 

e. Elder's need to feel useful Is Ig
nored or denigrated (e.g., elder's 
efforts to make current role 
contributions are ridiculed or 
Ignor~d; no help Is given to 
eld~r to _ake contributions). 
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B£ST POSSIBLE 

f. Overall. IPpreclatlon for elder's 
history, exptrtence , expertise 
Is conveyed (e.g •• elder Is con
sulted; elder's advice Is sought; 
elder's re-Inlscences are re
spected & listened to with Inter
est; elder's past contrIbutions & 
accompllshnents are related with 
prIde; durIng Interview positive 
c~nts are .. de about elder's 
past). 

g. Overall, sensitivity to elder's 
self-esteem Is evidenced (e.g., 
elder receIves careglYer's full 
attention during Interactions; 
caregiver's approach Is positive. 
kind & pleasant; verbal' non
verbal responses to elder are 
appropriate. careglyer Is honest 
& straightforward). 
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(5) WORST POSSIBLE 

f. Overall, elder's history, 
experience' expertise are Ignored 
or belittled (e.g., elder's advice 
Is ridiculed or Ignored; p.lder's 
reminiscences are ridiculed; el
der's past contributIons & accom
plls~nts are denigrated; during 
Interview, no posltlye ComMents 
or only negative comments are Made 
about elder's past). 

g. Overall. elder's self-esteeM Is 
assaulted (e.g., elder Is not given 
full attention durln9 Interactions; 
caregiver's approach Is negative, 
cruel or Infantalillng; verbal & 
non-verbal responses to elder are 
Inappropriate; caregiver Is ~anlpu
latlve or uses tricks to get com
pliance). 
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BEST POSSIBLE 

h. Elder Is given opportunity to ex
press feelings (e.g., caregiver 
aakes every att!Mpt to c~unlcat 
, establish ~tual understanding; 
elder is given tl~ to express 
self; elder allowed to cOMplete 
sentences vlthout Interruption or 
change of topic; s~ portion of 
Interaction focuses on feelings; 
h~r Is exchanged). 

I. E-otlonal support Is regularly 
provided (e.g., caregiver pro
vides encourag~nt, explanations 
, reassurance; c~ts are made 
to elder that acknovledge elder's 
progress' abilities: caregiver 
plans' does nice ·llttle- things 
for elder: caregiver is patient: 
consideration of alternatives is 
supported: caregiver anticipates 
difficult events: caregiver Is 
sensitive to understanding about 
reasons for distress; caregiver 
is cal~ , reassuring: elder's de
.. ndlng. rejecting or abberant 
behavior is managed vlthout re
sponding In kind). 
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WIST POSSIBLE 

h. Elder Is given no opportunity to 
express feelings (e.g., no att!Mpts 
to communicate: facial expression 
, body language of caregiver Indi
cates disinterest or ridicule: el
der's sentences are Interrupted, no 
att~pts are made to help elicit 
the elder's feelings during Inter
action; expressed feelings are Ig
nored or belittled; no exchanges of 
humor). 

I. "0 emotional support Is provided 
(e.g •• no encouragement, explana
tions. reassurance; com-ents to 
elder deride progress or .bllitles; 
no attempt to do or plan nice 
·llttl~- things for elder: care
giver Is Impatient, hostile or 
argumentative; caregiver ridicules 
or belittles reasons for emotional 
distress: elder's demanding. re
Jecting or abberant behavior is 
used as an excuse to punish or 
ridicule or verbally assault 
elder) • 
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BEST POSSIBlE 

J. Eld!r's n!!d for saf!ty , s!cur
Ity Is r!sp!ct!d (!.g., physical 
Indicators of dlstr!ss Ir! not!d 
, actions tak!n to provld! comfor 
such as being ICc!sslbl! ar! pro
vld!d; !lder Is Infor~ when 
careglv!r l!av!s '. when sIb! will 
return; car!glv!r follows through 
on pr~Ises , ~ak!s SOfte r!spons! 
to r!Qu!sts; ne!d!d sup!rvlslon I 
conslst!ntly provld!d; car!glver 
Is physlcilly , ~tlonally acc!s 
slbl!). 

c 1986 Linda R. PhIllIps 
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(5) II~ST POSSIBLE 

J. Elder's need for saf!ty , s!curlty 
Is Ignored (!.g •• physIcal Indi
cators of dlstr!ss ar! Ignored or 
ridiculed; caregiver commonly 
·dlsappears· with no !~planatlon 
or warning; no follow through on 
promises or requests; no supervi
sion Is provided !v!n though It Is 
needed; caregiver Is totally Inac
cessible). 
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BEST POSSIBLE 

t. Elder's preferences for recrea
tion, stl.ul.tlon , pl.y are 
respected (e.g •• elder Is helped 
to pursue preferred recreational 
'dlverslonal activitIes; 
elder's schedule for balancing 

_rest' ICtlvlty Is supported; pro
visions are -ade to support 
creative probl~ solving; oppor
tunities for pl.y, hunor , 
recreation are provided). 

I. No evidence of or history of 
frlnk psychological abuse. 

Id of Area 
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(5) I/QIST POSSIBLE 

k. Elder's preferences for' 
opportunIties for creativity, MlS
tery, stl.ulatlon , play .re Ig
nored (e.g., elder's desires for 
recreatlon.l 'dlverslonal activ
Ities are Ignored; elder's 
schedule for balancing rest' 
activity Is Ignored, no oppor
tunities for creative probl~ 
solving, play, humor or rec
reation). 

1. Evidence of or history of frank 
psychological .buse (e.g., ver
bal assault; psychologlc.1 neg
lect or Inattention). 
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BEST POSSIBLE 

•• Eld~r's value system Is respected 
(e.g., language used with elder Is 
Inoffensive to elder; topics of 
conversation regarded as taboo by 
elder are not c~n, elder's cul
tural beliefs' practices are 
respected. 

b. Elder's right to prlvlcy IS pro
tected (e.g., elder has private 
access to mall; elder's personal 
space Is equipped with door' 
draperies that close; during dis
cussions , procedures exposure of 
elder Is Ivolded; elder has IS 
~ch access to telephone' 
socialization prlvlCY IS others 
In household). 

c 19B6 lindl R. Phillips 
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(5) I WORST POSSIBLE 

a. Elder's value system Is Ignored 
(e.g., coarse, crude or harsh 
language Is used around & with el
der & elder's discomfort Is appar
ent; topics that make elder 
uncomfortable are a frequent part 
of conversations; elder Is forced 
to do things that elder finds 
offensive or objectionable; elder's 
cultural beliefs or practices are 
Ignored or belittled). 

b. Elder's right to privacy Is vio
lated (e.g., elder has no private 
access to mall; elder Is unneces
sarily exposed during discussions; 
private Information about elder Is 
shared without permission; elder 
has less access to telephone & 
socialization privacy than others 
In household). 
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BEST POSSIBlE 

c. Eld!r's rIght to .utona-y Is 
prot!ct!d (!.g., !ld!r Is .fford!d 
th! rIght to r!fuse; !ld!r Is pro 
vld!d with choices that are 
.cceptable to eld!r; !ld!r's pref 
!renc!s are r!spect!d In relatIon 
to clothing, food, sch!dule of 
dally activities such as sl!ep
wake, b.thlng , socllllz.tlon; 
elder's Input Is solicited re
garding ~n!y, health c.re , 
sehedul!s; eld!r's decisions 

I . 
-

.r! respected). 

-, d. Eld!r's right to freedOM fra- dis 
c~fort. har~ , threats Is pro
tected (e.g., elder's cOQplalnts 
requ!sts .re taken s!rlously , ar 
act!d on .ccordlngly; careglv!r 
adyoc.t!S for' supports eld!r 
during contacts with health pro
fessionals , others, car!glYer 
provides reasonable protection 
without Imposing v.lues or Judg
ments; c.reglv!r knows when elder 
has had enough' IctS .ccordlngly 
threats are not apart of ~ssage 
c~unlcat!d by caregly!r). 

! 

,; 
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(5) IOlST POSSI8LE 

c. Elder's rIght to auton~y Is 
Ignored (e.g., !ld!r Is forced or 
trlck!d Into doing things that h.ye 
be!n refused; no consIderatIon 
given to eld!r's preferenc!s; 
chole!s offered to !ld!r ar! un
acceptabl! to !ld!r; no consld!r
atlon Is glyen to eld!r's Input 
r!gardlng ~ney, health car! or 
schedul!s; elder's d!clslons Ire 
Ignored or belittled). 

d. Elder's rIght to fr!!dow fra. dis
comfort' harm Is Ignor!d (!.g., 
elder's complaInts' r!qu!sts .r! 
Ignor!d or belittled; no action re
sults from elder's complaints or 
requests; careglyer always sides 
with Important oth!rs against eld!r 
regardless of harm or discomfort 
Involved; caregiver offers no pro
tection or Impos!s Yalu!s , Judg
ments as a contingency of threats 
, IntImidation are routln!ly used. 
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BEST POSSIBLE 

!. Elder's rIght to respect Is 
protected (e.g., name , form of 
address used with' about elder 
are respectful: clreglver advo
cates for respect of elder during 
contlct with health professlonlls, 
other f .. lly ~bers , others: 
voice tone' non-verbal messages 
Ire respectful). 

f. Elder's rIght to self expressIon 
Is respected (e.g., elder's Ylews 
, opInIons Ire respected IncludIng 
politIcal' relIgIous Ylews; elder 
Is helped to Plrtlclpate In polIt
Ical process' to vote: elder Is 
helped to perfo~ preferred reli
gious prlctlces). 

g. No eyldence of or history frlnk 
abuse of hualn rIghts. 

I of Are. 
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IIOIIST POSSI BlE 

e. Elder's rIght to respect Is Ignored 
(e.g., name or form of address used 
with' about elder are dehumaniz
Ing, caregIver ~tes no attempt to 
encourage respect frOR others; 
voice tone & non-verbal messages 
are dIsrespectful). 

f. Elder's rIght to self expressIon 
Is ylolated (e.g., elder's vIews' 
oPInIons are belittled or rIdi
culed: no att~pt to assist elder 
with particIpation In political 
process: religious practices be
lIttled). 

g. Eyldence of or hIstory of frank 
abuse of h~an rIghts (e.g., 
coerslon: threats). 
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BEST POSSIBlE 

I. EytdtnCt thlt t1dtr'S rt50urCt5 
art ustd or ~nagtd IS tldtr prt
ftrs (t.g •• tvldenct that deci
sions about tldtr's 'Inancts. 
ISSttS , prOPtrty art _ade with 
Input fro- tldtr; tyldtnce that 
prOPtrty , possessions are 
cared for In tht -anner tlder 
prtfers). 

b. EyldenCt that tlder's resources 
are being appropriately used to 
meet elder's nteds (t.g •• elder's 
basic needs for food. warmth' 
shelter. fluid. clothing. hyglent. 
tlimlnatlon' sick care are met 
using all of tldtr's ayallable 
resources). 

c 1986 linda R. PhillIps 

.. -.a 

'" ." 
0 

<>. 

"u 
."L. ..... 

G:I U 

(1 ) 

U 
L. ... 

U 

C ell 
ell '" ell ... 
~ L. 

u 
ell > 

G:I .: 

(2 ) (3) 

(JIAlCARE TOOL 

Financial Asstssment 

.. -.a -.,. 

." 

C 
0 

<>. 
ell .. .. 
~ ~f ... 0 ... 
Cl :a:u 

(4) (5) 

I 

~ 

~ST POSSIBLE 

• Eyldence that elder's resources Ire 
Inappropriately used or Managtd with
out tlder's knowltdge or consent 
(e.g., evidence suggests that el
der's control of financial rt
sources has been usurped; his-
tory of unusual or Inappropriate 
use of elder's resources; history 
of disappearing possessions, 
assets or resources; evldenct that 
possessions or property are cartd 
for In a way elder finds objec
tionable). 

EvldenCt that elder's resourcts 
are withheld; not used appropri
ately to meet elder's needs (t.g., 
elder's basic needs are not Met 
despite availability of resources 
or assets; elder's social security 
or pension check provides majority 
of caregiver's Income). 
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BEST POSSIBLE 

c. Ewldence that clregl¥@r Is willing 
to lct to suppl~nt flnanclll re 
sr~rces When necess.ry (e.g •• 
~Ireg!yer his Inltllted .ctlon or 
help elder to Inltl,te action to 
-.ke ACCESS or SSI Iw.lllble. 
Clregl¥@r su~lles resources when 
,ble). 

, 

d. Ewldeftce thlt elder's resources 
are conserved for elder's use 
(e.g •• no history of dlslPpelrlng 
or stolen possessions. ISsets or 
resources). 

e. Elder recehes I f.lr dlstrlbutlo 
of f .. lly resources (e.g., elder' 
surroundings are SI_I1,r to 
other's In household; QUlllty • 
QUantity of elder's belongings ". 
co-Plr.ble to others In household 
elder's QUlllty • QUantity of 
elder's food Is CO-Plrlble to 
others In household). 

I of ArM 
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(5) "(JIST POSSIBlE 

c. C.regly!,. Is unwilling to Ict to 
supplement elder's fln.ncl.l re
sources (e.g •• clreglyer refuses to 
help elder or to Inltl.te .ctlons 
to suppleMent resources. clreglyer 
unwilling to supply resources de
spite .bllity to do so). 

d. Ewldence thlt elder's resources are 
conflsc.ted (e.g., history of dls
appe'rlng or stolen possessions, 
Issets or resources). 

e. Elder receives ~ch less of f .. lly 
resources thin do others (e.g., 
elder's surroundings are -are 
poorly .. Intllned than others In 
f .. lly; QUantity' qUlllty of el
der's belongings are ~ch worse 
thin others In household; QUan_ 
tlty' quility of elder's food Is 
~ch worse than others In house
hold). 
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APPENDIX H 

PORTABLE MENTAL STATUS QUESTIONNAIRE 
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lOR (1-3) 
CDR --""0"""'3 --(4-5) 

SHORT PORTABLE MENTAL STATUS QUESTIONNAIRE (SPMSO) 

Eric Pfeiffer, M.D. 

Instructions: Ask questions 1-10 in this list and report all answers. 

+ -
~ -

(65) 

(66) 

(67) 
~ -

(68) 
10--

-

-- -i 
_J 

(69) 

(70} 
--

-1 - -
(71 ) 

(73 ) 
-+ 
i (74 ) 

I (75) 
I 

Ask question 4A only if patient does not have a telephone. 
Record total number of errors based on ten questions. 

1. What is the date today? 
Month Day Year 

2. What day of the week is it? 

3. What is the name of this place? 

4. What is your telephone number? 

4a. What is your street address? 
(ask only if patient does not have a telephone) 

5. How old are you? 

6. When were you born? 

7. ~ho is the President of the U.S. now? 

a. Who was the President just before him? 

9. What was your mother's maiden name? 

10. Subtract 3 from 20 and keep subtracting 3 from each 
new number all the way down. 

Total Number of Errors 

Please Check: 

__ ~First Visit 

___ ,Second Vi sit 
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