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ABSTRACT 

The relationship among the health attitudes, self-care behaviors 

and knowledge of community services of the well elderly was the research 

question for this study. The conceptual framework incorporated not only 

the forementioned variables, but also the variables of health beliefs, 

preventive health care and health care resources. 

A descriptive study was conducted with 26 elderly persons living 

in the community. They agreed to complete the demographic data sheet, 

Health Attitudes Questionnaire, Self-Care Behaviors and Knowledge of 

Community Services Questionnaire. 

The data revealed that a positive relationship between health 

attitudes and self-care behaviors exists. The subjects were found to 

be in one of two knowledge of community services groups. Group I was 

identified as the medium level group. Group II, the low knowledge 

level group. With each knowledge group there were no significant 

differences in their health attitudes and self-care behavior scores. 
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CHAPTER 1 

INTRODUCTION 

In 1976 roughly eight million individuals required long-term 

care services of one kind or another, including both non-institutional 

residents and institutional residents. With the increase in longevity 

(Palmore and Stone, 1973; Clarke, 1981), the number of those 75 and over 

is growing at a faster rate than the 65 to 74 year old group. Pro

jections are that by 1990, 40 percent of the 28 million older people, 

or about 11 million people will be 75 or older. Impairments, and there

fore need for services, increase with advancing age. We can estimate 

that by 1990, roughly 10 or 11 million older adults will require some 

form of long-term care service (Brody, 1977; Denny and Kettel, 1980). 

Long-term care refers to one of many services provided over a 

continuous period of time that assists individuals whose functional 

levels are chronically impaired to be maintained at their maximum levels 

of health and well-being (Brody, 1977). Long-term care services in the 

past have commonly indicated care in an institution, particularly 

nursing homes. Robinson and Thurnher (1979) cite a study done by 

Newman in 1975, where only two alternatives are considered when a parent 

or loved one becomes disabled and requires long-term care, moving the 

person into the home of a relative or to a nursing home. 

With the increased demand for long-term care services, new al

ternatives will be needed. Home care is the most viable option. Not 
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necessarily care in the home of a relative but supportive care for the 

elderly in their own homes. Home care is cost effective. More impor

tantly, it is what the elderly desire most, to live out their remaining 

years in their own homes (Kamerm&n, 1976; Colt et al., 1977; Barrowclough 

and Pinel, 1979). Considering the above facts, community health nurses 

need to develop more programs alerting the elderly population to the 

community services offered for the elderly in their homes. 

Purpose of the Study 

The overall purpose of this study was to elicit the degree of 

awareness found among independent elderly persons regarding available 

community services. The following questions were investigated: 

1. What is the level of knowledge of the independent elderly 

person in regard to available community services? 

2. What is the relationship between the independent elderly 

person's health attitudes and self-care behaviors? 

3. Does the relationship between health attitudes and self-

care behaviors differ according to knowledge levels of 

available community services? 

Significance 

Community health nurses have been identified as change agents 

and health advocates in the community. In this capacity, community 

health nurses not only assist the elderly in making sound decisions 

about their health care, but also coordinate what resources are avail

able to them in the community (Burnside, 1976; Spradley, 1980). 
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The community health nurse's emphasis is on wellness and quality 

of life. She identifies the need for the elderly to live out their re

maining years as comfortably and independently as they are able. She is 

an advocate for self-care and maintaining one's optimal level of health. 

The community health nurse's "positive approach to old age will imply 

that activity is directed towards guaranteeing that people reach old 

age ... in the best possible state of mental and physical health and 

that disease and disability are reduced to an absolute minimum" 

(Barrowclough and Pinel, 1979, p. 20). 

Ideally an increase in the elderly population's knowledge level 

regarding community services would increase the use of home care serv

ices. This would not only enable the elderly to manage longer at home 

but also increase their quality of life (Kamerman, 1976). Home care 

has been proven to be more cost effective than institutionalization, in 

cases that do not require skilled nursing (Kamerman, 1976; Colt et al, 

1977). This savings alone would have a great impact on our nation's 

health care costs. 

Utilization of community services by the elderly in their homes 

would foster their level of independence and keep them at home longer. 

Too many elderly individuals don't seek support from the community and 

often pay the price by being institutionalized (Robinson and Thurnher, 

1979; O'Brien and Wagner, 1980). 

It is estimated that an additional 65,000 spaces in institutions 

will be necessary if no positive steps are taken to reduce the level of 

demand and the development of alternative patterns of care for the 
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The elderly. Preventive services that assist in achieving the best pos

sible state of health and independence in old age, not only increase the 

quality of life enjoyed by the elderly, but also reduce the demand on 

curative services (Barrowclough and Pinel, 1979). Dr. Garetz stated 

"someone else has already said we have added years to life; now we must 

do something about adding life to years. And that has to do with quality 

of life ..." (1977, p. 92). 

Conceptual Framework 

The conceptual framework for this study was based on a review of 

the quality of life literature pertaining to the elderly population. 

Quality of life is depicted at the more abstract level (Figure 1). Here 

quality of life could be sketched as the umbrella from which the major 

concepts are the spokes. Identifying quality of life as the "hood" of 

the umbrella enables the readers to better perceive the proposed links 

between the construct and concept levels. With health beliefs being con

ceived as more abstract than health attitudes, preventative health care 

as more abstract than self-care behaviors and likewise health care re

sources as more abstract than knowledge of community services. The con

cepts depicted as components of quality of life are in turn shown to be 

associated with one another at the conceptual level. 

Quality of Life 

Quality of life, for this study, encompasses the notion of the 

presence of health beliefs, as reflected by health attitudes, associated 

with preventative health care and health care resources, as reflected by 
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by self-care behaviors and knowledge of community services, respectively. 

When addressing the quality of life of the elderly, ability to maintain 

self-care and to perform activities of daily living have been cited in 

the literature as intrinsic conditions (Silberstein et al., 1977). 

Furthermore, loss of the ability to perform basic activities of 

daily living such as bathing or shopping, strikes at what the elderly 

value most, independent living (Pegels, 1980; Sullivan, 1980). The over

all health of the elderly person has also been viewed as important when 

addressing quality of life (Larson, 1978; Mancini and Quinn, 1981), and 

certainly could be a factor in the ability of elderly persons to perform 

self-care activities. The present investigation, however concerns it

self only with the cognitive domain. More specifically this investiga

tion is concerned with the elderly person's health beliefs and attitudes 

in relation to preventive health care or self-care behaviors and health 

care resources particularly knowledge of community services. 

Health Beliefs 

The concept of one's health beliefs evolved from psychological 

studies as a result of research done in the area of preventive health be

haviors (Rosenstock, 1974). It was hypothesized that individuals would 

initiate preventive care behaviors if they possessed both knowledge and 

motivation, perceived themselves as a possible target for an illness 

and the illness in threatening, believed the intervention is worthwhile 

and the recommended action is not hard to comply with (Becker et al., 

1977). Thus one's health beliefs in the Rosenstock model (1974), de

termine whether or not he/she will practice preventive health care be

haviors. An individual who values his health, channels that into moti

vation to remain as healthy as possible. 
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Several studies support the view that good health is highly 

valued by the elderly population (Cutler, 1972; Harris and Associates, 

1975; Silberstein et al., 1977; Larson, 1978). Therefore, valuing good 

health is often the motivation needed to practice preventive health care 

(Eliopoulos, 1982). The elderly may be more motivated to embrace pre

ventive health practices since they themselves are potential targets 

for illness due to their vulnerability with advancing age (U.S. Public 

Health Service, 1972; Burnside, 1976). 

Preventive Health Care 

Initiating or incorporating preventive health care, like any 

behavior, is motivated by stimuli in the individual's environment. 

Knowledge alone will not motivate a person to participate in preventive 

health care (Frymier, 1974; Becker et al., 1977). As mentioned pre

viously, it is one's health beliefs that decide whether preventive 

health behaviors or illness behaviors are practiced (Kirscht, 1974; 

Rosenstock, 1974). One must value good health in order to practice 

preventive health care. 

As repeatedly mentioned, the elderly generally do value good 

health (Cutler, 1972; Harris and Associates, 1975; Silberstein et al., 

1977; Larson, 1978). The problem, however, is that they often don't 

initiate preventive health care practices early enough. As people get 

older they tend to become more concerned with their health. Age is the 

stimulus which motivates the elderly to incorporate preventive health 

care in their lives. Knowledge of their vulnerability alone, will not 
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motivate an elderly individual to participate in preventive health care. 

He must acknowledge that he is vulnerable to illness and, valuing his 

health, initiate preventive health care measures (Frymier, 1974; 

Kirscht, 1974; Rosenstock, 1974; Becker et al., 1977). 

Health Care Resources 

In the past decade much research has been done supporting the 

fact that more elderly individuals could remain at home, if they utilized 

the available health care resources. Approximately 20 percent of the 

institutionalized population could have remained at home if they knew 

of health care resources and utilized them (Hennessey and Gorenberg, 

1980). 

As forementioned, one's health beliefs depict whether or not an 

individual will practice preventive health care behaviors (Rosenstock, 

1974). In this study, the investigator chose to illustrate the rela

tionship among health beliefs, preventive health care and health care 

resources as a triad (Refer to Figure 1). The existence and utilization 

of these concepts increase the probability that an elderly individual 

will have healthful quality living during his last years. 

Health Attitudes 

An individual's health beliefs constitute a wide spectrum of 

thought behavior patterns primarily, health attitudes. Attitudes are 

sets of beliefs and are directed toward certain referents (Kerlinger, 

1967). Hence health attitudes specifically are sets of health beliefs 

and are aimed toward one's health behaviors. In order for an individual 
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to behave in a certain manner he must freely value the outcome or be

lieve in it (Miller et al., 1982). 

Health attitudes of the elderly are reflected in their self-care 

behaviors. Therefore health behaviors reflect the elderly person's 

health attitudes. This investigation, however, prefers to identify 

health behaviors as self-care, in nature. 

Self-Care Behaviors 

Health beliefs, preventive health care behaviors, and one's 

health care resources help to determine whether or not wellness will be 

maintained. The responsibility we take for our own health, as reflected 

by our health attitudes, has been labeled self-care behavior. Ideally, 

the self-care behaviors one engages in are preventive in nature 

(Orem, 1971; Joseph, 1980). Mechanic and Cleary (1980) have closely 

linked self-care behaviors to one's health attitudes. 

The elderly individual attempts to maintain his independence by 

practicing self-care (Sullivan, 1980). Health maintenance and actively 

seeking health care resources, forms of self-care, help ensure their 

much desired independence (Pegels, 1980; Sullivan, 1980). 

Knowledge of Community Services 

Self-care teaching of the elderly, especially conveying what 

community services are available to them, is necessary for the main

tenance of good self-care behaviors. This increased knowledge of com

munity services would theoretically, 1) solve the problem of under-

utilization of health care services among the elderly (Hayslip et al., 



1980), and therefore, 2) increase the probability of an elderly person 

living out his remaining years with supportive services in his own home 

(Kamerman, 1976; Widmer et al., 1978). 

One's overall health attitudes, self-care behaviors and know

ledge of community resources interplay and determine whether one will 

maintain his independence or be -supported/cared for in an institutional 

setting. To date, much has been written regarding the utilization of 

community services by the elderly but few articles address the need for 

an increased knowledge level among the independent elderly (Hayslip et 

al., 1980). A greater number of programs to increase the knowledge of 

community services among the independent elderly would better prepare 

them for the aging process and assist them in maintaining their health 

(Joseph, 1980). Thus increasing the quality of their life. 

Summary 

The key to this study was the elderly person's quality of life 

—particularly in the area of his health attitudes, self-care behaviors 

and knowledge of community services. Much attention was focused on this 

area secondary to past research that identified good health attitudes, 

self-care behaviors and knowledge of community services as subcompon

ents of quality of life (Silberstein et al., 1977; Larson, 1978; 

Mancini and Quinn, 1981). 

Quality of life in the elderly has been investigated by studying 

their health attitudes, self-care behaviors and knowledge of community 

services. It was proposed that these three variables were linked and 

were also subcomponents of health beliefs, preventive health care 
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practices and health care resources, respectively. The positive re

lationship of the latter three concepts has been strongly supported by 

the literature (Kirscht, 1974; Rosenstock, 1974; Becker et al., 1977; 

Galli, 1978). 

Definition of Terms 

The following operational definitions were used in this study: 

Independent Elderly Persons - persons aged 65-75 years old who are 

self-sufficient in their activities of daily living. 

Quality of Life - both a subjective and objective assessment of 

one's satisfaction with one's life. 

Health Beliefs - those personal assumptions one makes pertaining to 

his physical and psychological well-being. 

Health Attitudes - one's dispositions and habits relating to his 

physical and psychological well-being. 

Preventive Health Care - the measures one takes to ensure his physical 

and psychological well-being which are health promoting in 

nature. 

Self-Care Behaviors - practices persons take on their own for the 

purpose of health promotion and disease prevention, care, 

detection and treatment. 

Health Care Resources - those services in the community which assist 

individuals or families with any needs they may have, 

particularly relating to their physical and psychological 

well-being. 



Knowledge of Community Services - how much one is aware of or knows 

his available community resources, particularly those which 

emphasize health. 



CHAPTER 2 

SELECTED REVIEW OF THE LITERATURE 

The literature pertinent to quality of life as it relates to 

elderly persons, is reviewed in this chapter. The discussion will first 

focus on general quality of life research to be followed by literature 

with special emphasis on health beliefs, preventive health care, 

health care resources, health attitudes, self-care behaviors and 

knowledge of community services. 

Quality of Life 

The literature on quality of life is abundant. Several phrases 

in the literature are synonymous with quality of life. Quality of life 

has been labelled "successful aging" (Ryff, 1982), "Subjective well-

being" (Larson, 1978), and also identified as what for years has been 

termed "the good life" (George and Bearon, 1980). In many ways, quality 

of life is the modern version of the notion of the good life. Similar 

to the good life, quality of life has an attractive and appealing 

nature, denoting both material and spiritual well-being. 

Social scientists have failed to reach a consensus in providing 

a definition of quality of life. This is a difficult task as it is a 

matter of personal preference and different people value different 

things. Social scientists have utilized two primary categories of vari

ables to define quality of life: objective and subjective (George and 

Bearon, 1980). 

1 3  
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Objective assessments of quality of life are status-oriented, 

and consider personal characteristics, health status and material wealth 

(Morgan and Smith, 1969; Gastil, 1970). Subjectively, some define qual

ity of life as an evaluation of one's own life experiences (Andrews and 

Withey, 1976; Campbell, Converse and Rogers, 1976). 

George and Bearon's (1980), multidimensional definition of 

quality of life subdivides quality of life in terms of four components, 

two are objective and the other two mirror the personal judgment of the 

individual. These dimensions are listed as follows: 

Subjective Evaluations 

Life Satisfaction and Related Measures 
Self-Esteem and Related Measures 

Objective Conditions 

General Health and Functional Status 
Socioeconomic Status 
(George and Bearon, 1980, p. 6) 

The Kansas City Studies of Adult Life proposed four dimensions 

of successful aging: the amount of activity the individual was in

volved in, his ability to disengage, satisfaction with life, and finally, 

the integration of his personality (Ryff, 1982). Williams and Wirths 

(1965) utilized a systems approach in studying successful aging. Here 

successful aging is perceived as incorporating a balanced energy ex

change between the individual and the social system, within a stable 

social system. 

Of all these views or dimensions of successful aging or quality 

of life in the older adult, life satisfaction continually emerges in the 



literature as the variable most often investigated. For example, in a 

national survey done in 1976, when asked about the quality of their 

lives, individuals responded in terms of their satisfaction with life 

in general (Campbell, Converse and Rogers, 1976). In gerontological 

research, hundreds of studies have investigated the link between aging 

and life satisfaction (Neugarten et al., 1961; Cutler, 1972; Palmore 

and Luikart, 1972; Edwards and Klemmock, 1973; Spreitzer and Snyder, 

1974; Harris and Associates, 1976). 

Social gerontologists have also given much attention to the 

concept of life satisfaction as a facet of quality of life. Most 

theories on aging have been computed with life satisfaction identified 

as the desired outcome. Both activity theory and Maddox's continuity 

theory relate aging outcomes in terms of "life satisfaction" 

(Yurick et al., 1980). 

Cummings and Henry's (1961) disengagement theory does not dis

cuss life satisfaction but another closely correlated concept "morale. 

It is secondary to this past research that life satisfaction has been 

described as the most widely studied variable in the field of aging 

(Ryff, 1982). The key question prompting all this research has been 

what variable or variables correlate on a significant level with life 

satisfaction, happiness, morale, etc. 

The factors chosen to be studied as possible "pieces" to the 

puzzle of quality of life in the older adult include health, socio

economic status, age, sex, race, employment, marital status, avail

ability of transportation, residence, activity and social involvement 



(Lohman, 1977; Larson, 1978; Palmore, 1979). Consistently, social 

activity, health, marital status, and socioeconomic status surface as 

the most common items under life satisfaction, although there is still 

a high degree of subjective variance (Larson, 1978). 

Cutler (1979), possibly in response to Larson's work, has 

identified the concept of life satisfaction as multidimensional rather 

than a unidimensional system. This notion will open up yet even more 

research in the development of new instruments for the study of life 

satisfaction. 

Although physical well-being is an important life aspect in all 

of our society, health and disability is often addressed to the aged 

in our country. Statistically, there is a higher incidence of chronic 

disease among the elderly (U.S. Public Health Service, 1972), there is 

a longer length of time required for older adults to heal after acute 

illnesses (Solomon, 1982), and health is a frequently mentioned life 

concern among the aging population (Cutler, 1972; Harris and Associates, 

1975; Larson, 1978). 

General good health, although the term itself hints at its own 

definition, means the absence of disease, disability, and discomfort. 

Health also includes a positive sense of well-being - the psychological 

counterpart (Ng and Davis, 1979). When discussing quality of life among 

the elderly population, functional status is often identified as the 

most important condition of physical well-being. Functional activities 

can be addressed as mobility, ability to maintain self-care, performance 

of activities and overall stamina (Silberstein et al., 1977). 



Older persons also dread the idea that disability or sickness 

will impinge on their ability to live independently, and several studies 

have discussed this common fear (Harris and Associates, 1975; Mancini 

and Quinn, 1981). Larson (1978), in reviewing 30 years of research done 

on quality of life among the aged, reports that good health is the most 

frequently mentioned variable, more so than any other variable. 

Mancini and Quinn nicely summarize the importance of good health 

to the elderly population in the results of a study they conducted. 

Their study found that "adults (over 65) who are in better health than 

their peers are also more satisfied with this stage of life, more 

emotionally stable, and feel a stronger link to society at large" 

(1981, p. 127). Particularly in the elderly population where inde

pendence is highly valued, good health may be maintained by proper be

haviors, a form of preventive health care (Belloc and Breslow, 1972). 

Preventive health care, in turn, is viewed as linked to one's health 

beliefs. 

Health Beliefs 

During the 1960's, much research was done in the areas of pre

ventive health behavior, illness behavior, and sick-role behavior 

(Suchman, 1970; Becker et al., 1974; Rosenstock, 1974). Kasl and Cobb 

(Rosenstock, 1974), in an attempt to explain health behavior, described 

health behaviors as any activity performed by an individual who be

lieves that he is healthy for the purpose of preventing disease or 

detecting disease in an asymptomatic phase. 
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Psychologists and sociologists since then have been expressly 

intrigued with why individuals behaved as they did in regard to their 

health. The answer researchers found was that one's health beliefs play 

a key role in one's health behaviors (Becker et al., 1974; Rosenstock, 

1974). The Health Belief Model was developed to explain preventive 

health behavior. The model's variables proposed correlations among 

the demographic, background and resource variables and their impact on 

health care utilization (Becker et al., 1977). 

The Health Belief Model connected decision-making theories to an 

individual's decision about alternative health behaviors (Maiman and 

Becker, 1974). Later decision-making theories were expanded towards 

the area of motivation. This broad motivational variable therefore 

included in the model, the individual's desire to achieve success or 

to avoid failure (Maiman and Becker, 1974). Rosenstock (1974) surmises 

that the origins of behavior motivation theory within the Health Belief 

Model is based on Lewinian theory. Lewin states that two variables 

surface when addressing behavior; the degree of value placed on a 

certain outcome by an individual and the individual's perception of the 

probability that a specific action will produce a certain outcome 

(Maiman and Becker, 1974). 

Theorists working on the Health Belief Model found that in 

order for an individual to take action to avoid a disease, he needed 

to believe: 

1. that he was personally susceptible to it; 



2. that the occurrence of the disease would have at least 

moderate severity on some component of his life; and 

3. that taking a particular action would be beneficial by 

reducing his susceptibility to the condition, or if the 

disease occurred, by reducing its severity, and that it 

would not entail overcoming important psychological bar

riers such as cost, convenience, pain, embarrassment 

(Rosenstock, 1974, p. 330). 

The Health Belief Model suggests that individuals generally 

will not look for preventive health care or health screening unless 

they possess both levels of motivation and knowledge, perceive them

selves as a potential target for a disease and that the disease is 

threatening, believe the intervention is worthwhile, and that the rec

ommended action is not difficult to comply with (Becker et al., 1977). 

These hypotheses from the model were attempts to explain what motivates 

individuals to seek and actually utilize health services. 

Utilization of health services has also been linked with various 

demographic variables. For example, non-white elderly have been re

ported to use services less frequently than white elderly (Profile of 

American Health, 1974; Bell, 1975; Fujii, 1976). Bell (1975) and Fujii 

(1976) both found that cultural difference between caregiver and client 

was another significant factor impacting on under-utilization of serv

ices. Lack of information or knowledge regarding both the available 

supportive services in the community and the aging process itself are 
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two additional contributors to the under-utilization of health resources 

among the elderly (Burnside, 1976; Brody, 1977; Yurick, 1983). 

Motivation is another consideration when reviewing the health 

beliefs of the elderly population. The older person is often hesitant, 

reluctant, and at times, unwilling to seek help. This may not always be 

merely due to the fact that he is obstinate, rather he may have dif

ficulty admitting that he can no longer be independent and self-

sufficient (Field, 1970). Battistella (1971), in his research study 

on delay in seeking physician's care, found some support for the hypo

thesis that delay in seeking physician care increases with age. He 

also found a significant proportion of late adulthood persons (over 65) 

do not initiate health care even after the onset of symptoms, but tend 

to wait at first. 

Several variables contribute to this trend of elderly persons' 

delay in seeking health care. First, their symptoms, or the onset of 

illness, is often very subtle and gradual except, naturally, in the 

case of an acute illness. Loss of hearing and newly impaired vision 

are often nonchalantly attributed to "I'm just getting old," and hence 

ignored (Birchenall, 1973; Stevens, 1975; Yurick, 1980). This, along 

with the determination of the elderly person to survive on his own, are 

significant factors explaining why he does not visit a health care 

provider. 

Preventive Health Care 

Several researchers report the impressive gains in the health 

status of Americans in the past two decades (Coe and Brehm, 1972; 



Galli, 1978; The Surgeon General's Report, 1980). The American people 

have never been healthier. During the 20th Century, we have witnessed 

a dramatic decrease in both infections and communicable diseases. 

Approximately 75 percent of all deaths in the United States are due to 

degenerative diseases, i.e., heart disease, stroke and cancer. From 

age one to 40, accidents are the number one cause of death (The Surgeon 

General's Report, 1980). 

American's good health has been attributed to the markedly in

creased emphasis on health education and prevention (Haggerty, 1976; 

Eckholm, 1977; Galli, 1978; The Surgeon General's Report, 1980). Both 

in the field of medicine (Coe and Brehm, 1972; French, 1979), and in 

nursing (Kinlein, 1977; Archer and Fleshman, 1979; Shamansky and 

Clausen, 1979; Spradley, 1981) the importance of prevention has been 

stressed. The Department of Health, Education, and Welfare also has 

evidenced its commitment to prevention. A separate department for 

prevention has been established and is detailed in The Forward Plan 

for Health, 1976-1980. 

The literature depicts preventive health care as primary, 

secondary and tertiary. Primary care is the optimal level or wellness 

level. Here, measures are taken which actually prevent the occurrence 

of disease (Preventive Medicine Task Force, 1976; Shamansky and Clausen, 

1979). Secondary prevention implies that there already is the presence 

of a disease and early intervention is begun. Tertiary prevention is 

where attempts are made to maintain those chronically ill at high 
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levels of independence in their activities of daily living (Preventive 

Medicine Task Force, 1976; Shamansky and Clausen, 1979). 

From primitive man to our present day society, people have al

ways engaged in some form of preventive medicine or more specifically, 

good self-care practices (Wain, 1970). Historically, it is known that 

some of the primitive peoples did make attempts to protect and maintain 

their health. They learned that they could preserve their lives by 

keeping their surroundings clean. During the 19th century, Florence 

Nightengale, in addition to effective nursing, also was an advocate for 

preventive health care practices demanding good light, warmth, nutri

tious meals and meticulous cleaning techniques (Wain, 1970). Most 

'Uiealth" care, however, has been aimed towards illness with a large 

percentage of our gross national product spent on illness care, i.e., 

hospitalizations (Preventive Medicine Task Force, 1976). 

Ebersole and Hess (1981) identified five dimensions of wellness 

or preventive health care. They included self-responsibility, nutri

tional awareness, physical fitness, stress management, and environmental 

sensitivity. Other authors refer to these dimensions as one's "life 

style" (Belloc and Breslow, 1972; Eckholm, 1977; Haggerty, 1977). 

One's life style ideally should be preventive in nature. 

Practicing good self-care is the first step (Joseph, 1980, Sullivan, 

1980). When one's life style is free of negative health habits, not 

only does an individual increase his probability of living longer in 

years, there is an increased probability of quality living. A fringe 



benefit of healthy quality living is being independent. As there is a 

greater influx of preventive health care practice, there will be an 

increased number of independent elderly. 

Health Care Resources 

A number of studies show that older adults prefer, whenever 

possible, to live in their own home, independent of children. These 

feelings strongly uphold societal norms favoring independent living sit

uations for the young and old (Kivett and Learner, 1982). Research has 

suggested that 2.5 million noninstitutionalized older Americans are in 

need of services in their homes in order to provide that independence. 

The United States Senate Committee on Aging states that 20 percent of 

the institutionalized elderly could live at home if comprehensive serv

ices were available (Hennessey and Gorenberg, 1980). In short, health 

care resources make the difference between institutionalization and 

living at home. 

Many elderly persons who are not acutely ill but have chronic 

conditions and disabilities and limited normal functioning levels in 

activities of daily living can remain at home with supportive home 

health services. Home health care services are quite diverse, e.g., 

meals-on-wheels, home repair and in-home nursing care are considered by 

many to be a more preferable alternative to institutional care (Hayslip 

et al., 1980). The British (Kamerman, 1976), use the term "the social 

care services" to embrace these services. In this way they cluster the 

practical, helping efforts such as homemaker-home health; personal care 
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and hygiene; delivered meals; shopping; chores; escort; reassurance; 

and visiting services. Thus social services are distinct from medical 

services. 

Kamerman (1976), in her cross-national study of community serv

ices for the aged, states there is no need to dichotomize institutional 

and community care, or to put the whole burden of care on a community 

service system. It is inevitable that some older persons will require 

long-term medical and nursing care in an institution, but not the num

bers that have been reported. Theoretically an increase in the use of 

home health care resources would enable an individual to be supported 

and cared for in his or her own home for a longer period of time 

(Kamerman, 1976; Widmer et al., 1978; Hennessey and Gorenberg, 1980). 

One of the dilemmas with the present system of health care re

sources has been coordinating the number of services (Coward, 1979). 

With our nation's economic status presently in a recession, several 

community health care resources have made collaborative efforts to pool 

their resources. This coordination and collaboration of health care 

resources can be identified at both state and county levels. 

Recently in the state of Arizona, a group of consumers and 

providers of long-term care developed a guide entitled, "Selecting 

Long Term Health Care Services for the Elderly and Disabled" (Arizona 

Department of Health Services, 1982). This guide was a first attempt 

to inform the public regarding the types of health care resources that 

are available in Arizona and how to decide which services best meet 



an individual's needs. Pamphlets were distributed to physicians' 

offices, at elderly group meetings and by community health nurses. 

Another fact when addressing health care resources is that home 

maintenance of an aged person is one third or less as expensive as 

nursing home care (Brickner et al., 1975; Cot et al., 1977; Widmer 

et al., 1978). Since institutional care creates costs chargeable to 

certain third-party payers, Colt and other (1977) suggest that these 

third-party insurers investigate the feasibility of financing home 

maintenance. 

Health Attitudes 

Few articles address the health attitudes of the elderly speci

fically. Psychology researchers have done much with attitudinal be

havior. Few of their studies, however, mirror any correlations between 

health attitudes and self-care behavior. 

Miller et al. (1982), after surveying attitudinal literature 

over the past 40 years, has surmised that attitudes are learned and 

often elicit specific responses towards referent objects. Rokeach 

(Kerlinger, 1967) defines attitudes as types of beliefs and secondly 

the things or objects toward which attitudes are directed are called 

referents. Brown (Kerlinger, 1967) describes referents as being cate

gorical. Hence, physical objects, events, even behaviors can be 

referents. 

A certain attitude can predispose an individual to behave in a 

certain manner. For example if you believe cigarette smoking is bad 



for you, this attitude will relect in your behavior by not smoking. 

Typically, research has focused on measures of health status rather than 

on health behaviors and health attitudes (Mancini and Quinn, 1981). 

Attitudes are difficult to measure unless the behaviors studied 

are clearly defined. One's attitudes also do not necessarily reflect 

one's behavior. For instance, an individual may uphold the attitude 

that fatty foods are bad for him but continue to eat fried food fre

quently because he enjoys them. If a person is to behave in a certain 

manner, he must truly value the outcome or believe in it (Miller et al., 

1982). For example, a person who truly values good health, and is aware 

that good nutrition is essential to good health, will be conscientious, 

about his dietary intake. Thus, an individual's health beliefs, of 

which health attitudes are a part, will be linked to preventive health 

care, or more specifically, actual self-care behaviors. 

Self-Care Behaviors 

After studying the life styles of 7,000 men and women in 

California, Drs. Belloc and Breslow (1972) gathered startling data sup

porting the importance of personal habits for good health. They cor

relate both physical well-being and longevity to adhering to the 

following seven practices: 

1. Sleeping seven to eight hours each night; 

2. Eating three meals per day at regular times with 

minimal snacking; 

3. Eating breakfast every day; 



4. Maintaining desirable body weight; 

5. Avoiding excessive alcohol intake; 

6. Getting regular exercise; 

7. Not smoking. 

Belloc and Breslow found that men at age 45 who follow three or 

fewer of these practices can expect to live to 67, those following six 

or seven of the practices can expect to live to 78. With 45 year old 

women who follow six or seven of the health practices they can push 

their average age of death to 81, while women who follow through on 

fewer of the practices will probably die at 74 (Eckholm, 1977). One's 

lifestyle, including patterns of eating, exercise, drinking, coping with 

stress and use of tobacco and drugs, and environmental hazards are the 

major known causes of disease in America today (Haggerty, 1977). 

Self-responsibility places one's wellness or health in one's 

own hands (Ebersole and Hess, 1981). Our life style and self-care 

practices will predict whether or not wellness will be maintained. Orem 

(1971) defines self-care as the initiation of certain behaviors by a 

person that help maintain their health and well-being. Fry (Joseph, 

1980) has identified not only participation in health maintenance as a 

part of self-care but also the client must take an active part in health 

care services. This implies, not only when the client is sick, but also 

when going to health care services for health teaching, check-ups, etc. 

Kinlein (1977) identifies nursing as the innovator to good self-

care practice with medicine as the forerunner in disease care. Nurses' 

roles have been identified as facilitating and raising clients' 
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self-care abilities (Orem, 197; Joseph, 1980). The nurse in this cap

acity shares health knowledge with clients and assists them in modifying 

their self-care behaviors (Joseph, 1980). 

Mechanic and Cleary (1980) report that positive self-care be

haviors are part of a broader life spectrum which includes a feeling of 

psychological and physical well-being and a peaceful coexistence in 

society. Good self-care behaviors cannot be taught as they are inte

grated into one's overall style of living. In this way they reflect 

social values, psychological well-being and cultural modes (Mechanic 

and Cleary, 1980). 

Self-care concepts applied to the elderly have important over

tones for nursing, particularly in the area of community health nursing 

(Nolan, 1982). The self-care system for the elderly identifies the need 

to protect, maintain, and promote independence. Independence is defined 

as a state of being and a state of mind. For the elderly independence 

is highly correlated with worthwhile existence or quality of one's life 

(Sullivan, 1980). 

In organizing a nursing body of knowledge for the aged, Sullivan 

(1980) developed her own self-care model for nursing the aged. After 

identifying four self-care system levels for the aged Sullivan reached 

the following three conclusions: 

First, there is an inverse relationship between 
the range of options available to the aged and 
their involvement with professional nursing and 
with the formal support system. Second, self-
care solutions to health and health care problems 
represent the "first line of defense" for the 
aged. Thirdly, the aged desire and prefer self-
care options whenever they are available 
(Sullivan, 1980, p. 64). 
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Reiterating Fry (Joseph, 1980), self-care must incorporate not 

only health maintenance but individuals must actively seek out health 

care services. Utilization of health care services in the community by 

the elderly population has been investigated by several researchers 

(Brody, 1973; Profile of American Health, 1973; Bell, 1975; Fujii, 1976; 

Yurick, 1980; Burnside, 1981). Statistically, there is an under-utili-

zation of health care services by the elderly. 

Since the aged prefer self-care (Sullivan, 1980) to professional 

care, they are a prime population for self-care teaching. Changes or 

modifications in behaviors to reduce risks can often mean the difference 

between healthful living and crippling disabilities or death (Combs, 

1978). 

Self-care teaching of the elderly, particularly conveying what 

community services are available to them, is essential for maintaining 

good self-care behaviors. Patient participation in health care services 

demands knowledge of exactly what types of services the community offers 

for the elderly. Supportive services represent the key to achieving 

what most agree is the major objective: supporting the aged in comfort 

and dignity, whether in their own home, another's home, or a special 

facility (Kamerman, 1976). 

Knowledge of Community Services 

Little research has been done investigating individual's know

ledge of community services. Interestingly, investigators have chosen 

to study the utilization of community services (Brickner et al., 1975; 

Coward, 1979; Holmes et al., 1979; Hayslip et al., 1980; Branch et al., 



1981; arid Shapiro and Roos, 1982). Brody (1977) and Burnside (1976) are 

two researchers who site lack of information or knowledge regarding 

available supportive services in the community as one of the contri

butors to the under-utilization of health resources among the elderly. 

Branch and others (1981) cite several barriers to the access of utili

zation of health services among the elderly. They are not only financial 

but also psychological, informational, social, organizational, and 

spatial. Hayslip and others (1980) reported that rural elderly persons 

know less about and utilize available home care services less because 

they are living alone and are in poorer health than their urban counter

parts. Those elderly in poor health and who are isolated or widowed 

unfortunately need these health care services the most and usually know 

the least about what services are available (Davenport and Davenport, 

1977). 

In a study conducted in 1980 (Hayslip et a!.), investigating the 

rural elderly's use of home care services, the home health care agencies 

reported that they utilized a number of publicity methods. A closer 

look, however, indentified the publicity as 1) irregular, 2) often only 

initiated outside a hospital setting, 3) through referral by a physi

cian, 4) never on a radio. This study also revealed that the majority 

of elderly rely on word-of-mouth to gain information about services, 

when needed. None of the agencies reported having developed an inter

agency package for a prospective client. 
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Summary 

The literature supports not only the hierarchical relationships 

of the proposed conceptual framework but the close relationship between 

health beliefs, preventive health care and health care resources. 

Health beliefs and health attitudes go hand in hand as do preventive 

health care and sel.f-care behaviors, and health care resources and know

ledge of community resources, respectively. All of which are subcompon

ents of the construct quality of life. 

This review has specifically considered the elderly population. 

The elderly acknowledge their vulnerability to illnesses and perceive 

self-care, particularly health maintenance and preventive measures as 

the intrinsic line of attack. Awareness of community resources and 

their availability has been cited as encouraging preventive health care 

measures such as self-care and independence in the elderly. 



CHAPTER 3 

METHODOLOGY OF THE STUDY 

This was a descriptive correlational study designed to examine 

the awareness deficit among elderly regarding long-term care services 

in the community and to investigate relationships between health atti

tudes and self-care behaviors. Two structured questionnaire tools and 

a demographic data sheet were used as the instruments for data collec

tion. This chapter describes the selection of the setting and the 

sample, the protection of human subjects, the instruments used to 

examine health attitudes and self-care behaviors of the elderly, the 

method of data collection, and the data analysis plan for this study. 

The Setting 

The target population for this study consisted of independent 

elderly persons between the ages of 65 and 75 with a variety of marital, 

health, education, living, and experience backgrounds. Interviews were 

conducted at churches having senior citizens' groups and in private 

homes. 

The Sample 

A convenience sample of 25 persons voluntarily agreed to parti

cipate in this study, and met the following criteria: 

1. Between the age of 65 and 75 years old; 

32 
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2. Living in an apartment, home or other non-institutional 

setting; 

3. Able to read and complete a questionnaire written in 

English; 

4. Independent in activities of daily living. 

Protection of Human Subjects 

The proposal for this study was submitted to and approved by the 

University of Arizona Human Subjects Committee (Appendix A). Only per

sons between the ages of 65 and 75 independent in their daily activities 

who resided in an apartment or home and consented to participate in this 

study were interviewed. A letter of explanation of the study was 

attached to the front of the questionnaires (Appendix B). The purpose 

of the study was included in this letter of explanation. Each set of 

questionnaires was assigned a code number to ensure confidentiality of 

the obtained information. The consent form also stated that the data 

collected would be used for research purposes and possibly at a later 

date, for publication. 

Research Questionnaire 

Part I of the questionnaire (Appendix C) dealt with the per

sonal characteristics and background of the subject including age, 

ethnicity, number of children, living situation, marital status, employ

ment status, financial status, educational level, and medical history. 

Part II of the questionnaire examined health attitudes. Part II, sec

tion A of the questionnaire contained a "Health Attitudes" scale, 



modified from Robbins and Hall's (1968) "Health Inventory Questionnaire." 

In this section, statements were made regarding health attitudes, beliefs 

and values. These statements were tested for reliability by Dunton 

(1982). If a statement did not meet a criterion of 90 percent or more 

reliability, it was rewritten and retested until it did. 

Part II, section B of the questionnaire contained a "Health 

Attitudes" scale developed by Young and Hinds (1982). This tool was 

administered for data collection in their study, "Quality Assurance for 

Wellness Care in the Community Health Setting." The reliability co

efficient alpha obtained in their study was .88 (Young and Hinds, 1982). 

Part III of the questionnaire contained questions taken from 

Robbins and Hall's (1968) "Health Inventory Questionnaire," which per

tained to self-care and knowledge of community services. The original 

instrument was developed as a health risk appraisal tool (Dunton, 1982). 

All questions were reported to have a reliability coefficient of .90 or 

greater. 

To date, little information has been available regarding val

idity for either of the two tools utilized in this study. Content 

validity, however, was evaluated by the respective authors and, for 

purposes of the current study, deemed appropriate by this investigator. 

A pilot study of the questionnaire was also done. Three persons 

between the ages of 65 and 75 volunteered to participate in a pretesting 

of the questionnaire. Length of time to complete the questionnaire aver

aged approximately 45 minutes. The subjects were able to read all 

questions and answer them. Therefore, no revisions of the questionnaire 

were necessary. 



Data Collection and Analyses 

A convenience sample of 26 persons participated in this study 

who were contacted at various churches in the community as well as in 

private homes. The President of a local church's "49ers Club" was con

tacted and agreed to allow the investigator to be present at their next 

meeting. It was at this meeting that the purpose of the study was ex

plained to the group. Nineteen persons voluntarily agreed to complete 

the questionnaire and return it at the meeting, the following week. 

This group returned sixteen completed forms to the investigator. Another 

ten persons were contacted by the investigator and completed the ques

tionnaires in their homes, with the investigator present. 

Following completion of the interviews, data from the question

naires were coded for transference to computer cards to facilitate the 

analyses. Descriptive statistics were used to meet the purposes of this 

study. Initially, data were computed to determine characteristics of 

the sample population. Sample characteristics were ascertained after 

running a series of frequencies from the coded demographic data. Fre

quencies run on the data from each scale were computed. The results of 

these frequencies depicted the respondents as part of either a medium 

knowledge of community services group (Group I), or a low knowledge 

level group (Group II). Group I, the medium knowledge level group had 

a score of 3-9 on the knowledge of community services section and Group 

II, the low knowledge level group, had a total score of less than three 

points. Further descriptive statistics were then computed after com

puting Pearson Correlation Coefficients for each scale and 
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cross-tabulations of each scale with both knowledge of community 

services groups. This data analysis method enabled the investigator 

to accurately answer each of the research questions as will be further 

discussed in Chapter 4. 



CHAPTER 4 

PRESENTATION AND ANALYSIS OF DATA 

In this chapter, the findings and statistical analysis of the 

data collected in the study are presented. Characteristics of the 

sample will be presented first, followed by the sample population's 

scores on instruments and data analyses related to the research 

questions. 

Characteristics of the Sample 

Descriptive statistics were used to analyze and organize the 

characteristics of the sample population of 26 patients. Demographic 

data included age, sex, marital status, number of children, living sit

uation, employment status, financial status, education and medical 

history. 

Twenty-six persons from 65 through 75 years of age met the 

criteria of the study and agreed to participate. The mean age of the 

sample population was 69.6 years, as shown in Table 1. Seven males and 

19 females participated in the study. The marital status category re

vealed 20 married subjects and six widowed. Over one-half of the sub

jects were living with their spouses at the time of the study. Four 

persons claimed to be living alone, one person with a relative (sister), 

one person with her spouse and children and another person lived with a 

close friend. Twenty of the subjects stated they were retired and five 



TABLE 1 SAMPLE DEMOGRAPHIC CHARACTERISTICS 

CATEGORY NUMBER OF 
SUBJECTS PERCENTAGE (%) 

AGE 

SEX 

65 - 70 

71 - 75 
Mean =69.6 

Male 
Female 

ETHNIC BACKGROUND 
Caucasian 
Spanish 

MARITAL STATUS 
Married 
Widowed 

NUMBER OF CHILDREN 
None 
1 
2 
3 
4 
5 
6 

LIVING SITUATION 
Living alone 
Living with spouse 
Living with relative 
Living with spouse & 

children 
Living with close friend 

EMPLOYMENT STATUS 
Employed 
Retired 

FINANCIAL STATUS 
$5,000-$9,999 
$10,000-$19,000 
$20,000-$29,000 
$30,000-$39,000 

17 

9 

7 
19 

25 
1 

20 
6 

6 
5 
4 
5 
2 
2 
2 

4 
19 
1 

1 
1 

5 
20 

7 
9 
4 
1 

65 

35 

27 
73 

96 
4 

77 
23 

23 
19 
15 
19 
8 
8 
8 

15 
73 
4 

4 
4 

20 
80 

33 
43 
19 
5 
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Table 1 Sample Demographic Characteristics (Continued) 

CATAGORY SUBJECT^ PERCENTAGE (%) 

EDUCATION 

Master's Degree 1 4 
Baccalaureate/Associate Degree 3 11 
Some College Courses 9 35 
Business/Vocational 

School 1 4 
High School 9 35 
Grade School 3 11 

MEDICAL HISTORY 

Under Doctor's Care 
Not under Doctor's Care 

14 
11 

56 
44 
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were employed in various positions. Twenty-five persons reported being 

Caucasian and one responded that she was Spanish. A wide variety of 

responses were elicited regarding last employment. Due to this vast 

array of answers, this subcategory was not analyzed in this study. Seven 

persons stated that their yearly income per household was $5,000-$9,999. 

Nine subjects fell in the $10,000-$19,999 category, making this 43 per

cent of the total subjects. Four persons responded that they earned 

$20,000-$29,000 per year, and one subject claimed to earn $30,000-

$39,000. Five subjects chose not to respond to this question. With 

highest educational level obtained, there was a tie for the greatest 

response. Nine persons had some college and another nine persons stated 

that they graduated from high school. Three persons had a college de

gree and three persons graduated from grade school. One person went to 

business/vocational school and another person had a Master's Degree. 

Fifty-six percent of the subjects reported being under the care of a 

physician. Forty-four percent said they were not under a physician's 

care at the time of the study. Due to the wide variety of health prob

lems, this subcategory of demographic data was not addressed in this 

study. All of the above data is found in Table 1. 

Scoring of the Scales 

The second portion of the questionnaire, the Health Attitudes 

Scale, measured the subjects attitudes specifically in regards to their 

health. Part A of the Health Attitudes section had eight statements, in 

which the subject was asked to respond definitely true to definitely 

false. If the person felt they definitely were not responsible for 



their health, the score for that item was "five." Thus, the possible 

total score range for Part A, the eight-item Health Attitudes Scale was 

8-40. A total score of 8 - 18 points indicated a subject with a low 

health attitudes score and a score of 19 - 29 indicated a medium health 

attitudes score and a total of 30 - 40 indicated a high health attitudes 

score. For the group of subjects in this study, the mean response was 

30.5, with a range of 14 for Part A of the Health Attitudes Scale. 

Part B of the Health Attitudes section had nine statements, in 

which the subjects were asked to respond regarding how strong an effort 

they would make, if assistance were available, to change a specific 

health problem. The subjects had a range of responses from "no effort" 

to "not a problem for me." If the person felt they could make no effort 

toward controlling smoking, they received a score of "one". If control

ling smoking was "not a problem" for the subject, he received a score 

of "six." Thus, the possible total score range for Part B, the nine-

item Health Attitudes Scale was 9-61. A total score 9-26 was con

sidered a low score, 27 - 43 medium score, and 44 - 61 was a high score 

for this scale. For the group of subjects in this study, the mean re

sponse was 31.1, with a range of 32 for Part B of the Health Attitudes 

Scale. 

The Self-Care Behavior Scale contained 14 items, in which the 

subjects were asked to respond regarding their health habits. A posi

tive self-care behavior, for example "never smoked" received a score of 

"six." If the person "smoked more than two packs of cigarettes per day", 

they received a score of "one." Thus, the possible total score range 



for the Self-Care Behavior Scale was 13 - 48. A Total score of 13 - 21 

was indicative of a low score, 22 - 30 a medium score, and 31 - 48 was 

a high score for this scale. For the group of subjects in this study, 

the mean response was 30.9, with a range of 17. 

Seven questions in the questionnaire dealt with knowledge of 

Community Services. Five of these questions were information seeking 

and the remaining two dealt directly with the subject's knowledge of 

community services. Subjects, for example, were asked, "If you were 

unable to take care of yourself, who do you think would help you?" This 

is an example of an information seeking question. A question that spe

cifically tapped their knowledge was question number 59, "What agencies 

do you know about?" Thus, for the two questions tapping knowledge the 

possible total score range was 2-14. A total score of less than three 

was significant of low knowledge, 3-9 was medium amount of knowledge 

and 10 - 16 was high knowledge. For the group of subjects in this 

study, the mean response was 2.5. 

Data Computations 

Initially, frequencies were computed on all responses to de

termine the means of the total scale scores. The "knowledge" questions 

were able to categorize the respondents as having low or medium know

ledge of community services. Interestingly no one fell in the high 

level of knowledge category and of those with a low score, 93 percent 

or 13/14 used no services presently and didn't know of any community 

agencies. 
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Pearson correlation coefficients were then computed for both 

the low knowledge and medium knowledge groups. Refer to Table 2. Data 

from Health Attitudes Scale Part A and Part B were individually scored 

as HAA and HAB respectively. In Group I, the medium knowledge group, 

there were no significant correlations. The Self-Care Behaviors (SCB) 

and HAA were not substantially significant at the .05 level. Perhaps 

if the study was repeated with a larger number of subjects there would 

be significant findings to report. Group II, the low knowledge group, 

had negative correlations that also may be substantially significant 

if a larger population was tested. Both HAA and HAB were negatively 

correlated to SCB. Thus the low knowledge group's health attitudes 

were not always reflected in their self-care behaviors and visa vera. 

Refer to Table 3. 

Frequencies were again computed, however this second computer 

analysis used Group I vs. Group II. With the demographic data there 

was no notable differences between the two groups except in the edu

cational level. The low knowledge group, 50 percent of the respondents 

had received a high school education or lower. Group II, the medium 

knowledge group, had 63 percent of its respondents who had some college 

education or higher. One respondent in this knowledge category had a 

Master's degree. 

Total scale scores were computed for Group I and Group II. Re

fer to Table 4. Group I scored slightly higher on the HAA and the SCB 

scales. Group I, those with medium knowledge of community services 

scored in the high level of HAA and SCB. They fell in the medium level 



PEARSON CORRELATION COEFFICIENTS 

TABLE 2 
Group I (medium knowledge of community services group) 

as correlated with their sum scores on scale HAA, HAB and SCB. 

Sum HAA Sum HAB Sum SCB 

Sum HAA 

Sum HAB 

Sum SCB 

1.00 .07 .25 

.07 1.00 .08 

.25 .08 1.00 

TABLE 3 

Group II (low knowledge of community services group) 
as correlated with their sum scores on scales HAA, HAB and SCB 

Sum HAA 

Sum HAB 

Sum SCB 

Sum HAA Sum HAB Sum SCB 

1.00 .22 -.14 

.22 1.00 -.17 

-.14 -.17 1.00 
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TABLE 4 Total Scale Scores of Group I and Group II Compared by 
Knowledge Level of Community Services 

GROUP I 
(Medium Knowledge) 

GROUP II 
(Low Knowledge) 

Sum HAA 

Sum HAB 

Sum SCB 

31.7 29.6 

30.3 31.9 

32.4 29.9 



for the HAB as did Group II. For HAA and SCB Group II fell in the 

medium level for both these scales. 

Cross-tabulations were next computed to further describe the 

data. Refer to Table 5. Designing a contingency table established a 

means of highlighting research question number three, "Does the rela

tionship between health attitudes and self-care behaviors differ 

according to knowledge levels of available community services?" Each 

scale was separately run with the medium and low knowledge group. Group 

I and Group II's cross-tabulations are read vertically with the column 

total indicating each Group's total percentage for that particular scale. 

When the tables are read horizontally we find the specific scale bread-

down and finally their sum totals or row totals. 

A cross tabulation of Health Attitudes Part A and Group I and II 

did not show any significant findings. Of the medium knowledge groups 

(Broup I) 7.7 percent received a medium score on the HAA and of the low 

knowledge group (Group II) 23.1 percent received a medium score. Thirty-

four point six percent of Group I scored high on the HAA and 30.8 per

cent of Group II. Thus in both groups, 65.4 percent received high 

scores on the HAA although their knowledge of community services was 

only low or medium. 

For the Health Attitudes Scale Part B, the HAB, the cross tabu

lations revealed a greater range of total scores. Refer to Table 6. 

The greatest number of respondents fell in medium total score of the 

HAB. Of Group I, 34.6 percent fell in this category and of Group II, 
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TABLE 5 Cross Tabulations of the Health Attitudes Part A 
Scale and Knowledge Levels of Community Services 

Sum HAA No Response 
Group I 

Medium Knowledge 
Group II 

Low Knowledge 
Row 

Totals 

MEDIUM 
1 

(3.8%) 

2 

(7.7%) 

6 

(23.1%) 

9 

(34.6%) 

HIGH 0 
9 

(34.6%) 

8 

(30.8%) 

17 

(65.4%) 

Column Total 1 
(3.8%) 

11 
(42.3%) 

14 
(43.8%) 

26 
(100%) 

TABLE 6 Cross Tabulations of the Health Attitudes Part B 
Scale and Knowledge Levels of Community Services 

Sum HAB No Response 
Group I 

Medium Knowledge 
Group II 

Low Knowledge 
Row 

Totals 

LOW 0 
2 

(7.7%) 

2 

(7.7%) 

4 

(15.4%) 

MEDIUM 
1 

(3.8%) 

9 

(34.6%) 

11 

(42.3%) 

21 

(80.8%) 

HIGH 0 0 
1 

(3.8%) 

1 

(3.8%) 

Column Total 1 
(3.8%) 

11 
(42.3%) 

14 
(53.8%) 

26 
(100%) 
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TABLE 7 Cross Tabulations of the Self-Care Behaviors 
Scale and Knowledge Levels of Community Services 

Sum SCB No Response 
Group I 

Medium Knowledge 
Group II 

Low Knowledge 
Row 

Totals 

MEDIUM 
1 

(3.8%) 

2 

(7.7%) 

6 

(23.1%) 

9 

(34.6%) 

HIGH 0 
9 

(34.6%) 

8 

(30.8%) 

17 

(65.4%) 

Column Totals 1 
(3.8%) 

11 
(42.3%) 

14 
(53.8%) 

26 
(100%) 
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42.3 percent of its respondents were in the medium HAB score. Thus for 

HAB, there was no significant difference between levels of knowledge of 

community services. 

The Self-Care Behavior Scale when cross tabulated with Groups I 

and II revealed the same percentages and breakdowns as the HAA scale. 

Refer to Table 7. In Group I, 7.7 percent had a medium total score on 

the SCB and 23.1 percent Group II. The majority of the respondents had 

high SCB total scores with 34.6 percent in Group I and 30.8 percent in 

Group II. Although 65.4 percent had high SCB total scores, they only, 

had low or medium knowledge of community services. With 93 percent in 

low or Group II having n£ knowledge of community services. 



CHAPTER 5 

DISCUSSION, CONCLUSIONS, RECOMMENDATIONS, 
AND IMPLICATIONS 

The relationships between the conceptual framework and the find

ings of this study, sources of error, the conclusions based on these 

findings, recommendations for further investigation, and implications 

for nursing practice are included in this chapter. The first section 

presented will be findings related to the conceptual framework. 

Findings Related to the Conceptual Framework 

A brief summary of the conceptual framework will help clarify 

the following discussion. The proposed conceptual model included health 

beliefs, preventive health care and health care resources at the more 

abstract level. At the more empirical level were health attitudes, 

self-care behaviors and knowledge of community services. Positive 

health attitudes, good self-care behaviors and knowledge of community 

services all were conceptualized as being a smaller piece of positive 

health beliefs, preventive health care and health care resources. These 

ultimately, theoretically reflect the quality of one's life. 

Research question one addressed the level of knowledge of the 

independent elderly person in regard to available community services. 

Questionnaire design allowed for an individual to be categorized in one 

of three levels, low knowledge, medium knowledge of high knowledge. 

Interestingly, none of the subjects could be categorized as high 
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knowledge. Fourteen of the 26 subjects fell in the low knowledge level 

with 93 percent of them having no knowledge of community services. 

Eleven subjects were categorized as medium knowledge with 73 percent of 

the medium knowledge level acknowledging they knew either no agencies 

or one agency. Of this medium knowledge, 100 percent responded to 

question number 57, "What agencies do you currently use?" by stating 

none or one agency. Therefore, those in the medium level of knowledge, 

fell in the low medium level. 

Research question two considered the link between the independ

ent elderly person's health attitudes and self-care behaviors. The 

subjects scored high on the HAA with a mean socre of 30.5 and a rnage 

of 14.0. For the HAB, the mean score was 31.2 which was the medium 

level. The range of responses for the HAB, however, was 32.0 points. 

The well elderly subjects scored high overall on the SCB with a mean of 

31.0 and a range of 17.0. 

When Pearson Correlation Coefficients were computed for the 26 

subjects, the relationship between health attitudes and self-care be

haviors was not found to be significant (p<.05). This may be second

ary to the small number of subjects. When HAB was correlated with SCB 

an inverse relationship was found (-.13). This finding, although not a 

significant one, does not support the literature that states one's health 

attitudes are reflected in a specific health behavior (Rosenstock, 1974; 

Becker et al., 1974). Although this study's findings do not strongly 

support a positive or negative relationship between health attitudes 



and self-care behaviors, the investigator feels a larger sample size 

may support a stronger relationship between these two variables. 

Research question three takes a closer look at the relationship 

between health attitudes and self-care behaviors and considers what 

effect different knowledge levels of community services have on this 

relationship. Both Pearson Correlation Coefficients and cross-tabula-

tions were computed to examine the data in regard to this research 

question. From the initial data analysis, two groups concerning know

ledge levels were identified. Group I was found to have a medium 

knowledge level of community services and Group II had a low level of 

knowledge. Pearson Correlation Coefficients were conducted for each 

group with each scale to determine relationships. Refer to Tables. At 

the .05 level of significance, there were no significant relationships to 

report. For the medium knowledge category, Group I, a positive relation

ship between HAA and SCB (.25). For the low knowledge level, or Group II, 

the correlation coefficients were slightly stronger although not always 

in a positive direction. Interestingly, although GroupII's HAA and HAB 

correlated in a positive direction (.22), both the HAA and HAB were found 

to be negatively correlated to the SCB. Although a questionable argument 

to date, therefore, a person with a low level of knowledge of community 

services was reported as having health attitudes that were inversely 

related to his self-care behaviors. Thus his health attitudes were not 

always reflected in his health behaviors. 



Further computation was done to establish relationships between 

the health attitudes and self-care behaviors of Group I and II utilizing 

cross-tabulations. Here the two knowledge groups were examined with a 

breakdown of the scores on each scale. For all three scales the break

down between Group I and II was relatively synonymous, with no striking 

variations between the two knowledge groups. One possible explanation 

of this is that there was very little difference between Group I and II. 

Their degrees of knowledge were very close with no significant division. 

No subjects were categorized as having a high knowledge of community 

services and those with a medium level fell in the low medium level. 

Sources of Error 

The study design and methodology may have biased the data in 

the following manner. Nineteen persons agreed to complete the question

naires and return them at their next "49ers" meeting. Sixteen persons 

returned the questionnaires and although not all questions were answered, 

they stated they had no problems answering the questionnaires. The 

researcher feels that had she been present with each individual during 

data collection, she could have controlled for this missing data and 

felt more confident that the respondent understood the questions. 

Another source of error that the researcher feels should be 

further investigated was in the questionnaire design. Not enough 

questions dealt directly with the subjects knowledge of community serv

ices. Although the researcher feels her data was reliable, a closer 

look at knowledge may reveal more striking results. 
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Conclusions From the Findings 

The research findings from this investigation can be categorized 

in two types: 1) the characteristic qualities of the sample population 

studies, and 2) conclusions based on the research questions. 

Two general conclusions were drawn after analysis of the sample 

population's attitudes, behaviors and knowledge of community services: 

1) this sample population had an overall low knowledge of community 

services, and 2) the sample population had relatively positive health 

attitudes and good self-care behaviors. 

From the above conclusions it can be surmised that positive health 

attitudes and good self-care behaviors are not always indicators of a 

high knowledge of available community services. On a more global con

text, regardless of one's health attitudes and self-care behaviors this 

sample generally supported the fact that people know very little about 

their community services. 

Recommendations for Further Investigation 

This study raises questions which could be further investigated 

by furture projects. Recommendations for such projects include replica

tion of this study with the following variations: 1) increase the sample 

size in order to determine whether the relationship between health atti

tudes and self-care behaviors remains and whether there are a wider span 

of knowledge levels of community services reported, 2) have the chief in

vestigator present during completion of the questionnaire, 3) shorten 

the demographics sheet deleting "last occupation," this information was 



riot necessary for the study, 4) use another patient population of 

chronically ill elderly persons to determine their knowledge of com

munity services, 5) use the same type of sample in another city in 

order to examine differences in knowledge of community services. 

The following two recommendations for further research would 

not utilize the study design for this project. First, a more extensive 

Knowledge Tool, both reliable and valid must be located or developed 

by the chief investigator. Secondly, delete the Health Attitudes and 

Self-Care Behaviors pieces of the study. Investigate knowledge levels 

developing a program where pre and post tests were done. This would 

enable the investigator to not only examine baseline knowledge levels 

of community services, but to again examine them after subjects were 

given some information regarding community services. There are benefits 

in this proposed study design for both the investigator and the subjects. 

Implications for Nursing Practice 

Any implications for nursing practice based on this study must 

be prefaced with the declaration that these findings are preliminary 

at this point. Any generalizing of these findings to patient popula

tions other than the independent elderly would be incorrect. 

Forewarned with the above, there are some promising implications 

for nursing practice, particularly in the area of community health. 

With the elderly population currently expanding at a rapid rate, the 

community health nurse will begin to have more frequent contact with 

them. This research study has identified a knowledge deficit among 

the independent elderly concerning available community services. As an 
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advocate of the elderly population, the community health nurse empha

sizes meeting their needs. Although the elderly themselves may not 

recognize this need, education in this area particularly, is imperative. 

Literature supports the concept that most elderly persons prefer to live 

out their remaining years at home (Kamerman, 1976). With the increase 

in longevity, a greater number of programs will be necessary to inform 

persons of what the community has to offer them. Nurses from different 

areas need to develop strategies to not only reach this population, but 

more importantly, to educate them about community services. 

This educational endeavor does not only imply organizing group 

meetings at churces or handing out pamphlets. Lack of knowledge of com

munity services among the independent elderly may be a national problem 

and deserves such recognition. For nursing practice this means more 

positions in mass media -- professionally run radio programs, better 

representation on TV talk shows, and finally a stronger political voice 

in National Health Policies. Each of these implications stresses the 

role of the professional nurse as a health advocate and identifies now 

as the opportune time for nurses to recognize that role and have a 

stronger voice. 
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APPENDIX B 

DISCLAIMER 

Health Attitudes and Self-Care Behaviors 

among the Independent Well-Elderly 

The purpose of this study is to examine your 

health attitudes and self-care behaviors. You are asked 

to complete a three-part questionnaire about these two 

areas. This will take approximately 45 minutes of your 

time. 

There are no hazards or costs to you as a result 

of participating in this study. Please feel free to ask 

questions regarding this study and know that you re able 

to withdraw from the study at any time without any risk. 

You are being asked to voluntarily participate in 

this study by answering the statements in this question

naire. By responding to the questionnaire, you will be 

consenting to participate in the study, the results of 

which may be published at a later date. Your name is not 

on the questionnaire form, and you may choose not to 

answer some or all of the questions if your so desire. 

Whatever your decision, it will not affect your care. 

Patricia A. Bottini, R.N 
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APPENDIX C 

SUBJECT QUESTIONNAIRE FORM 

1-2 

6-7 

9 

10 

11 

12 

13-17 

Part I. Demographic Sheet for Client 

Subject I.D. 3-5 Date of Interview 

Date of Birth 8 Sex 

Ethnic Background (specify) 

Number of children 

Living Situation (check one) 
living alone 
living with spouse 
living with rela-
ive 
living with close 
friend 
other 

Marital Status (check one) 
married 
married, separated 

_____ divorced 
_____ widowed 

Employment Status 
Currently employed 
Year Retired 

Title of position 

Job description 

Other 

living with 
children 
living with spouse 
and children 
living with group 
of unrelated per
sons 

never married 
never married, en
gaged 
other 

Retired 

Unemployed 

Former Occupation 
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18 Financial Status (per year income) 
less than $5,000 $20,000-$29,999 
$5,000-$9,999 $30,000-$39,999 
$10,000-$19,999 $40,000 or more 

-19-20 What is the highest level of education attained? 
College Degree Degree 
Some College 
Business or Vocational School 
High School 
Grade School 

21-22 Medical History: 
Are you current under a physician's care? 

Yes No 
If yes, list major health problems below. 
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HEALTH ATTITUDES* 

Below are a number of statements and questions 
regarding your health attitudes. There are no right or 
wrong answers, I would like to know which response best 
•describes your feelings. It is most important that you 
respond according to your actual beliefs and not 
according to how you feel you should believe. 

23 My health is a 
concern in my life 

24 The best way to 
deal with disease 
is by prevention 

25 Good health is 
mostly a matter of 
being lucky 

26 I will probably be 
sick a lot in the 
future 

27 My health is in the 
hands of my doctor 

28 I worry about my 
health only when 
I'm sick 

29 I feel I am respon
sible for my health 

30 Most major diseases 
(such as stroke, 
cancer, heart dis
ease) are unavoid
able 

•Adapted from Robbins, L. and Hall, J. in Well Aware 
about Health. Tucson: Arizona Board of Regents, 1968 . 

Defi
nite- Most 
ly ly 

D e f i 
Most- nite-

Don1t ly ly 
Know False False True True 
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HEALTH ATTITUDES 

31. All things considered, how much better do you feel 
you could take care of your health than you do 

right now? 

1. No better care than now. 
2. Slightly better care than now. 
3. Moderately better care than now. 
4. Great deal better care than now. 
5. Very great deal better care than now. 

If assistance were available, how strong an effort would 
you make toward doing the following: 

32. Control smoking 

1. Mo effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 

33. Learn about blood pressure control 

1. No effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 

34. Manage stress in your life 

1. No effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 

35. Become more physically fit 

1. No effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 
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36. Lose weight 

1. No effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 

37. Improve the types of food I eat 

1. No effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 

38. Participate in regular self-examination of my 
breasts 

1. No effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 

39. Participate in regular self-examination of my 
genitals 

1. No effort 
2. Slight effort 
3. Moderate effort 
4. Strong effort 
5. Very strong effort 
6. Not a problem for me. 
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Part III 

SELF-CARE BEHAVIORS 

Below are a number of statements and questions 

regarding how you take care of yourself. Please answer 

the questions as honestly as you can. 

40 Check any of the following changes you HAVE MADE in 
your habits within the last year. 

Improved your diet 
Reduced smoking 
Reduced drinking 
Began or increased exercise program 
Increased seat belt use 
Relaxed more to reduce stress 
Other (specify) 
None of the above 

41 Do you currently smoke cigarettes? 
Yes No 

If yes, indicate the amount you smoke on an average 
day. 

less than 1/2 pack between 1 and 2 packs 
1/2 pack to 1 pack 2 packs or more 

How many years have you smoked cigarettes? 
less than 5 11-20 
5-10 more than 20 

42 Do you currently smoke cigars or pipes? 
No Yes 

If yes, indicate the amount you smoke and whether you 
inhale. 

less than 5 a day and not inhaled 
less than 5 a day and inhaled 
5 or more a day and not inhaled 
5 or more a day or any amount inhaled 
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I would like to know how physically active you are. 
Physical activity includes either or both work activity 
or exercise. 

1) Work Activity; involves strenuous physical labor 
such as construction work, year work, restaurant 
work, nursing, heavy housework, etc. 

2) Exercise: walking, jogging, bicycle riding, calis
thenics, sports, and other similar activities. 

43 Check which best describes how physically active you 
are. (Mark #3 or #4 only if your physical activities 
are done at least 3 times a week and for 15 minutes 
or more.) 

1. no physical activity 
2. practically no physical activity 
3. very little physical activity 
4. a medium amount of physical activity 
5. great deal of physical activity 

44. Describe briefly your physical activities: 

45. When you are in a motor vehicle (car or truck) as a 
passenger or driver, do you wear your seat belt? 

Yes No 

46. Do you drink any alcoholic beverages? 
Yes No 

47. If yes, how much and of what do you drink during a 
week's time? 

48. How many meals do you usually eat per day? 

A) 1 B) 2 C) 3 D) 4 or more 

How many snacks? 
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49. Mark any of the following kinds of diets you are on 
now. 

Weight control No meat 
Low salt No animal products 
Low cholesterol Other (specify) 
Diabetic I am not on any diet 

FOR WOMEN ONLY . . . 

50. Do you examine your breasts yourself at least once a 
month? 

Yes No Other (specify) 

51. Have you had a Pap test within the past 3 years? 

Yes No 

FOR MEN ONLY . . . 

52. Do you examine your genitals yourself at least once a 
month? 

Yes No Other (specify) 

FOR BOTH MEN AND WOMEN . . . 

53. Do you engage in any activity which help reduce the 
stress in your life? 

Yes No 

I yes, what activities do you engage in and how 
often? 

54. During the past year did you visit a dentist for a 
check-up? 

Yes No 

55. When did you most recently have a general medical or 
physical examination by a physician or nurse practi
tioner when you were not sick? 
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56. If you were unable to take care of yourself, who do 
you think would help you? 

57. List the community services you use presently 

58. If you were alone and homebound who would you rely on 
for meals, care, etc? 

59. What agencies in the community do you know about? 

60. Would you contact them if your health status changed? 
Yes No 

If No, why not? 

61. If your health became severely impaired and you could 
no longer care for yourself would you rather: 

1. be taken care of at home with the help of 
community agencies 

2. receive your care in a nursing home 
3. move in with your children and depend on 

them 
4. other (explain) 
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