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ABSTRACT 

A staged causal model was used to examine the nature of the 

family relationships between two groups of frail elderly subjects who 

resided at home and were cared for by a related caregiver. The purpose 

of the study was to determine the effect of (1) the subject's and care­

giver's characteristics; (2) the elderly person's perceptions of the 

relationship; (3) the elderly person's role perception; and (4) the el­

derly person's expectations and perceptions of the caregiver on the 

nature of the caring situation and on the subject's affective tone. One 

group in this study was composed of individuals whose relationships with 

their caregivers were judged to be "Good" (N=44) and the other group was 

composed of individuals whose relationships with their caregivers were 

judged to be "Abusive and/or Neglectful" (N=30) by a referring public 

health nurse. Using elements of intrafamily violence theory and the 

child abuse literature, the variables that were predicted to impact on 

abuse and/or neglect and on negative mood states were identified in a 

theoretical model. 

The sample was selected from individuals who were defined as 

frail elderly by virtue of physical or psychological disabilities. In 

addition, each subject met other criteria including: was over sixty 

years of age, was Anglo-American, was not confused, and was English 

speaking. A blind interview technique was used and each subject was in­

terviewed in his home setting. 
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Data were analyzed in several phases. First, descriptive data 

were analyzed to determine the characteristics of the two groups of 

subjects and to determine the similarities between the two groups. The 

descriptive analysis included consideration of the subjects, their care­

givers, the relationships between the two, and the refusers in the 

study. Second, the reliability and validity of the tools were tested. 

Third, the causal hypotheses were tested using regression analysis test­

ing full and reduced models for both groups. The dependent variables 

included anger, tension, depression, and abuse. An empirical model was 

generated and tested as well. Last, a comparison between the groups 

using difference of the means tests were completed for the major vari­

ables . 

The results of this study demonstrated that there were signif­

icant differences between the two groups in the causal models, the 

amount of explained variance, and three major variables: social sup­

ports, expectations of the caregivers, and perceptions of the caregiv­

ers. A number of descriptive variables were statistically significant 

as well. Among the most important study outcomes were the identifica­

tion of issues involved in the study of abuse and/or neglect among the 

elderly, the identification of issues involved in the study of older 

individuals, the identification of potential areas for future study, 

and the identification of the implications of this type of study for 

nursing and for health care of older people in general. 



CHAPTER 1 

INTRODUCTION 

Currently, nearly twenty million Americans are over sixty-five 

years of age. In the 1976 Annual Report to the President of the Federal 

Council on the Aging, a portion of these elderly Americans, who are not 

institutionalized, was described by the term "frail elderly." Frail 

elderly was defined by that group as 

Those individuals within the overall population of older 
people who by reason of problems associated with health, eco­
nomics, housing, and family/personal supports find it diffi­
cult to cope with the vicissitudes of life in a satisfactory 
manner. Some are functionally impaired and, as a consequence, 
are physically dependent on others for regular assistance in 
the performance of essential activities associated with normal 
maintenance of life (Report to the President of the Federal 
Council on the Aging 1976, pp. 24-25). 

Using the age of seventy-five years as an arbitrary indicator, the Coun­

cil on the Aging projected that eight and one-half million people fit 

that description in 1975. An estimated nine and one-tenth million 

people are in this category in 1980. The Council acknowledged that not 

all people seventy-five years and over are frail elderly and that many 

under this age limit meet this description because of physical limita­

tions. The numbers are, then, rough indicators. One problem of the 

frail elderly is the focus of this study—the problem of the maltreat­

ment of dependent older people by their related caregivers. 

Maltreatment of a frail elderly person can be defined as any act 

that is committed or omitted that jeopardizes the well-being or safety 

1 
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of the individual and that observation of which by a third party would 

lead to negative judgments (Stannard 1973). There are classically two 

forms of maltreatment that effect elderly people, the first is abuse 

and the second neglect. Abuse is legally defined as the willful inflic­

tion of physical injury or mental anguish and the deprivation by the 

caregiver of essential services (Verwoerdt 1976). The neglected elderly 

person is defined by law as one who is unable to provide for himself and 

is not receiving services from his caregiver (Verwoerdt 1976). The prac­

tical separation of abuse and neglect has mostly proven to be ineffective 

since they frequently coexist and since both lead to jeopardy to the 

safety and well being of the victim (New York City Department of Social 

Services, Initial Report of the N.Y.C. Criminal Justice Coordinating 

Council 1970). In addition, in most cases differentiation between the 

two concepts is dependent on the identification of the aggressor's moti­

vation. If the act is willfully committed by the aggressor, it is con­

sidered to be abusive. If the act is not willfully committed but rather 

services are omitted, it is considered to be neglectful. Since the 

motivation of the aggressor is not of concern in this study, both abuse 

and neglect will be considered similarly under the umbrella construct of 

maltreatment. 

The maltreatment of frail elderly people by their related care­

givers is a problem that involves the nature of dependent relationships 

within the family structure as well as the roles and status of elderly 

people within the family structure. Each of these will be explored 

further in this chapter which contains the statement of the problem, 
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significance of the problem, statement of the purpose for this study and 

the theoretical perspective for this study. 

Statement of the Problem 

Key concepts in the definition of frail elderly are functional 

impairments and dependence on others. Since the frail elderly person 

cannot satisfactorily meet his needs without the care of at least one 

other person, it might be assumed that most frail elderly people are in­

stitutionalized in order to receive care. This assumption is simply un­

true. The vast majority of these elderly people remain at home to 

receive the care they need. In the Palmore (1976) study, the total 

chance of a person over 60 years of age ever being institutionalized 

prior to his death was estimated at one in four. In other words, three 

out of every four people over age sixty will probably never be insti­

tutionalized prior to their death. Although the chances of 

institutionalization increase with increasing age, Siegel's (.1976) 

survey showed that seven out of eight people over eighty years of age 

are living in the community. 

Because of personal desire, financial difficulties, and lack of 

resources and/or facilities, then, most frail elderly people live their 

last years and end their lives at home. For the most part, the care­

givers for frail elderly people are family members who are non­

professionals. Shanas (1979a) reports from a national survey that bedfast 

people who are over sixty-five years of age receive their care from the 

following sources: 38% spouse; 14% children in the household; 20% chil­

dren outside of the household; 5% others in the household; 2% paid 
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helpers; 6% relatives outside of the household; 9% non-relatives 

outside the household; 13% self or no one; and less than 1% social ser­

vice agencies. The majority of caregivers are, therefore, untrained, 

unsupported, and reliant on their own common sense to meet the needs 

of the elderly people. Although some social service agencies exist to 

provide intermittent care, training, and support to caregivers, the 

Shanas (1979b) data indicate that these agencies are involved in a 

small minority of households. 

Since so few elderly people are institutionalized, it might be 

assumed that the people who are in institutions require more care than 

those who live in the community. Although there seems to be a slight 

trend in this direction, this is not strictly true. In a national sur­

vey in 1962 (Shanas 1962) , 2% of the elderly in the community were re­

ported as totally bedfast and 6% were reported to be housebound. "That 

8% of the elderly bedfast and housebound at home was about twice the 

proportion of older people in institutions of all kinds whether these 

were institutions for the well or the sick aged" (Shanas 1979b, p. 7). 

In a repeat of that survey in 1975, the results were not markedly dif­

ferent. Three percent of the elderly were reported as bedfast and 10% 

were housebound, again, twice the number of elderly people who were in 

institutions that year (Shanas 1979b). In the Brody, Poulshock and 

Masciocci (1978) study of functional impairments among elderly people 

served by home health agencies, it was reported that 58.1% of the home-

bound had moderate impairments; 7.0% had serious impairments; 25.6% had 

severe impairments; and 9.3% were totally impaired. Therefore, it is 



5 

more accurate to assume that people do receive fairly sophisticated 

care from their caregivers in the home setting regardless of the level 

of care required. The caregivers for these frail elderly people are 

largely family members, who are unsupported by the care delivery sys­

tem, and whose skill, emotional resources, physical resources, and de­

sire to offer care vary. The success of the caregiving situation that 

is so crucial to the well-being of the elderly person is largely left 

to the fates. 

That many frail elderly people are safely and adequately cared 

for by their caregivers is a statement that requires no documentation. 

However, there is evidence that there is another group of elderly people 

who require intensive supports for their physical and emotional well-

being who are not so fortunate. It is probable that some portion of 

these less fortunate elderly people can be defined as neglected or 

abused. Although there is currently little statistical evidence for 

this statement, four other sources of support exist. First, increasing 

evidence in the literature shows that intrafamily violence is a significant 

phenomenon in the American culture. Very few people today are unaware 

of the problem of abuse and neglect of dependent children, for example. 

In 1974, alone, one million reports of child abuse and neglect were 

made. Of these, 650,000 were substantiated. Approximately 4,000 of 

these children died from abuse that year (Child Protection Report 

December 4, 1975). The reported cases of child abuse and neglect are 

often referred to as "the tip of the iceberg." Some authorities state 

that between ten and twenty percent of the children treated in emergency 
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rooms in this country for accidents are actually victims of abuse 

(Holter and Friedman 1968; Gregg and Elmer 1969; Kempe 1971). The 

National Council for Homemaker-Home Health Aide Services Report (197 7) 

states that between one-half million and two million children receive 

either grossly neglectful or marginal care. 

In addition, there is empirical evidence that the privacy 

valued so'highly by American families often masks violent acts between 

related adults within the family setting (Martin 1976; Gelles 1972; Bard 

1971; Steinmetz and Straus 1975; Stark and McEvoy 1970). In 1969, one-

fourth of all murders occurred within the family setting with one-third 

of these between spouses (Truninger 1971). It is estimated that twenty 

to twenty-five percent of all aggravated assaults occur between family 

members (Gelles 1972). Martin (1979) states that of the 47 million mar­

ried couples in the United States, 3.4 million have been involved in an 

arrest for one assaulting the other with a deadly weapon; 4 million 

have been involved in an arrest for one beating the other; and 5 million 

have been involved in an arrest for one assaulting the other with some 

other form of violence. Between married couples, men and women are 

equally likely to murder the other but men abuse women at a much higher 

rate (Martin 1979). Steinmetz states that about 7% of the nation's 

wives are physically abused by their husbands whereas only six-tenths 

of one percent of all husbands are abused by their wives (Langley 1978). 

These statistics only reflect the acts of violence that are reported 

to authorities. There is every reason to believe that only a small 

portion of the actual number of cases of intrafamily violence are 
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ever reported (Gelles 1972). In addition, Martin (1979) states that of 

the cases reported to authorities, only a small proportion are statis­

tically tabulated. The rest are considered as "domestic disturbance" 

cases and these are not treated statistically as separate crimes by 

most police departments. Another reflection of the extent of the intra-

family violence problem is that one out of every five policemen killed 

in the line of duty is involved in a "domestic disturbance" call at 

the time of his death (Martin 1979). Although no direct statistics in­

dicate the degree to which elderly people are involved in these acts of 

intrafamily violence, it can be noted that the problem is significant 

enough that the Department of Health Services of the state of Arizona 

added a category to the nursing reporting forms in 1978 to tabulate the 

number of nursing visits made to households where the primary "diagno­

sis" is abuse and/or neglect of a person 65 years or older. 

A second set of evidence supports the fact that elderly people 

are probable victims of intrafamily violence. Current studies demon­

strate that violence is learned, normative behavior. For example, the 

child abuse literature indicates that child abusers were often abused 

children. The Guttmacher study (1960) demonstrates that among a sample of 

murders, a childhood history of abuse is a frequent finding. It is thought 

that violence against a young child results in his hostile identifica­

tion with his aggressor. Thus, by example, the child learns that violence 

against another person is an appropriate means of handling frustration 

(Guttmacher 1960; Bakan 1971; Goode 1971). Although there is a verbally 

transmitted norm in our society specifying that intrapersonal and 



8 

intrafamilial violence are intolerable, childhood experiences with 

violence and violent role models show the child that violent behavior 

is appropriate to achieve one's own ends (Gold 1958; Owens and Straus 

1973; Singer 1971; Gelles 1972). 

Young boys are exposed to an additional learning experience. 

Violence, abuse, and lack of emotional involvement are intimately linked, 

in our society, to the male sex role and many supports exist in the 

society to reinforce this image. For example, the John Wayne ideal 

strong-man image calls forth the picture of a strong, robust man who is 

emotionally detached, just slightly rough on his women, and certainly 

more concerned about his horse than his family (if he has one). More 

recently, the Clint Eastwood characters are similar and actually more 

violent. Jokes are made about mothers-in-law and wife beating. Jackie 

Gleason never failed to elicit a laugh when he said, "Pow Alice, right 

to the moon." Contemporary comedians Rodney Dangerfield and Don Rickles 

have made their fortune capitalizing on the "humor" involved in intra-

family violence. Little boys learn at an early age, that neither abuse 

nor neglect are undesirable traits for a "real man." In fact, a little 

of both of these makes the ideal man or at least a humorous caricature 

of the "real man" (Martin 1979) . Since abused children can become abu­

sive parents and abusive towards one another, these same children could 

be abusive toward their own role models when their parents are in a 

dependent position. 

The third set of evidence that supports elderly are probably 

victims of intrafamily abuse and neglect comes from a review of the 
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common factors that surround victims and abusive situations. Literature 

concerning child abuse and wife beating reveals patterns that can easily 

be generalized to elderly people. For example, the abused person may be 

seen as difficult, different, or troublesome by the aggressor. Stress 

and frustration are often reported as the precipitating factors for 

violent episodes (Martin 1976; Gelles 1972; Fontana 1973; Elmer 1967). 

Often the abusive episode is seen by the aggressor as appropriate behav­

ior in view of the victim's transgression. In the case of children, 

abuse might be seen as appropriate punishment by the parent for "wetting" 

or "being sloppy." In the case of a beaten wife, it might be seen as 

appropriate punishment for real or imagined infidelity or being unable 

to balance the checkbook. On May 21, 1977, The Arizona Daily Star (Tiede 

1977) published an article entitled "Battered Oldsters" that illustrates 

this point. "When Baltimore authorities told two of her sons that her 

third son was beating her, the two replied that it was her reward for 

being a lousy mother," was one example. Another example was "an 87-year-

old woman in Philadelphia is struck by her ninety-year old husband for 

wetting the bed." George Maddox, Director of Duke University's Center 

for the Study of Aging was quoted in that article as follows: "Older 

parents can be a genuine burden on their children: For instance, when 

they are bedridden for months or even years, it can be a terrible strain 

for even strong families" (Tiede 1977). Similar findings appeared in 

an exploratory study of abuse and neglect of elderly people (Phillips 

1978). For example, one subject reported, "He was a miserable S.O.B. 

[sic] who never treated my mother right" and another stated, "You know, 



there is a lot of jealousy between a father and son." Each of these 

was used as justification for neglecting the aging parent. 

As with other abusive and neglectful situations, abuse and 

neglect of older people is often justified by the victim as well as the 

aggressor. For example, in the Phillips (1978) study, victims said: 

(1) "She had absolutely musical laughter as a child. As she grew up 

she didn't laugh much, maybe I was just a bad mother. So wrapped up in 

my own problems"; (2) "You wouldn't believe what she has to do for me, 

even a nurse couldn't do it" (this statement was made by a quadriplegic 

man who was referring to needing help with toileting); and (3) "She was 

looking worse and worse and had blue circles under her eyes. I decided 

I was too much of a burden for her." 

Interestingly enough, third parties were aware of the abuse or 

neglect of an aging parent and did not view it as wrong. In the Phillips 

study (1978), uninvolved observers stated the following in reference to 

abuse and neglect of older people: (1) "You know if the old people 

don't keep active, there is nothing to talk about with their children"; 

(2) "Some old people need so much that nobody could fill the need"; 

(3) "The reason more people don't visit their loved ones here is be­

cause when they come here, they don't know what to do, what to say"; 

and (4) "You know child abuse is a real crime, they ought to lock those 

people up. But with an old person, well, that's different. They've 

lived their lives and if they wanted to they could speak for themselves. 

It's actually no big deal." Observers of abuse and neglect often used 

the stress levels of the aggressors (for example, "She is an alcoholic 



11 

and has her own problems" and "Her husband has a terrible temper and 

she has to be with her kids") and the personal characteristics of the 

victim (for example, alcoholism, "bad mother," miserable disposition, and 

"uninteresting") as justification for the abuse and neglect of older 

people. Therefore, not only is the abused or neglected person seen as 

difficult, different or troublesome by the aggressor, but older people, 

themselves, and society, at large, justify either abusing or neglecting 

older people because they are difficult, different or troublesome. 

The fourth and final evidence that abuse and neglect of the el­

derly exists is that most community health care providers informally ac­

knowledge its existence. As a public health nurse in the Western 

Pennsylvania area, this investigator was well aware of those families 

in the case load who either neglected or abused dependent family members. 

An informal survey of the social and nursing agencies in Southwestern 

Arizona, by this investigator, revealed that the agency heads not only 

acknowledged the problems but could easily cite examples from their cur­

rent case loads. Without even consulting her records, one agency head 

provided the investigator with ten probable cases. The general feeling 

among the agency heads was that the scope and magnitude of the total 

problem is unknown, but that it is probably a larger problem than it 

would seem on the surface. Like Maddox (Tiede 1977), many of these 

agency people felt that prolonged illness and dependency is one of the in­

fluential factors that precipitates abuse and neglect and that the nature 

of the family relationships prior to illness is exceedingly important. 

However, no one seemed to know for sure what causes one family to respond 
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appropriately to the stress of caring for a sick and dependent elderly 

person and what causes another family to respond with abusive or neglect­

ful behavior. One factor was apparent in the discussions with the 

agency people, the problem of abuse and neglect of the elderly is an 

exceedingly complex matter. It probably involves all of the character­

istics of other abusive neglectful situations plus all the factors that 

should be considered when one discusses the right to self-determination 

and choice of life styles that is afforded adults in our society. 

Significance of the Problem 

Millions of elderly people are seen yearly by care providers in 

the health care system. The majority of these elderly people are 

treated for their presenting problem with little thought given to the 

caregiving situation that might have contributed to the problem. For 

example, in emergency rooms, walk-in clinics, and physician's offices, 

elderly people are seen who are dehydrated, malnourished, bruised and 

emotionally upset. Because the professional care providers have little 

information regarding the caregiving situation and a low index of sus­

picion for maltreatment, typically these physical signs are attributed 

to confusion, frailty or general poor health. Undoubtedly, at least a por­

tion of the elderly people who present themselves in the ambulatory care 

setting with these signs are abused or neglected as is the case with 

children who are seen in these settings with similar signs. Elderly 

people are admitted to hospitals with broken bones after "falls" and 

at least some of these people are probable victims of abuse and/or 
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neglect. Even the community health nurse who is called directly into 

the home setting and has first-hand knowledge of the living environment 

and the caregiving situation may not make the association between unex­

plained illness and injury and abuse and neglect unless the violent acts 

are blatant. Because health care providers often do not recognize "bad" 

situations and do not intervene to build in controls and supports, the 

situations continue to contribute adversely to the health and well-

being of the elderly person. 

In addition, there are few recourses for either health care pro­

viders or possible elderly victims whenever abuse and/or neglect is sus-

ected./ Unlike child abuse, few laws exist to protect elderly people 

from abuse or neglect by their own family. And, as with children, 

abused and neglected elderly people are often the last to be willing 

to speak out against their aggressors. In most states, the testimony 

of an abused and/or neglected person is the only way that the victim 

can be protected. 

Our current health care system is not equipped to provide alter­

nate forms of care and shelter for elderly victims of abuse or neglect. 

In view of the emotional stresses imposed by involuntary relocation of 

elderly people, removal from even an abusive or neglectful home environ­

ment may not be the most desirable alternative for the ultimate well 

being of the elderly person. Removal alienates families and removes 

the fragile or tenuous support the family gives. Alienation highlights 

the negative behavior and decreases the opportunity to reinforce any 

positive aspects of the relationship. As a result, for the elderly 
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victims of abuse or neglect, the most salient alternative at this time 

is amelioration of the problem in the home setting by direct interven­

tion to the caregiving situation. 

Health care providers first need to have adequate information 

to recognize and diagnose the abusive or neglectful caregiving situation. 

The health care providers, then, need to have the knowledge to effec­

tively use teaching and counseling skills to build controls and supports 

into the situation for both the caregiver and the patient. In order to 

do either of these, more information is needed concerning the nature of 

caring situations with elderly people, the nature of family relation­

ships with frail elderly people, and the nature of neglectful and abu­

sive situations in which elderly people are involved. The factors that 

predispose to abuse and neglect as well as those that contribute to the 

"good" caring situation need to be identified. Sources are already 

available concerning abuse, neglect, and aging. By identifying the 

variables from these that are unique to the situations in which elderly 

people find themselves, it should be possible to supply health care pro­

viders with the information that is needed to support "good" caring 

situations as well as to identify and intervene in potentially abusive 

and/or neglectful caregiving situations. 

Statement of the Purpose 

The broad purpose of this study is to investigate those factors 

that predispose to the "good" caring situation and those that predis­

pose to the "abusive and/or neglectful" caring situation. The factors 

under consideration will be: the characteristics of elderly people and 
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their caregivers, the way in which the elderly person perceives the 

relationship between them, the way in which the elderly person perceives 

himself and his own role, and the expectations the elderly person has 

for the role of the caregiver as these relate to the nature of the 

caring situation. Due to the complexity of the problem, this investiga­

tion will be confined to the identification of the perceptions of the 

elderly person regarding his caregivers, his situation, and himself 

within externally defined "good" and "abusive and/or neglectful" situ­

ations. This is not to negate the importance of the caregiver's per­

ceptions but only to limit the study to manageable proportions. The 

broad target population for this study is those people who can be de­

fined as frail elderly by virtue of chronic disease or disability, need 

for supportive and personal care services, and reliance on family mem­

bers or significant others for the bulk of the needed care. 

Theoretical Model 

The model that underlies this study will be presented in two 

parts. First, the Theoretical Perspective will be presented which con­

sists of those sociological theories, with literature support, that 

apply most directly to the research problem. The Theoretical Perspec­

tive will serve as a "skeleton" which demonstrates both the structure 

and process involved in the relationships between elderly people and 

their significant others. The Theoretical Perspective is stated in 

general terms representing the perspectives and perceptions of both 

actors in an interaction. In the second part, the Theoretical Framework, 
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the constructs and concepts chosen by this author for investigation 

will be abstracted from the Theoretical Perspective. Since this inves­

tigation is confined to the perceptions of the elderly person only the 

Theoretical Framework will be stated in terms specific to the elderly 

person's perspective. The perspective of the caregiver is not being 

operationalized, 

Theoretical Perspective 

Social interaction is the vehicle by which people in society 

meet most of their basic and high level needs. Through relationships 

with others, man is able to define himself, choose his roles, arid deter­

mine the plans and actions that will afford him the most rewards for 

the least overall costs. A general principle of social interaction is 

that in an exchange, each person expects that he will receive rewards, 

in the form of positive sentiments and instrumental services, that are 

proportional to his costs, in the form of energy, effort, and instru­

mental services. This is true for the young and old alike. 

For the young, the sources of social interaction are almost 

limitless due to the young person's abilities to be mobile and to use 

personal resources to build and maintain relationships. The situation 

for the elderly is different, Aging is characterized by losses. For 

example, aging is often accompanied by the loss of status, loss of 

economic stability, loss of peer support groups, loss of social net­

works and loss of primary supports such as spouses and siblings, prin­

cipally through death. By virtue of these losses, many avenues of 

social interaction are lost to elderly people. These losses affect the 



person's physical status, his nobility, his state of well-being, and, 

ultimately, his conceptualization of himself and others. A principal 

characteristic of the aging population is the inability to replace these 

losses. As the elderly person becomes frail, his relationships with 

other significant people are characterized by dependence. As a result, 

the quality of the relationships that remain are crucial to the survival 

and well-being of the individual. The Theoretical Perspective for this 

study is based on the concept of social interaction as the vehicle that 

frail elderly people must use to meet their personal needs and is de­

rived from social exchange theory as presented by Chadwick-Jones (1976), 

Dowd (1975), Thibaut and Kelley (1959), Homans (1961), and Blau (1967); 

and symbolic interactionism as presented by McCall and Simmons (1966). 

Social Exchange Theory. Homans (1961) defines social interaction 

as "an exchange of rewards (or punishments) between at least two persons" 

(page 378). In Homans' view, social interaction conforms to an operant 

paradigm in which a discriminating stimulus is immediately followed by a 

behavioral response and that response is followed by a reinforcement 

(positive or negative) that determines the likelihood that the behavior 

will be emitted again under similar circumstances following a similar 

stimulus. For Homans (1961), the stimulus-response situation is social 

in nature whenever the behavior of each human participant alternately 

stimulates and reinforces the behavior of the other human participant. 

Since Homans attempts to explain the process of human interac­

tion, he adds a component to the stimulus-response paradigm that is 

uniquely human. This component is the cognitive-affective component. 
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The cognitive-affective component allows for individual decision making 

and permits the human to decide between one or two courses of action. 

Thus, following a stimulus, an individual is capable of deciding the 

behavior he will emit so as to assure his greatest reward. These de­

cisions are largely based on expectations that are determined by the 

individual's past and present experiences, his formal education, his 

observations, and his reading. The expectations may be as a result of 

cognition or purely unconscious (Homans 1961). When all things are 

equal in a relationship, a person's decisions are based on the Law of 

Distributive Justice (Homans 1961) "which refers to a person's expecta­

tions of the rewards due to him and costs which he may incur—the pro­

portion of his rewards to his costs; that these should be seen to be 

distributed in a fair ratio to each other" (Chadwick-Jones 1976, p. 161). 

Should this law be violated, the result is anger and/or resentment 

(Homans 1961). 

Over time, the "just distribution of rewards" becomes a value, 

by itself (Chadwick-Jones 1976), which is exchanged. When justice is 

exchanged as a value, the interaction conforms to the Norm of Reciprocity 

(Chadwick-Jones 1976) which implies that each person in the relationship 

has rights and duties toward the other person and the pattern of ex­

changing goods and services between the two people is mutually satis­

fying (Gouldner 1960). Although many authors indicate that the goods 

and/or services exchanged may not be of equivalent value, in the long 

run, the mutual exchange of gratifications should be roughly equivalent 

(Malinowski 1926; Gouldner 1960). A key variable in determining the 
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equivalence of the behaviors exchanged is the value that the particular 

people involved in the relationship place on them rather than the value 

assigned by an outside observer. Malinowsky (1926) writes that people 

who do not act in this particular manner are subject to penalties. The 

Norm of Reciprocity is the basis for the mutual obligations that are ob­

served between family members (AdamS 1967; Gouldner 1960). 

In some relationships, "all other things" are not equal. People 

have differential access to resources including status, money, esteem 

and prestige as well as different capabilities to provide instrumental 

services. As a result there can be an imbalance in the social exchange 

that can be termed "power" (Dowd 1975). "From this perspective, power 

is synonymous with the dependence of Actor A and Actor B. It is based 

in the inability of one of the partners in the social exchange to reci­

procate a rewarding behavior" (Dowd 1975, p. 587). The person, then, 

who is less dependent and is perceived as contributing the most to the 

relationship has the power advantage and the person who is most depen­

dent and contributes least to the relationship has no choice but to 

comply (Dowd 1975). When the dependent person has no choice about con­

tinuing the relationship as in situations such as prisons, the armed 

forces, or industrial situations, the other has what is called "fate 

control." This is the situation "where one person has power over an­

other, and is in a position to allocate rewards to himself, irrespective 

of the choice of action by the other" (Chadwick-Jones 1976, p. 35). 

Fate control is converted to behavior control whenever the controlling 

person uses his power advantage to manipulate the behavior of the 
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dependent person (Chadwick-Jones 1976). When the dependent person has 

no choice about his interaction with the other, the person with the 

power advantage develops a monopoly on rewards and the potential to 

shape the behavior of the other person (Homans 1961). 

According to Dowd (1975), the aging condition predisposes the 

elderly person to just such a situation. As a person ages, he has less 

access to power resources and progressively less ability to perform in­

strumental services. In fact, with his own increasing physical infir­

mities, he begins to require more and more in the form of instrumental 

services himself. In addition, with the losses associated with aging, 

his potential to supplement his social ties and extend his power base 

is reduced. Dowd (1975) suggests that as the imbalance in power in­

creases, the older person begins to display more and more compliant 

behavior in an effort to not alienate the few people remaining who pro­

vide him with rewards and services. The older person who is dependent 

on his family members for his supports and rewards becomes truly im­

prisoned into the social exchange whether the situation is a "good" one 

or a "bad" one. 

Symbolic Interactionism. While the social exchange theorist's 

approach to social interaction specifies the structure and process of 

social exchange, the symbolic interactionist's approach more clearly 

specifies the process of social interaction. According to McCall and 

Simmons (1966) and Heiss (1968), social interaction is characterized by 

a process that occurs over time with an identifiable sequence of events, 



which requires constant negotiation and renegotiation. The phases of 

interaction as identified by McCall and Simmons (1966) are as follows. 

Phase I—Defining the Situation: During the first moments of 

contact, both Ego Cthe person or subject) and Alter (the other person) 

judge each other in terms of the other's significance, motives, and im­

plications for their individual plans of action. "Literally, we do not 

know what to do with respect to another person until we have established 

his meaning for us and our meaning for him" (McCall and Simmons 1966, 

p. 126). Through this initially unilateral defining of the situation, 

and later negotiated redefining of the situation, the people involved 

begin to establish a "working consensus" or the background against 

which their plans, actions, and role selections are determined. "Con­

sensus" used in this sense does not mean agreement but rather lack of 

disagreement. Through the rest of the interaction process, this con­

sensus is renegotiated repeatedly. 

The definition one gives to a situation is based on many factors, 

some of which have little to do with the situation at hand, such as 

one's cultural beliefs, past experiences, and currently salient roles. 

These determine the person's expectancy set or "what he is set for per­

ceiving in a situation and in other people" (McCall and Simmons 1966, 

p. 112). As a result of the expectancy set, actions are planned in 

terms of images of the self and others and not in terms of any "true" 

reality. Characteristics, motives and goals are imputed to the other 

person based on perceptual images and actions are formulated based on 

the imputed features of the other person (McCall and Simmons 1966). 
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This definition based on images and fantasies is particularly important 

when a series of interactions occur between the two individuals over 

time such as occurs within an intimate family relationship. 

Phase II—Cognitive Process: Based on the definition of the 

situation, an unconscious cognitive process occurs within each inter-

actor that involves the assigning of role identities. In this process, 

each improvises a role for self and imputes a role to the other. A 

role identity is the role that an individual devises for himself as the 

occupant of a particular social position and as a result of his defini­

tion of the situation. Each person can assume any number of roles and 

stores the essence of these roles within his behavioral repertoire. 

During Phase II, each interactor calls forth his role identity from 

this "store" and assigns a role to the other from his "store" by lit­

erally putting himself in the place of the other. In part, the role 

that is imputed to the other person is based on what Ego would expect 

of himself under the same circumstances as well as his idealized view 

of Alter. Interaction occurs and progresses as long as the roles each 

interactor devises are not grossly in conflict either cognitively or 

behaviorally. It should be remembered, however, that the potential for 

conflict is great when one of the interactors is an elderly person whose 

role potentials are limited and changing and the other is a family mem­

ber whose idealized role, in the elderly person's view, has been firmly 

established over time. Since the elderly person is literally imprisoned 

in the exchange, such conflicting relationships will continue in spite 

of the desire by the interactors to terminate. 
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Phase III—Expressive Process: During Phase III, each 

interactor expresses himself in a way that is consistent with his role 

as improvised and with the other's role as imputed. During an interac­

tion, each interactor attempts to maximize rewards, minimize costs, and 

accrue profits (usually in the form of good feelings). During the Ex­

pressive Process, each interactor has a moral and social obligation to 

support the roles being portrayed by the other so long as the other has 

neither misrepresented himself or his role. This role support, itself, 

is rewarding and will tend to support the continuation of the relation­

ship so long as it is provided. In addition, if each participant deems 

the exchange rewarding, he will attempt to alter his roles and behaviors 

in such a way to enhance role synchrony. 

Role synchrony occurs whenever the behavioral sets of the two 

people are reciprocal and compatible (.Thibaut and Kelley 1966) or at 

the very least, not conflicting (McCall and Simmons 1966). Roles are 

synchronized when each person in the exchange has a similar definition 

of the situation and has improvised and imputed role identities that 

are meshed. For example, if the caregiver perceives that the elderly 

person is unable to get out of bed alone and expects that he will not 

try without help and the patient perceives that he cannot get out of 

bed alone and expects he will receive the caregiver's help, the roles 

are synchronized and valid. Role synchronies can be invalid and still 

be meshed (Thomas 1970). If, for example, the patient is able to get 

out of bed but both the caregiver and the patient act as if he cannot, 

the roles are synchronized but invalid. 
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Role asynchrony occurs when there is a mismatching in the 

definitions of the situation or in the role identities that are assigned 

by each. The source of role asynchrony can arise from either the alter 

or the ego. If the people in an interaction have a choice about the 

continuation of the relationship, role asynchrony will result in ter­

mination of the interaction and eventually the relationship. However, 

when there is no alternative but to continue the relationship, as is 

the case with the patient-caregiver interaction, role asynchrony has 

negative results. In this case, role asynchrony can be viewed as a 

violation of the Law of Distributive Justice, the result of which is 

anger and frustration. In addition, role asynchrony results in a nega­

tive reinforcement cycle in which interaction is punishing, avoidance 

of interaction is rewarding, and acting out angry and frustrated feel­

ings during interaction is rewarding. When neither participant in the 

interaction has many alternatives about maintaining the relationship, 

asynchronous relationships can be maintained for indefinite periods of 

time. 

Phase IV—Evaluation Process: In the McCall and Simmons 

Social Interaction Model (1966), four phases are as identified. The 

last of these is the evaluation process. During the evaluation pro­

cess, each interactor judges the role enactments of both himself and the 

other person for adequacy and legitimacy. The evaluation process forms 

the basis for consensus negotiation as each actor alters his behavior 

and allocates or withholds rewards in response to his independent evalu­

ations of the situation. Evaluation is an integral part of the 
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interaction process implying certain feedback loops within the model 

which cause behaviors and expectations to change. The evaluation pro­

cess will not be explicitly operationalized in this study because of 

time and sample limitations. 

Summary. Social Exchange Theory describes the structure and 

process of the interaction between an elderly person and his family 

member and Symbolic Interactionism more clearly specifies the process 

by which social interaction occurs. These two views are completely 

compatible. Each emphasizes the cognitive and expressive elements of 

interaction; adheres to an operant model to explain the continuation of 

relationships; and each emphasizes the interactors' attempts to maximize 

rewards, minimize costs, and accrue profits. In addition, each has a 

provision for explaining the nature of relationships that are maintained 

in spite of the lack of rewards. There are, therefore, many advantages 

to combining these two views in order to clearly describe both the struc­

ture and process of interaction. 

Defining social interaction in terms of operations and phases, 

however, could leave the impression that conscious, stop-action analysis 

is possible by both the participants and outsiders. This is not com­

pletely true. Social interaction is largely a flowing, unconscious 

process that is continuous. During the interaction process, the inter­

actors move back and forth in the phases in an attempt to define and 

redefine themselves, their roles and the situation. Much of the inter­

action process occurs internally to the actors and information about 



these internal operations are only indirectly accessible to the actors 

or an outside observer. Defining social interaction, however, in terms 

of operations and phases does give the opportunity to view samples of 

behavior between two interactors and to analyze the whole using a sam­

pling technique. In addition, the longstanding and intimate nature of 

the family relationships under consideration leads to the relationship 

itself assuming a nature and quality that is largely independent of the 

situation, the interactors, or the particular interaction. By using 

the general principles presented by both theoretical perspectives, the 

independent quality of the relationship, itself, can be studied as it 

has evolved over time. 

Theoretical Framework 

This Theoretical Framework consists of the constructs and con­

cepts chosen for investigation, the definitions of these constructs 

and concepts, and the specification of their interrelationships. The 

background for the framework is derived from the Theoretical Perspective 

just presented. The variables in the model are staged according to the 

phases described by McCall and Simmons (1966). The substantive material 

that comprises the constructs and concepts of the framework has been 

derived from the literature on gerontology and intrafamily violence as 

well as previous research conducted by this author. This literature 

support which substantiates the postulates, axioms, and propositions, 

as defined by Gibbs (1972), is included in the framework thereby elim­

inating the need for a formal literature review. 
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Figure 1 is a model denoting both the construct and concept 

levels of the Theoretical Framework. The constructs are indicated by 

capital letters and the concepts appear directly below. The lines 

linking the constructs and concepts represent postulates. The arrows 

in the model represent the relationships between concepts or proposi­

tions. These propositional relationships are described and supported 

in the text below. Following the Gibbs (1972) format, the constructs 

are assumed to be only partially defined and the concepts are assumed 

to be totally defined for the purpose of this particular study. 

Phase I—Defining the Situation. Three constructs identi­

fied that influence how an elderly person defines his situation in 

relation to his interactions with his significant others are: 

(A) Perception of Current Physical Status, (B) Perceived Social Sup­

ports, and (C) Social Patterning Characteristics. These are assumed 

to be the only exogenous variables in the framework meaning that only 

these three can be assumed to be independent of all other variables in 

the model (Blalock 1964). The three constructs identified in Phase I, 

their related concepts and definitions, and the propositional statements 

related to each are discussed below. 

A. Perception of Current Physical Status is the subject's per­

ception of his own state of health and ability to care for himself. 

The concept that indexes this construct is Self-Assessment of Activities 

of Daily Living or the subject's perception of his ability to perform 

the following: toileting, feeding, dressing, grooming, ambulating, 
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bathing, using the telephone, shopping, preparing food, housekeeping, 

doing laundry, managing medications, handling finances, and independent­

ly transporting himself from place to place (Lawton and Brody 1969). 

Self-Assessment of Activities of Daily Living impacts on Roles Devised 

for Self through the process of role-making. 

According to Hardy (1978) , "role-making emphasizes the positive 

process of creating and modifying one's own role" (pp. 96-97). Each 

person is in a continual process of determining which of many possible 

salient roles he will enact (McCall and Simmons 1966) and which behav­

iors will most accurately represent his role presentation (Turner 1956) 

based on his perception of the situation, himself, and the other person. 

This process constitutes role-making. Even though a certain amount of 

individual variation exists in role enactment, many of the roles an in­

dividual enacts carry role prescriptions and sets of norms that make 

the behavior choices about enactment fairly straightforward (Hurley 

1978; Conway 1978). Clear role prescriptions and sets of norms, how­

ever, are lacking for two groups of individuals in our society; the 

physically disabled (Thomas 1966) and the elderly (Shanas 1962; Bur­

gess 1960; Johnson 1979). As a result, each of these groups must rely 

heavily on their own definition of the situation rather than on clear 

role prescriptions for determining their behaviors. A part of role-

making for every individual is a self-assessment of physical, function­

al, and emotional competencies. In view of their "roleless" state, 

this self-assessment is particularly critical for both the elderly and 

the physically disabled (Thomas 1966; Wright 1960) who must use their 



30 

evaluations of their own limitations in the formulation of their 

role-identities. There is, therefore, a direct positive link between 

the way in which an elderly person evaluates his physical and functional 

competencies and the way in which he chooses and enacts his role presen­

tations: the more positively he evaluates his competencies, the more 

positive his perceptions of his roles. 

This relationship is indirectly supported by the research which 

demonstrates positive relationships among self-assessed functional 

status, self-assessed health status, life satisfaction, and morale 

among elderly people. Spreitzer and Snyder (1974), for example, demon­

strated with their national probability sample of 1546 subjects over 

the age of 65 which was derived from data collected by the National 

Opinion Research Center at The University of Chicago that self-assessed 

health status and life satisfaction were correlated at the .25 level. 

Edwards and Klemmack (1973) demonstrated that this positive relation­

ship held even when socioeconomic status including education, income, 

and occupational status were controlled. Chang (1978) showed that the 

degree to which elderly people perceive themselves to be in control of 

their own activities of daily living is related to morale, life satis­

faction, and situational satisfaction within the institutional setting. 

This finding is similar to the hypothesis that was generated in the 

Phillips (1976) inductive study which stated that the way in which an 

elderly individual perceives his situational options is related to his 

perception of his physical, functional, and emotional competencies. 
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In addition, it can be anticipated that Self-Assessment of 

Activities of Daily Living is related to the presence or absence of 

abuse and/or neglect. Johnson and Bursk (1977) demonstrated that the 

more physically active the parent in an adult-child/parent relationship, 

the better the reported relationship between them. Conversely, the 

more seriously impaired the health of the elderly person, the more 

strained the family relationship. Maddox (Tiede 1977) suggests that 

physical and functional limitations and poor health of the elderly per­

son are important "causes" of abuse and neglect of elderly people by 

their related caregivers. The health and functional competencies of the 

elderly person is an important variable identified in the Johnson (.1979) 

Theoretical Model of Abuse and Neglect of elderly people. 

B. Perceived Social Supports is the degree to which the subject 

perceives himself to be incorporated into the existing social network 

(Gelles 1972) or the degree to which the elderly person perceives that 

he has social supports other than his caregiver. According to Homans 

(1961), the fewer the alternate sources of social support and the less 

incorporated the patient is into the social network, the more complete 

the monopoly the caregiver has on the sources of rewards for the pa­

tient; the more complete the monopoly, the more powerful the negative 

operant model. In addition, Gelles (1972) established the relationship 

between the Perceived Social Supports of an individual and the likeli­

hood of abuse and neglect in the situation. This is true for three 

reasons. First, the more people the potentially abused or neglected 

person has to call on in times of trouble and the more individuals he 
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communicates with on a regular basis, the more protection he has from 

abuse and neglect. Second, the presence of non-family bystanders in 

the home environment provides the potentially abused or neglected fam­

ily member a means of escape and decreases the total amount of violence 

in the home. The simple presence of a representative of society-at-

large in the home environment, upon'whom the potential victim can regu­

larly depend positively affects the behavioral expressions between the 

caregiver and the patient. Third, the fewer the sources of social 

support and the less incorporated the patient is into the social net­

work the higher the stress level for the patient, the caregiver, and 

the family system as the work of caring for the client is distributed 

among fewer people; the higher the stress level, the more likely abuse 

and neglect are to occur. 

The concept that represents Perceived Social Supports is Self-

Assessed Social Network which is the number of people (including family 

members, other interested individuals, and outside social agencies) 

besides the caregiver, that the subject has contact with on a regular 

basis or who provide services to the patient on a regular basis and the 

relative importance of these social supports to the subject. 

Self-Assessed Social Network impacts directly on the Roles 

Devised for Self, Expectations versus Perceptions for Alter, and Nega­

tive Mood States. The first of these relationships, that between 

Self-Assessed Social Network and Roles Devised for Self is positive. 

According to Sarbin (1966), "the more roles in a person's behavior 

repertory, the 'better' his social adjustment—other things being equal" 



(Sarbin 1966, p. 195). The number of roles that any one person enacts 

is directly proportional to the numbers of interactors in his life 

situation. Whenever limited numbers of people comprise a social net­

work for an individual, the number of role options is proportionally 

limited and the more limited the role options, the more negatively the 

individual evaluates his performance in any given role because of the 

effect that limited role options have on self-concept (Sarbin 1966). 

The second of these relationships, that between Self-Assessed 

Social Network and Expectations versus Perceptions for Alter is nega­

tive. As will be discussed in depth under Expectations versus Percep­

tions for Alter, the subject perceives congruency between his 

expectations for the caregiver's behavior and his perceptions of the 

caregiver's behavior whenever there is little difference between what he 

perceives and what he expects. The more individuals who comprise the 

social network of the subject, the fewer the expectations the subject 

has for the caregiver. With larger social networks, his expectations 

can be fairly well distributed among many individuals. As a result, 

the larger the Self-Assessed Social Network, the less the difference 

between what he expects of the caregiver and what he perceives the 

caregiver actually doing. 

The third relationship, that between Self-Assessed Social Net­

work and Negative Mood States, is negative. Negative Mood States can 

be considered to be at least partially dependent on two variables. 

First, Negative Mood States is affected by the individual's self-

concept which has been demonstrated to be related to the size of the 
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social network (Sarbin 1966). Therefore, the larger the social network, 

the less negative the mood states. Second, Negative Mood States is 

affected by the amount of stress, conflict, and potential for abuse 

and/or neglect in the situation (Gelles 1972). Therefore, the larger 

the social network the less stress, conflict, and potential for abuse 

and consequently the less negative the mood states of the subject. 

C. Social Patterning Characteristics are those features of in­

dividuals, their relationship structures, and the environment which 

potentially mediate the interaction patterns (Atwood 1979). Although 

many concepts index this construct, only one will be operationalized in 

this study: Family Structure. 

Family Structure is the way in which the family is organized as 

determined by a composite of variables that indicate the nature of the 

relationship between the caregiver and the patient, the personal charac­

teristics of each, and the type of living arrangements, as reported by 

the subject. Examples of these variables include: age of the patient, 

sex of the patient, age of the caregiver, sex of the caregiver, and the 

number of people who share responsibility for the care of the subject. 

The precise impact of each of these variables has only been 

partially addressed in the literature. Martin (1979), for example, 

supports a relationship among the sex of the patient, the sex of the 

caregiver, and the likelihood of abuse and/or neglect. Martin feels 

that men are more likely to be abusers in intrafamily situations and 

women are more likely to be victims. Langley (1978) supports this same 

relationship with some exceptions which include: husbands are more 



likely to be victims when the man is physically small and the woman is 

physically large; husbands may be victims when the wife is younger than 

the husband; and men are more likely to be victims when they are handi­

capped or very sick. A controversy, however, has surrounded this rela­

tionship with multiple media presentations of statistics that indicate 

that men and women are equally as likely to be victimized by their 

spouse (Gelles 1979). The Straus, Gelles and Steinmetz study (1980) 

showed that in terms of actual frequency of violent acts, men are 

slightly more likely to be victims and slightly more likely to report 

(to a researcher) that they have been battered. However, the almost 

equal frequency discovered presents a deceptive picture for two reasons. 

First, although men and women can be shown to be equally violent based 

on the number of violent acts they perform, men cause more damage to 

women during violent acts. Second, women's violent acts are frequently 

the result of "protective reaction violence." That is to say, since 

women are legally and physically more vulnerable than men, they tend 

to act self-defensively to threats of violence, initiating violent 

attacks in response to a verbal threat more frequently than men (Gelles 

1979). All of these studies have involved subjects who were married 

couples and how these relationships apply to situations between elderly 

people and their caregivers is not known. 

In addition, Family Structure impacts directly on the Roles 

Devised for Self, Expectations versus Perceptions for Alter, and Nega­

tive Mood States in ways that will be more clearly apparent in the dis­

cussion of the operational indicators of Family Structure. 
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Phase II—Cognitive Process. From the perspective of the 

subject, two constructs comprise the Cognitive Process of interaction: 

Role Improvisation and Role Congruency Imputed to Alter. 

A. Role Improvisation is the role that an individual devises 

for himself as the occupant of a particular social position and as a 

result of his definition of the situation (McCall and Simmons 1966). 

The term "role" in this definition refers to a set of shared expecta­

tions that are held for an incumbent of a particular social position. 

"The set of shared expectations evolve from the incumbent's socializa­

tion experiences and the values internalized while preparing for the 

positions as well as the incumbent's adapting to the expectations 

socially defined for the position itself" (Jiinshaw 1978, p. 275). A 

role "refers to behavior rather than position, so that one may enact a 

role but cannot occupy a role" (Turner 1956, p. 317). According to 

Hinshaw (1978), an individual can be an incumbent of socialized life 

roles such as father, mother, man, and white, as well as an incumbent 

of structurally prescribed roles such as patient, helper, or non­

professional family caregiver. The concept that indexes Role Improvisa­

tion is Roles Devised for Self (McCall and Simmons 1966) which are the 

roles that the individual assumes based on his perceptions of his health 

status, his social network, and his family structure. 

The role that is improvised in a given situation is dependent 

on those roles which are perceived by the actor as salient. A role is 

said to be salient when it is prominent in the role repertory, when 

playing the role fulfills a need, when intrinsic and extrinsic 
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gratifications are associated with the role, and when the actor 

perceives that the particular situation will support the role perfor-

ance and the performance will be profitable (McCall and Simmons 1966). 

For example, an elderly person will perform a parental role toward all 

those around hi.n if he is familiar with the parental role (it is prom­

inent in his repertory), if playing the parental role fulfills one of 

his needs, if he will be rewarded intrinsically and/or extrinsically by 

playing the parental role, and if the parental role will be supported 

by those around him. To a certain extent, one can predict which roles 

are salient for an elderly person by certain age related expectations. 

For example, an elderly man is not usually expected to play the roles 

of "new father," "new husband," "active worker," or "active decision 

maker." However, he may be expected to be an incumbent for the roles 

of "grandfather," "volunteer," "patient," "widower," and "retiree." 

Negative external sanctions and discomforts often surround the assump­

tion of a role outside of the particular age-grade. 

According to McCall and Simmons (1966), roles are organized 

along two dimensions. As identified in the previous paragraphs, the 

first dimension is the type or name of the role that is enacted and 

whether the role is a socialized life role or a structurally prescribed 

role. The second dimension of role organization involves feelings or 

statements concerning the specific ways in which any given role is en­

acted. McCall and Simmons (1966) suggest that analysis of this second 

dimension follows six areas which have been grouped by this researcher 

into three categories: (1) the amount of self-support and social 



support available for the role enactment or whether the enactment is 

good or bad (evaluative statement); (2) the amount of intrinsic and ex­

trinsic gratifications for the role enactment or whether the enactment 

is active or passive (activity statement); and (3) the amount of commit­

ment and investment given to the role enactment or whether the enact­

ment is effective or ineffective; strong or weak (potency statement). 

Analysis of any role improvisation should include consideration of all 

of these dimensions or the role organization (McCall and Simmons 1966). 

Roles Devised for Self may be related to whether or not abuse 

and/or neglect will occur for two reasons. First, when the history of 

a relationship is longstanding, as it is whenever a family member is 

caring for an elderly relative, roles may be carried over from past 

interactions that are no longer salient within the dyad. For example, 

based on past history, the elderly father may continue to see the 

"boss" role as salient in relation to his son long after his son needs 

or wants the continuation of this role. Or the elderly man may see 

one of his salient roles as "active decision maker" when his son sees 

his father's most salient role as "child." As a result, there is a 

conflict in the definition of the father's role that affects the be­

havioral expressions displayed by both. This conflict is a type of 

role asynchrony and may have a significant effect on the presence of 

abuse and/or neglect. Second, the way in which an elderly person 

enacts his roles may have an effect on abuse and/or neglect. For ex­

ample, an elderly person may view his role enactments as active and/or 

potent and this may be viewed as negative or inappropriate by the other 
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party thus precipitating conflict that would not otherwise occur. 

This type of conflict may be directly related to the phenomenon that 

some researchers have identified as the "active victim role" (Gelles 

1972) or the "go for the jugular phenomenon" (Goode 1971). Basically, 

these two authors feel that active victims precipitate conflict simply 

because they do not assume the more passive positions that would avert 

the violent or neglectful act. Because the intimacy of the family 

situation leads each party to become an expert on the vulnerabilities 

of the other, the active victim is able to perpetuate or initiate cer­

tain acts by the use of certain, well-chosen words. This is not to say 

that all episodes of abuse and/or neglect are provoked overtly nor does 

the precipitating event necessarily warrant the violence displayed. 

However, it may be possible to extrapolate this previous research find­

ing to this study and predict that in some abusive and/or neglectful 

situations, the subjects will evaluate their roles as quite active and 

quite potent rather than passive and weak thereby assuming the role of 

active victim. 

Roles Devised for Self impact directly on Negative Mood States. 

It is predicted that this relationship is negative. The more positive­

ly the subject views his salient roles, the less negative will be his 

mood state. This should be true whether or not the subject is an active 

victim. When an individual views himself and his roles in a positive 

way, he should be more able to justify his own behavior in the situ­

ation thus having less negative mood states than if this were not true. 
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B. Role Congruency Imputed to Alter is the degree to which the 

role ascribed to the caregiver by the subject based on the character­

istics, goals, and motives that constitute the subject's conceptualiza­

tion of the caregiver is consistent with the behaviors that the subject 

perceives as the caregiver's role enactment (McCall and Simmons 1966). 

The basic role under consideration in this study is the caregiving 

component of the caregiver's ascribed role, e.g., the caregiving com­

ponent of the role of the son, daughter, spouse, etc. 

The concept that references Role Congruency Imputed to Alter is 

Expectations versus Perceptions for Alter. Expectations are those be­

haviors and attitudes that the subject feels are reasonable to expect 

of any caregiver in that ascribed role. These expectations fall into 

eight categories: Frequency of Contact, Behaviors during Contact, Be­

haviors in Relation to Family Traditions, Dependability, Services Pro­

vided, Trustworthiness, Acceptance of the Subject, Protection, and 

Acceptance of the Subject's Gifts and Services (Phillips 1978). These 

eight categories were derived from an inductive study of elderly people 

who were either victims of abuse and/or neglect or were experts on the 

subject by virtue of having observed the phenomenon of abuse and/or 

neglect among their peers or clients. The categories evolved using the 

Grounded Theory Approach to category generation (Glaser and Straus 

1967). Perceptions are the subject's opinions of how well the caregiver 

actually performs the expected behaviors. The degree to which expec­

tations and perceptions are similar or different is an appropriate 

measure of this concept (McCall and Simmons 1966). 
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Expectations versus Perceptions for Alter is related to Negative 

Mood States in a direct positive relationship. The less difference 

there is between what the subject expects of the caregiver and what he 

perceives of the caregiver, the less the negative mood states. When the 

subject perceives that the other's role is congruent and compatible, the 

more role synchrony is present and the less the overall conflict (Thomas 

1966). As a result, the subject has good feelings about his relation­

ship and his situation in general. 

How Expectations versus Perceptions for Alter is related to the 

incidence of abuse and/or neglect is not predictable. Although it would 

seem that abuse and/or neglect are less likely whenever the difference 

between these two measurements is small, the relationship is probably 

not that simple. From this researcher's experience and past studies 

(Phillips 1978), it is apparent that when abuse and/or neglect is pres­

ent, there is a tendency on the part of the victim to justify the be­

havior of the aggressor. Therefore, based on whether or not the victim 

perceives he deserves the treatment he is receiving, his expectations 

of the caregiver and perceptions of the caregiver's behavior may he 

quite close and abuse and/or neglect may still be present. 

Phase III—Expressive Process. The construct identified in the 

expressive process of this study is Affective Tone. This construct is 

defined as the dominant or generalized emotions that characterize the 

subject's presentation of self (Topalis and Aguilera 1978). The con­

cept that indexes this construct is Negative Mood States or those 
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subjective feelings of the subject that characterize his emotional 

reactions to his situation (McNair, Lorr and Droppleman 1971). Abusive 

and neglectful situations are characterized by hostility, anger, frus­

tration, and conflict—all negative mood states (Gelles 1972; Stein-

metz and Straus 1975; Martin 1976; and Johnson 1979). These negative 

emotions are shared by both the victim and the aggressor. In child 

abuse situations, for example, it has been noted that "conscious and 

unconscious mechanisms provoke him (.the child) to poor feeding, exces­

sive crying, overaggression, lying, stealing, and demanding more atten­

tion" (Child Abuse Team 1976, p. 13). Interestingly enough, even in 

child abuse situations, these negative emotions of-the subject are 

frequently directed outward to the situation and not toward the aggres­

sor. Most abused or neglected people protect their aggressor, claiming 

a great deal of love and devotion toward him rather than admitting the 

extent of their underlying negative feelings toward him (.Children's 

Bureau 1976; Martin 1976; Tiede 1977). Because people who are abused 

or neglected tend to be dependent on their aggressors in some way, pro­

tecting the aggressors is done in an attempt to reduce feelings of in­

security and rejection and to reinforce and preserve the dependent bond 

between them. It can therefore be predicted that diffuse negative mood 

states characterize victims rather than negative mood states that are 

directed toward the object. Negative Mood States, as the dependent 

variable in this study is impacted by Self-Assessed Social Networks, 

Family Structure, Roles Devised for Self and Expectations versus Per­

ceptions for Alter. 
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Summary. The identified constructs and their definitions, 

concepts and their definitions and the propositional relationships con­

stitute the Theoretical Framework for this study. Since the framework 

is concerned with the broader nature of the interactions and not single 

encounters, feedback loops that could be identified in this model will 

not be studied. The concepts will be operationalized in Chapter 2. 



CHAPTER 2 

OPERATIONAL CONSIDERATIONS 

The operationalization of a theoretical framework involves the 

delineation of the measures and measurement techniques to be used in 

the study, specification of the expected research outcomes, and consid­

eration of the unique measurement problems inherent in the study. This 

chapter will include the operational framework to be used with its lit­

erature support, the hypotheses, the study limitations, assumptions, 

and definitions of other terms not found in the framework. 

Operational Framework 

A model of the operational framework appears in Figure 2. The 

concepts being studied are phrases with initial capital letters and the 

referentials, or the operational formulas for the concepts, are iden­

tifiable as capitalized acronyms (Gibbs 1972). Each referential rep­

resents one operational measure of a concept in this study. 

Transformational statements, as defined by Gibbs (1972), are indicated 

by the lines between the concepts and referentials and arrows indicate 

the theorems or relationships between the referentials. Consistent 

with the McCall and Simmons (1966) model, the variables are staged ac­

cording to the previously identified phases with all independent vari­

ables appearing in Phases I and II, and the dependent variables 

appearing in Phases II and III. 
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Phase I: Defining Situation Phase II; Cognitive Phase III: Expressive 

Self-Assessment of Activities 
of Daily Living 

Self-Assessed Social Network 
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Role Devised for Self SAADL 

RDFS 
RDFSE 
RDFSA 
RDFSP 

Expectations vs. 
Perceptions for 

Alter CSIA 

Negative Mood States 

D(EOA-POA) 

Figure 2. Concept-Operational Levels of Good Relationships versus Abusive/Neglectful Relationships 
(Theoretical Model) cn 
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Phase I—Defining the Situation 

Three concepts with their referentials indexed how an elderly 

person defined his situation in relation to his interactions with his 

caregiver. 

A. Self-Assessment of Activities of Daily Living was measured 

by one referential: SAADL. SAADL was operationally defined as the sum-

mated scores of the Physical Self-Maintenance (PSMT) and Instrumental 

Activities of Daily Living Tools (IADLT) (Lawton and Brody 1969) by 

subject self-report (Appendix A). The PSMT was a six item tool in the 

Guttman format that measured the subject's ability to perform toilet­

ing, feeding, dressing, grooming, ambulation, and bathing. The recom­

mended scoring on the PSMT was as follows: a score of 1 was given to 

each item that has been judged to indicate independent functioning such 

as "Cares for self at toilet completely; no incontinence"; a score of 

0 was given to all other lower levels of function. The total score 

possible on the tool was 6 which indicated the highest level of func­

tioning. The IADL was designed to measure a person's ability to use 

the telephone, shop, prepare food, keep house, do laundry, self-

administer medications, manage finances, and use public and private 

transportation. The IADL was also in the Guttman format, the scoring 

rationale was the same as the PSMT, and the total score possible was 

8. The two scales measured different levels of functioning with the 

PSMT measuring the lowest level of function which is called "life main­

tenance" and the IADL measuring more complex behaviors that surround 

independent life outside of the institutional setting. Both of these 



tools, summated, give a fairly accurate picture of a person's ability 

to maintain himself independently in the community (Lawton and Brody 

1969). 

The items for the PSMT were derived from the Langley-Porter 

Scale of Functional Competence (Lowenthal 1964). In developing the 

PSMT, Lawton and Brody (1969) placed the Langley-Porter items in the 

Guttman format and expanded the content for use with residents living 

in the community. The literature support for the content validity of 

the PSMT is strong. The same functional areas are measured by the 

Waldman and Fryman (1964) Physical Classification Scale, the Katz et 

al. (1970) Index of Activities of Daily Living Scale, and several nurs­

ing assessment tools (Little and Carnavelli 1969; Beland 1970; McPhet-

ridge 1968). The items of the IADL were derived by Lawton and Brody 

(1969) from their knowledge of the instrumental tasks necessary to 

maintain elderly men and women in the community. The content validity 

of this tool has been estimated only by its effectiveness to estimate 

functional levels and its intuitive appeal. Concurrent validity for 

both tools was estimated by correlating the results of each with the 

Physical Classification Scale of Waldman and Fryman (1964); the Mental 

Status Questionnaire of Kahn et al. (1960); and the Behavior and Ad­

justment Rating Scales of Waldman and Fryman (1964). The intercorrela-

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

subjects. All correlations were significant at the .01 level except 

the one between the IADL and the Behavior and Adjustment Rating Scales 
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(Lawton and Brody 1969) indicating "the rough regularity of 

relationships shown between the PSMT and IADL scales and three other 

functional measures gives support to the validity of the measures" 

(Lawton and Brody 1969, p. 183). With an elderly sample, the PSMT has 

a reproducibility coefficient of .96 and an interrater reliability co­

efficient of between .87 and .91. The reliability testing of the IADL 

has been more limited, however, the interrater reliability coefficient 

for the IADL is .85 (Lawton and Brody 1969). 

In this study, SAADL was measured by subject self-report there­

by giving an estimate of how the elderly person perceived himself to 

be functioning in his environment. It was anticipated in this study 

that high scores for SAADL would be associated with high scores in the 

measurement of Roles Devised for Self. 

B. Two dimensions of the frail elderly person's self-assessed 

social network were operationalized in this study. The concept Self-

Assessed Social Network was, therefore, indexed by two referentials: 

PSS (Perceived Social Supports) and PSGS (Perceived Service Giving Sup­

ports) . The first dimension, PSS, was defined as the number of people 

that the elderly subject felt were available to provide him with emo­

tional support and protection and the estimated amount of support each 

person gave. The second, PSGS, was defined as the number of people 

available to offer the elderly subject instrumental services or help 

and the amount of help offered by each. 

PSS was operationally defined as the score obtained from the 

Perceived Social Supports Tool (PSST). The tool, developed by this 
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author, contained six questions designed to measure six categories 

of people that comprise an elderly subject's perceived social network. 

The six categories included: people who can be called on when there 

is trouble; close friends who contacted the subject; family members, 

other than the caregiver, who called; neighbors who called; distant 

friends and acquaintances who called on the telephone; and church 

people who called. These categories were derived from Gelles' (1972) 

work and from interviews with frail elderly people. This previous 

research provided face validity for the tool. Each question was 

answered by the subject naming the people in each category. The sub­

ject then was asked to estimate the amount of support each individual 

provided on a five point scale that ranged from "A Great Deal" to "Al­

most None." Essentially, the subject was provided with a stimulus 

phrase (the question) which caused him to generate his own set of in­

dividual stimuli. These individual stimuli were then rated using a 

Likert (1932) scale. The tools were scored by summing across all re­

sponses. This format was fashioned after the format suggested by 

Cautela (1972) and Cautela and Kastenbaum (1967) in the Reinforcement 

Survey Schedule. 

It was anticipated that high PSST scores would be associated 

with high scores in the measurement of Roles Devised for Self and that 

low PSST scores would be associated with high values on the Negative 

Mood States Tool and high differences between the Expectations of Alter 

and the Perceptions of Alter. In addition, lower scores on the PSST 
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should have been found among the abuse/neglected subjects than among 

those with the good relationships. 

PSGS was operationally defined by the scores obtained on the 

Perceived Service Giving Support Tool (PSGST). The tool, developed by 

this author, contained four questions designed to measure four cate­

gories of people who could possible provide instrumental services or 

help to the elderly individual. The four categories included: family 

members in the household other than the caregiver; family members out­

side of the household; social service agency staff; and other nonre-

lated individuals including friends, neighbors, and church members. 

These categories were derived from interviews with frail elderly indi­

viduals by this researcher and from the Shanas' (1979a) work. This 

previous research provided face validity for the tool. Each question 

was first answered by the subject naming the people in each category 

thus permitting him to identify his entire, potential, service giving 

network. Secondly, the subject was asked to estimate the amount of 

help each individual provided on a five point scale that ranged from 

"A Great Deal" to "Almost None" allowing discrepancies to appear in who 

was perceived to be available and who actually helped. The scoring 

methods and format of the PSGST was exactly the same as the PSST pre^ 

viously described. 

It was anticipated that lower scores on the PSGST would be 

found among the subjects in the abused/neglected group than among those 

with good relationships. High scores on the PSGST should have been as­

sociated with high Roles Devised for Self scores, low difference scores 



51 

for Expectations of Alter versus Perceptions of Alter, and low scores 

on the Negative Mood States Tool. 

C. Family Structure was measured by four referentials: AD 

(Age Difference); CSI (Comparative Sex Index); SR (Subjects' Resi­

dence) ; and CSIA (Caregiving Stress Index). The operational measures 

of these referentials, except for CSIA, are included in the Demographic 

Data Collection Tool (DDCT) (Appendix B). 

AD was operationally defined as the difference in numbers of 

years between the Subject's Age and the Caregiver's Age (Subject's age 

minus the Caregiver's age)*. These measures were obtained from agency 

records or from the self-reports of the subjects. This researcher an­

ticipated that larger age differences would be found among subjects in 

the abused/neglected group and smaller age differences would be found 

among those with good relationships. Small age differences are reflec­

tive of the ages of the caregiver and the subject being close. As a 

result, with small age differences the caregiver was anticipated to be 

more closely identified with the problems, behaviors, and situations of 

the subject; likely to be more patient with the subject; and likely to 

not abuse and/or neglect him. Small age differences were anticipated 

to be associated with low Negative Mood State scores for the same 

reasons. In addition, small age differences were anticipated to be 

associated with low scores for Expectations versus Perceptions of 

Alter. A close age identification between the subject and the care­

giver was thought to lead to the subject being more understanding about 

other demands being made upon the caregiver and feeling that his 
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expectations and perceptions about the caregiver were fairly evenly 

matched. Large age differences were anticipated to be associated with 

low scores for Roles Devised for Self since the larger the age span the 

less positively the subject should have evaluated his own roles in 

light of the youth and health presented by his caregiver. 

CSI was operationally defined by four categories which in­

cluded: Cross sex, Male caregiver; Cross sex, Female caregiver; Same 

sex, Male caregiver; and Same sex, female caregiver. Males are thought 

to be more frequently abusers and neglectors than females (Gelles 1972; 

Martin 1979). In addition, a caregiver of the opposite sex should pro­

duce the most amount of conflict and the least amount of identification 

with the subject. As a result, these categories were ordered in de­

scending order of frequency of abuse. High CSI scores were anticipated 

to be associated with low scores for Roles Devised for Self. In our 

society, daughters are the most usual and expected caregivers for el­

derly people (Sweester 1964; Adams 1968). As a result, it was thought 

that subjects would be more positive about their own role evaluation 

when the caregiver was a daughter. In addition, defining one's own 

role in relation to a same sex caregiver should be more positive and 

clear. In addition, high CSI scores were anticipated to be associated 

with high difference scores for Expectations versus Perceptions of 

Alter. With a caregiver of the same sex, it was thought that an elder­

ly person would be more satisfied with their caregiver's role perfor­

mance since the elderly person was more identified with the problems 

of that role thus lessening the difference between their expectations 
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and perceptions. High negative Mood States scores were anticipated to 

be associated with high CSI scores since more conflict was anticipated 

to be present in situations where the caregiver was of the opposite 

sex and a male and not a female. 

SR was operationally defined by the ownership of the residence 

in which the subject lived. Since ownership of material resources con­

veys a power base (Blau 1967) which legimates authority less abuse and 

neglect should occur in situations where the subject has the power con­

veyed by ownership of the property. Five categories were identified 

for SR: caregiver owns residence and lives alone with the caregiver 

visiting to provide services; subject owns residence and caregiver 

lives with him; residence is mutually owned by caregiver and subject; 

caregiver owns residence and subject lives with him and other kind of 

living arrangement where subject and caregiver do not live together and 

care is provided by a third party. These categories are arranged in 

descending order of subject power; thus increasing likelihood of abuse 

and/or neglect. Low SR scores were anticipated to be associated with 

low Roles Devised for Self scores since the elderly person's role is 

probably less clear in his own mind and less positively evaluated by 

him when he does not own his own residence. When the elderly subject 

owns the residence, however, he is likely to expect more from his care­

giver than would be true if he were living in the caregiver's home and 

feeling the need to be grateful for services (Barker 1972; Edwards 

1969). As a result, high SR scores were anticipated to be associated 

with high difference scores for Expectations versus Perceptions of 
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where the subject lacks power, low SR scores were anticipated to be 

associated with high Negative Mood States scores. 

CSIA was operationally defined as the number of life change 

units (Holmes and Rahe 1967) that the subject stated he and his care­

giver had experienced in the preceding 12 months. Gelles (1972) sug­

gests a direct positive relationship between the amount of stress 

experienced by a family and the amount of maltreatment and/or negative 

mood states in the situation. High CSIA scores were anticipated to be 

associated with high difference scores for Expectations versus Percep­

tions for Alter. The more stress in the situation, the more needs ex­

perienced by the subject; the more needs experienced, the less likely 

the subject is to perceive that the caregiver's ability to fulfill his 

needs is adequate. 

Life Change Units were measured by the Holmes and Rahe Social 

Readjustment Scale (1967) (Appendix C). The events that constitute the 

content of this tool were retrospectively determined by reviewing the 

case histories of individuals who were experiencing physical illness 

(Rahe 1969). In the original work with life change events, it was de­

termined that there was a relationship between the actual number of 

life changes and the severity of subsequent illnesses that occurred to 

the subjects (Rahe 1969). This finding has been replicated many times 

in subsequent research, thus lending construct validity to the use of 

life changes as a proxy variable for stress and predictive validity to 
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the use of life changes as a predictor of illness (Rahe 1968; Rahe 

1969; Rahe and Arthur 1968; Rahe, Gunderson and Arthur 1970; Rahe and 

Holmes 1965). Subsequent to the identification of the 42 life change 

events was the rating of these events and the assignment of life change 

units to them using the Stevens' method of Magnitude Estimation (Stev­

ens 1966; Stevens 1946; Holmes and Rahe 1967). Nearly 400 subjects "of 

both sexes and of differing age, race, religion, education, social 

class, marital status and generation Americans" (Rahe 1974, p. 64) par­

ticipated in the study for the purpose of rating each life event. The 

ratings as determined by Holmes and Rahe (1967) have been consistently 

replicated both within the United States and cross-culturally lending 

both validity and reliability to the instrument. One problem, however, 

with the Social Readjustment Scale is that it measures only the level 

of stress that the person is currently being exposed to and does not 

address those stressors which are of a long-standing or chronic nature 

(Rahe et al. 1972). In this study, the Social Readjustment Scale was 

used as an estimator of the amount of situational stress present within 

the subject-caregiver dyad. The order of presentation of the life 

Change Events was randomly determined. 

Phase II—Cognitive Phase 

Two concepts with their referentials indexed the cognitive pro­

cess of an elderly person in his interactions with his caregivers. 

A. Roles Devised for Self was measured by four referentials: 

RDFS (Roles Devised for Self); RDFSE (Roles Devised for Self—Evaluative 
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Dimension); RDFSA (Roles Devised for Self--Activity Dimension); and 

RDFSP (Roles Devised for Self—Potency Dimension). Each of these was 

operationally defined by the scores obtained in the Roles Tool (RT). 

RDFS was the summated total of the responses on the RT and the other 

three were the summated scores obtained on each of the three subsec­

tions of the tool. The three subsections of the RT (RFDSE, "RFDSA, 

RFDSP) represented the three dimensions of the semantic differential 

as identified by Osgood, Suci and Tannenbaum (1971) which are: Evalu­

ation, Activity, and Potency. According to Osgood et al. (1971) each 

word in a language is surrounded by certain affective tones which con­

stitute its semantic space. These affective tones most commonly are 

identified by an evaluative component, an activity component, and a 

potency component. If one assumes that the name of a role, for ex­

ample, parent, arouses certain feeling tones that can be measured 

along these three dimensions, the way in which an elderly person per­

ceives his own role can be quantified. Interestingly enough, the three 

dimensions identified by Osgood et al. (1971) roughly correspond to the 

dimensions identified by McCall and Simmons (1966) in their conception 

of role organization or role improvisation when they suggest that the 

way in which a role is enacted is as important as the name of the role 

itself. 

The RT was adapted from the Ide Self-Perceived Adaptation Level 

Tool (Ide 1978). In the RT, the subject was given a total of 12 roles 

that he could potentially perform in relation to his related caregiver 

including parent, decision maker, help giver, help receiver, and 
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patient. He was then asked to score each role using six sets of 

bipolar adjectives on a seven point scale. Each of the three dimen­

sions of the Semantic Differential was represented by two bipolar 

adjective pairs. The 12 roles chosen to comprise the RT were deter­

mined, as suggested by Osgood et al. (1971), by having two elderly 

people with adult-children freely associate the roles that they assume 

with their children. These roles were then confirmed by having two 

adult-children and two other elderly people attest to their face valid­

ity with 100% agreement. The adjectives were selected from the Ide 

Tool and from those listed as a part of the Thesarus study of the Se­

mantic Differential as reported by Osgood et al. (1971). The face 

validity of the adjectives was confirmed by a total of three elderly 

people with children. 

A pilot version of the RT, a parallel form for use with the 

children of elderly people, was tested by this investigator for valid­

ity and reliability using two different samples of adult-children with 

elderly parents (Phillips 1978). During this testing, two different 

questions were asked. First, what was the substantive significance of 

the individual items on the RT, and second, to what degree did the RT 

conform to the specifications of a semantic differential tool as set 

forth by Osgood et al. (1971). In answering the first question, the 

results were as follows: (1) the format of the RT was judged by the 48 

subjects to be acceptable and relevant to the concepts being measured; 

(2) the internal consistency of the substantive subscales ranged between 



a = .80 to a = .97; (3) the test-retest reliability for the substantive 

subscales ranged from r = .57 to r = .95; (4) the internal consistency 

for the total tool was a = .90; and (5) the test-retest reliability for 

the total tool was r = .79. In answering the second question, the re­

sults were as follows: (1) the inter-item correlations for the potency 

dimension for each substantive scale ranged from r = .28 to r = .80; 

(2) the inter-item correlations for the activity dimension for each sub­

stantive scale ranged from r = .17 to .77; (3) the internal consistency 

measures for the evaluation dimension was a = .78, for the activity 

dimension a = .93, and for potency dimension a = .93; (4) the part-to-

whole correlations for the total activity scale ranged from r = .93 to 

r = .96, for the total potency scale these ranged from r = .84 to 

r = .92; and (5) the test re-test reliability coefficients for the 

evaluation dimension ranged from r = .24 to r = .96, for the activity 

dimension r = .37 to r = .99, and for the potency dimension r = .43 

to r = .98. In the test-retest computations, the reproducibility of 

the evaluation scale tended to be lower consistently than the other two 

subscales. Since, however, the tool reported here was a parallel ver­

sion of the tool to be used in this study, the RT was retested for 

validity and reliability with this current sample. 

The RT was scored on a seven point scale ranging from 1 to 7, 

with 7 being a positive measure and 1 being a negative measure. The 

tool was formulated so that the order of presentation for both the 

roles and the bipolar adjective pairs was random. It was anticipated 

that high scores for RDFS would be associated with low Negative Mood 



States scores and high RDFS scores would be found among the subjects 

in the Good Relationship Group. In short, the more positively the 

elderly person saw himself and his role performance, the less situ­

ational conflict was anticipated and the less chance of abuse and/or 

neglect. In addition, extrapolating from the work of Goode (1971) and 

Gelles (1972), it was anticipated that a certain number of maltreated 

elderly people would score high on RDFSA and RDFSP and low on RDFSE 

assuming the role of active victim in spite of their negative evalu­

ation of their own role performance. 

B. Expectations versus Perceptions of Alter was measured by 

D(EOA-POA) which was operationally defined as the difference between 

the score obtained on the Expectations of Alter Tool (EOAT) and the 

Perceptions of Alter Tool (POAT). Each of these tools contains 13 ques­

tions the content of which was derived from an inductive study of elder­

ly people who were either abused or neglected or considered to be 

experts on abuse and/or neglect of elderly people (Phillips 1978). As 

specified previously, eight categories of expectations were represented 

by both the EOAT and the POAT. The way in which each question is stated 

on the tools was developed with the help of two elderly people with 

adult-children. The face validity of the tool was confirmed with 100% 

agreement of two other elderly individuals. The order of presentation of 

questions on both tools was randomly determined. The format of the tools 

follows that suggested by Broussard (1964) in the Neonatal Perception 

Inventories. Like the Broussard Inventories, the EOAT and POAT were 



parallel forms of tools that measured the expectations that elderly 

people have in relation to their adult-children. The EOAT measured the 

expectations that an elderly subject had in relation to the behavior of 

the average related caregiver (e.g., son, daughter, son-in-law, spouse). 

The POAT measured the perceptions that the elderly person had in rela­

tion to his particular caregiver's actual behavior. As suggested in 

Broussard (1964), the EOAT was administered first and the POAT was ad­

ministered later in the interview session. Each question on the EOAT 

and POAT was answered by the subject's estimate, on a five point Likert 

(1932) scale (which ranged from a little bit to a great deal) of the 

amount of behavior the caregiver displayed in relation to the particular 

category of expectations. The individual tools were scored by summing 

the subject's responses for all questions. The difference that a sub­

ject perceived between his expectations for the average caregiver's be­

havior and his perceptions of his caregiver's actual behavior was the 

important measure under consideration in this study and not the absolute 

answer on either of the tools. Thus, the final score was to be ob­

tained by subtracting the score on the POAT from the score on the EOAT. 

This tool was pretested during the pilot of this study and an estimate 

of the internal consistency for the tool is reported in Chapter 4. 

A direct positive relationship was anticipated between D(EOA-

POA) and the Negative Mood States scores. The less difference between 

the expectations and perceptions that a subject had for the behavior of 

his caregiver, the less likely there was to be conflict in the situ­

ation, thus the less the negative mood states. In addition, lower 
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difference scores were anticipated to be present among the Good 

Relationship group than among the group of abused and/or neglected 

subjects. 

Phase III—Expressive Process 

One concept with its five referentials indexed the emotional 

expressions in this model. Negative Mood States was operationally 

defined by the scores obtained on five subsections of the Profile 

o f  M o o d  S t a t e s  T o o l  ( P O M S )  ( M c N a i r  e t  a l .  1 9 7 1 )  ( A p p e n d i x  D ) .  

Five subsections of the tool constitute the five referentials as fol­

lows: T/A (Tension-Anxiety); D/D (Depression-Dejection); A/H (Anger-

Hostility); F/I (Fatigue-Inertia); and C/B (Confusion-Bewilderment). 

All of these negative mood states were anticipated to be increased in 

situations where abuse and/or neglect was present and as predicted in 

the model. T/A and A/H were expected to be higher, as predicted, due 

to the conflict, anger, and frustration present in most situations where 

abuse and/or neglect occur (Gelles 1972; Steinmetz and Straus 1975; 

Martin 1976; Johnson 1979). D/D and F/I were expected to be higher, as 

predicted, due to the helplessness and hopelessness that victims of 

abuse and/or neglect feel as a result of the entrapment in the situ­

ation. C/B was expected to be higher since confusion and bewilderment 

are commonly found in situations where there is conflict and ambivalent 

feelings. It was expected that the negative mood states aroused by 

abuse and/or neglect were situational (containing elements of both 

state and trait qualities) and generalized to the situation rather 
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than specific to the aggressor. By using the time frame suggested in 

the instruction for the POMS, "How you have been feeling during the 

past week including today" (McNair et al. 1971, p. 5), the tool authors 

and this researcher anticipated that tapping these situational or gen­

eralized mood states was possible. 

The POMS was a 65 item tool that contained adjectives by which 

the subject described his feelings. Each adjective was rated on a five 

point Likert scale which ranged from 0 to 4 (Not At All to Extremely). 

Each subscale was scored by summating the responses in the subsection 

with nine items equal to T/A; 15 items equal to D/D; 12 items equal to 

A/H; seven items equal to F/I; and seven items equal to C/B. The valid­

ity and reliability of the POMS has been studied in six separate studies 

using over 2,000 subjects who were either college students or psychiat­

ric outpatients (McNair et al. 1971). Six subscales have been repeat­

edly replicated using factor analysis thus lending construct validity 

to the tool. Four other areas of research have provided evidence for 

the construct validity and predictive validity of the POMS with the 

identified population. These include: "(1) brief psychotherapy 

studies; (2) controlled outpatient drug trials; (3) studies of response 

to emotion-inducing conditions; (4) studies of concurrent validity 

coefficients and other POMS correlates" (McNair et al. 1971, p. 10). 

The internal consistency coefficients for the subscales of the POMS have 

ranged from .87 to .95 with psychiatric outpatients. These coefficients 

have been shown to be fairly stable with samples that vary by sex. The 

test-retest reliability coefficients have ranged from .65 to .71 for 
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one week and .43 to .53 for six weeks. McNair et al. (1971) feel that 

these rather low stability coefficients lend construct validity to the 

tool since, by definition, moods should fluctuate over time. Although 

the validity and reliability testing of the POMS has been extensive, 

there has heen little attention paid to the use of the tool with samples 

that vary by age. In studying the age variable in the samples studied, 

McNair et al. (1971) have noted that older subjects (those over 50) 

tend to have lower scores on the POMS than younger subjects. In addi­

tion, the tool has not been tested with groups of subjects who were 

both older and physically disabled as is the frail elderly population. 

As a result, in this study, the internal consistency coefficients for 

the POMS was estimated from the data collected. 

Summary 

Sixteen separate variables were operationalized in this study. 

Seven of these (SAADL, PSS, PSGS, AD, CSI, SR, and CSIA) were indepen­

dent variables in Stage I. These seven variables plus RDFS, RDFSE, 

RDFSA, RDFSP, and D(EOA-POA) were the independent variables in the 

Stage II. The dependent variable, negative mood states, was 

measured by five referentials (T/A, D/D, A/H, F/I, and C/B). The rela­

tionships between the referentials or the theorems were predicted in the 

model and appear in Figure 2. 
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Operational Hypotheses 

Considering each staged variable in the model, the following 

relationships were predicted between the dependent and independent 

variables. 

1. T/A, D/D, A/H, F/I, and C/B are directly and negatively 

affected by RDFS, PSS, PSGS and SR and directly and positively affected 

by AD, CSI, CSIA, and D(EOA-POA). 

2. RDFS is directly and positively affected by SAADL, PSS, 

PSGS and SR and directly and negatively by AD and CSI. 

3. D(EOA-POA) is directly and negatively affected by PSS, 

PSGS and SR and directly and positively affected by CSI and CSIA. 

Between the two groups in this study, it was anticipated that 

the following differences would be apparent. 

1. SAADL will be higher among the abused/neglected subjects 

than among the subjects in the good relationship group. 

2. PSS will be lower among the abused/neglected subjects than 

among the subjects in the good relationship group. 

3. PSGS will be lower among the abused/neglected subjects than 

among the subjects in the good relationship group. 

4. AD will be greater among the abused/neglected subjects than 

among the subjects in the good relationship group. 

5. CSI will be higher among the abused/neglected subjects than 

among those subjects in the good relationship group. 

6. SR will be higher among the abused neglected subjects than 

among those in the good relationship group. 
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7. CSIA will be higher among the abused/neglected subjects 

than among those in the good relationship group. 

8. RDFS will be lower among the abused/neglected subjects 

than among those in the good relationship group. 

9. Among the abused/neglected subjects, active victims will 

be found whose scores for RDFSE are quite low and RDFSA and RDFSP 

scores are slightly lower or comparable to those scores in the good re­

lationship group. 

10. D(EOA-POA) will be higher among the subjects who are 

abused/neglected than among those in the good relationship group. 

11. T/A, D/D, A/H, F/l, and C/B will be higher among the 

abused/neglected subjects than among those in the good relationship 

group. 

Operational Limitations 

It is apparent from the literature that basically six limita­

tions existed in relationship to the theoretical model. Four of these 

were related to underspecification of the model and the ability to con­

trol for confounding influences and two were related to the unit of 

analysis under study. The literature suggests that four other variables 

are important as to whether or not abuse and/or neglect will occur with­

in a particular family setting, all other things being equal. None of 

these are accounted for in this model. The first is socialization ex­

periences of the aggressor. Goode (1971), Guttmacher (1960), and 

Gelles (1972) have determined that individuals tend to use violence as 
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a means of handling frustration and stress only when they have been 

previously exposed to violence, violent role models, and/or self-

devaluating experiences in which violence was condoned as a means of 

behavioral expression. Thus, there is a possibility that one individ­

ual who is exposed to the same amount of stress and frustration as 

another will not act out his feelings unless he has been permitted 

violent expressions in the past. The second is the nature of the ag­

gressor's self-concept. Offenders and aggressors have been uniformly 

found to have low self-esteems, poor self-concepts, and high dependency 

needs (Gelles 1972; Martin*1976; Steinmetz and Straus 1975). With all 

other things equal in a situation, it is possible that only those indi­

viduals with such self-concepts will act out violent feelings in re­

sponse to stress and frustration. The third extraneous variable is the 

prevailing attitudes in the community regarding the appropriate amount 

of violence that can be used in a given situation. The use of violence 

has been found to be differentially distributed between social classes 

(Gelles 1972). The last extraneous variable is the situational factors 

that are present within the family structure over which the investigator 

has no control. Past history of the family relationship is an example 

of such a factor. If the past history of the relationship between fam­

ily members is poor, it is possible that small amounts of stress pre­

cipitate violence far out of proportion to what would be expected if 

the history were different. 

The unit of analysis for this study was the perceptions of the 

elderly person. This unit of analysis presents limitations in basically 
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two ways. First, as Johnson (1978) and Brown (1960) note, much of the 

research that investigates the relationships between elderly parents 

and adult-children has focused solely on one perspective about the re­

lationship, either that of the parent or that of the adult-child. By 

definition, a relationship involves at least two individuals interact­

ing and the individual perspectives of each. By ignoring the perspec­

tive of the adult-child, it is difficult to have an accurate picture 

of the relationship. Rather the picture presented by the elderly per­

son can be as biased as that person is comfortable in presenting. 

Secondly, some of the concepts in this study actually affect two and 

not one party. For example, Gelles (1972) has demonstrated that the 

ways in which family members handle stress within the context of the 

family structure is a major determinant of intrafamily violence. Stress 

is differently perceived by the two people involved in the social in­

teraction. Certain stress factors effect only the subject, certain 

factors effect only the caregiver, and certain stress factors effect 

hoth but to differing degrees. It is not possible, within the limita­

tions of this study, to consider the complex effects of such measures. 

Operational Assumptions 

The following were the explicit operational assumptions underly­

ing this study. 

1. All causal variables were identified in the model in Figure 

2 (Kerlinger and Pedhazur 1973). The major confounding and 
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contaminating variables identified in the limitations sections were 

equally distributed among subjects and between groups. 

2. This causal model represented a one-way causal flow with 

reciprocal causation between variables ruled out (Kerlinger and Ped-

hazur 1973). The independent variables were assumed to be slightly, 

to moderately correlated but not multicolinear. 

3. All variables were measurable and being measured at the 

interval-ratio level of measurement (Kerlinger and Pedhazur 1973). The 

tools adequately tapped the construct under consideration and were full 

representations of the content of each construct. The independent 

variables in the model were being measured without measurement error 

(Blalock 1964). 

4. The relationships identified among the variables in the 

model were linear, additive, and causal (Kerlinger and Pedhazur 1973). 

There were no multiplicative, curvilinear, or interactional relation­

ships in the model. 

5. The perceptions of the elderly subject were adequate repre­

sentations of the nature of the relationship between the subject and 

the caregiver and could be used to infer the nature of abuse and/or 

neglect among elderly individuals. 

Controlled Variables and Definitions 

Four major variables were controlled in this study: the rela­

tionship between the caregiver and the subject, the ethnicity of the 
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family, the presence of frailty among the subjects and the distance of 

the subject's residence from the caregiver's residence. 

1. The relationship between the Caregiver and the subject is 

the type of interpersonal tie present between the caregiver and the sub­

ject as defined by the culture. Such relationships may be consanguinal-

ly ascribed such as the mother-daughter, mother-son, grandmother-

granddaughter relationship or may be acquired such as the husband-wife 

and mother-in-law/daughter-in-law relationship. Primary relationships 

are those ties between members of the same generation such as siblings 

or the next generation such as parents. Secondary ties include those 

between members of the next generation such as grandparents and those 

between people of the same generation that are once removed such as 

same-age-cousins. The subjects in this study were confined to those 

who were related to their caregiver by primary or secondary ties whether 

the ties were acquired or consanguinal. The implications of this vari­

able for abuse and/or neglect among elderly individuals has not been ad­

dressed in the literature. Undoubtedly, however, there is a confounding 

influence introduced whenever the relationship between the caregiver 

and subject is more distant. 

2. The ethnicity of the family is the particular group to 

which the family belongs on the basis of origin and race. The subjects 

in this study were confined to those defined as Anglo-Americans ex­

cluding those of the Oriental, Mexican, Indian, and Black races. 

Little is known about the relationship of intrafamily violence and 

ethnicity although Gelles (1972; 1979) for example, found that 
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intrafamily violence occurred at a higher frequency among the Blacks 

than the whites in this study. He, however, attributed these findings 

to the social class and not ethnicity. On the other hand, it is known 

that one's ethnic origins effect one's values, expectations, goals, 

traditions, and socialization experiences (Moriwaki 1976). There is 

therefore, every reason to believe that control for ethnicity was neces­

sary to prevent major contaminating variables in this study. 

3. The presence of frailty among the subjects was controlled 

by assuring that each subject in this sample needed the assistance of at 

least one other person to fulfill at least one of his daily needs. 

Block and Sinnott (1979) and Johnson (1979) demonstrate that ill health 

and the need for assistance of other people was a predisposing factor to 

abuse and/or neglect. To assure that every subject in the sample had 

an equal opportunity for abuse and/or neglect based on this variable, 

the presence of frailty was controlled. 

4. The distance of the subject's residence and the caregiver's 

residence has a significant influence on the expectations that an elder­

ly individual has for his caregiver as well as on the types and numbers 

of instrumental services that a caregiver provides (Irving 1972). The 

distance of the subject's residence to the caregiver's residence was 

controlled in this study by having each caregiver living within the con­

fines of the state of Arizona to assure some similarity of expectations 

for the caregiver's behavior. 
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Summary 

This chapter has presented the operational considerations of 

this study including the operational framework, limitations, assump­

tions, and controlled variables and definitions. The study design 

features will be considered in Chapter 3. 



CHAPTER 3 

METHODOLOGY 

This chapter discusses the design model, sample selection 

criteria, the techniques for data collection, the pilot study and the 

tool revisions as a result of that study, the design limitations, and 

the statistical analysis model used in this study. 

Research Design 

A two group, ex post facto descriptive design which employed a 

staged causal model as the theoretical basis was used to assess the re­

lationships among the various independent and dependent variables in 

this study. As described by Kerlinger (1973), an ex post facto design 

is one in which subjects are chosen based on specific criteria and the 

independent variables are studied retrospectively and not manipulated. 

One group in the study met the requirement that a good relationship was 

present between the subject and the caregiver; the other group met the 

requirement that abuse and/or neglect was present between the subject 

and the caregiver with the subject being the victim. A blind interview 

technique was used to obtain the data with the data collectors being 

unaware of the relationship type prior to the interview period. Each 

subject was approached with only his name, address, telephone number, 

birth date, and the caregiver's name known to the data collector. 
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Conducted in the field setting using a non-experimental 

approach, causal assertions were drawn from the data. The model pre­

sented in this study is a causal model in the sense described by Blalock 

(1964). The causal assertions that were drawn were theoretical and not 

empirical assertions. That is to say, the data that were collected 

were used to lend support to deduced theoretical relationships and not 

to support causation in a physical, empirical sense. The ex post facto 

non-experimental field study was consistent with the approaches used 

by Gelles (1972), Steinmetz and Straus (1975), and Elmer (1967) in 

their studies of abuse and*neglect among other groups. The design was, 

therefore, consistent with the current "state of the art" for the study 

of abuse and neglect. 

Target Population and Selection Criteria 

A purposive sample (Kerlinger 1973) was drawn for this study 

from the broad target population of people (1) who resided in a county 

in Arizona during the study period, and (2) who could be defined 

as frail elderly by virtue of age (60 years or older), chronic disease 

or disability, need for supportive or personal care services, and re­

liance on family members to provide for the bulk of the care needed. 

To assure that each subject met this definition, frail elderly was more 

specifically defined as the subject being over age sixty and needing 

the assistance of at least one other person to meet at least one basic 

need. The basic needs ranged from the need for shopping, meal prepara­

tion, housekeeping, laundry, and simple personal care; to a combination 
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of these simple needs; to the need for more skilled care that required 

a public health nurse to teach the skill, such as colostomy care or 

catheter care. 

Each subject was required to have a living relative in the South 

Western United States who was defined as a caregiver because of a con-

sanguinal or acquired family relationship (son, daughter, spouse, son-

in-law, daughter-in-law, sibling, niece, nephew, or grandchild). 

Although these related individuals were termed "caregivers," they did 

not need to be living with the subject or providing the care needed. 

Rather they were individuals who were viewed by the subject and by the 

referring agent as the person who had the responsibility for supervising 

the activities and the care of the subject. In addition to this cri­

terion, each subject met the following criteria: 

1. Over 60 years of age; 

2. Had a physical disability as previously defined; 

3. Was a white, Anglo-American; 

4. Was considered by the referring source to be a reliable infor­

mant (i.e., not confused, by whatever means they used to make 

that determination); 

5. Had hearing that was adequate for verbal communication; 

6. Spoke English; 

7. Could be categorized into either the Good Relationship Group 

(GR Group) or the Abuse/Neglect (Maltreatment) Relationship 

Group (A/NR Group) based on the following definitional charac­

teristics. 
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a. GR Group—subject's relationship with his caregiver was judged 

to be characterized by warmth, caring, and adequate attention 

to the subject's various needs. 

b. A/NR Group—subject's relationship with his caregiver was 

judged to be characterized by maltreatment based on the follow­

ing criteria: 

1) subject seemed unduly afraid of his caregiver or unduly com­

pliant; 

2) subject had untreated sores or other skin injuries such as de-

cubitis ulcers, excoriated perineum, or burns; 

3) subject attributed injuries to improbable causes; 

4) subject showed evidence of overall poor care, for example, had 

poor hygiene, poor grooming, inappropriate clothing, or lacked 

appropriate assistive devices that would improve his functional 

level; 

5) subject was given inappropriate food, drink, or medication; 

6) subject showed signs of malnutrition or dehydration; 

7) caregiver seemed unwilling or unable to meet the subject's 

needs; 

8) subject lacked needed supervision at home, for example, was 

left alone for long periods of time with no attention to fluids, 

food, or toileting, was left alone with no means of summoning 

help if needed, or was not supervised during hazardous activ­

ities when needed, such as bathing, cooking, or climbing steps; 



9) subject was in need of medical attention that he would accept 

if he had the financial or emotional support or transportation 

to reach the services; caregiver gave no indication of meeting 

these needs; 

10) home management was inappropriate or inadequate, for example, 

repairs that would improve the safety of the environment were 

left undone; there was inadequate lighting, cooling or heating; 

or vermin or pests were permitted to remain in the home with no 

attempt to eliminate them. Caregiver did not make an effort 

to improve the environment (adapted from Children's Bureau 1976 

Polansky, Desaiz and Sharlin 1976). 

In addition to these 10 criteria for the determination of the 

subjects in the A/NR Group, the referring agents were also given the 

following definition of abuse/neglect to help them select appropriate 

subjects (Stannard 1973; Verwoerdt 1976; Holter 1979): 

"An act that is committed or omitted that jeopardizes the 

well-being or safety of the individual and that observation of 

which by a third party would lead to negative judgments. Abuse 

is legally defined as the willful infliction of physical in­

jury or mental anguish and the deprivation by the caregiver of 

essential services. The neglected individual is defined by 

the law as one who is unable to provide for himself and is 

not receiving the needed services from his caregiver. Dimen­

sions of abuse/neglect encompass physical abuse, physical 
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neglect, emotional abuse, emotional neglect, emotional 

deprivation, sexual exploitation and assault, verbal assault, 

economic exploitation, and medical neglect." 

Each referring agency was specifically instructed that, for the pur­

poses of this study, judgments about the caregiver's motives or situ­

ation were not important in the subject selection, that abuse and/or 

neglect could exist whether or not the caregiver intended them to hap­

pen. 

Two agencies participated in referring potential subjects to 

the investigator. One agency was a private home health agency (Agency 

#1) and the other was an official public health agency (Agency #2) with 

three home health care divisions and three public health nursing divi­

sions. Agency #1 referred a total of six subjects. Agency #2 referred 

the remaining 68 subjects from their six different sites. The sites of 

referral were as follows: Site #1, 17 subjects; Site #2, eight sub­

jects; Site #3, eight subjects; Site >/4, seven subjects; Site #5, seven 

subjects; Site //6, 14 subjects; and Site //6, 14 subjects. Although no 

identifying information was collected about the nurses who referred 

subjects for this study, all of the nurses in Agency #2 had at least a 

bachelor of science degree in nursing. The impact of this heterogeneity 

of referral sources in the study outcome cannot be estimated. 

Data Collection Methods 

During both the pilot study (Appendix E) and the study itself, 

each referral source provided the investigator with a list of potential 
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subjects with no indication as to which group the subject belonged. 

Each potential subject was contacted by one of three data collectors. 

For the majority of the subjects this contact was by telephone but for 

those subjects with no telephones, the initial contact was made in per­

son. During the initial contact, the purpose of the study was explained 

as seeking information about how families and patients managed when an 

elderly family member was ill at home and how having an aging family 

member at home affected the family relationships. The potential sub­

jects were also informed that each data collector was a registered 

nurse and was associated with The University of Arizona, College of 

Nursing. The purpose of the initial contact was to make an appointment 

for one home visit during which the data would be collected. Since in 

the pilot study six of 18 potential subjects refused to participate 

when initially contacted, during the full study, the referring nurses 

were asked to contact each subject before the data collector called to 

legitimate the referral. This procedure reduced the refusal rate so 

that in the actual study only 13 of 121 potential subjects refused to 

participate during the initial contact. However, this procedure also 

meant that a small number of potential subjects had the opportunity to 

refuse to participate prior to contact with the researcher and data 

regarding these refusers were not available. 

During both the pilot study and the actual study, all of the 

subjects were interviewed by the data collector in their place of resi­

dence. The first step of the home visit consisted of obtaining the 

consent of the subject to participate. Each subject and the caregiver, 
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was given a copy of the consent form (Appendix F). They were helped 

to read the form or, if necessary, the form was read to them, encour­

aged to ask questions, and encouraged to sign the form if they chose. 

As is stated on the consent form, a verbal consent was accepted if the 

subject chose not to sign the form. A total of seven subjects in the 

pilot and 30 subjects in the actual study signed the form voluntarily 

with a total of 55 subjects preferring to not sign the form but to none­

theless participate. This is consistent with the findings of Wolanin 

(1979) who reports the reticence of older subjects to sign papers even 

though they are more than willing to participate in a research project. 

Whether or not the subject signed the consent form, the data collector 

signed a copy of the form and circled the telephone number. This copy 

was left in the subject's home in case there were further questions or 

comments about the project following the interview. Only one subject 

contacted the investigator following the interview. This contact was 

made for assistance with obtaining a social security check and was re­

ferred back to the referring nurse. One caregiver called the referring 

agency following the interview to express her gratitude at being able 

to "tell her story" to someone. And one caregiver called to check the 

credentials of the nurse researcher. 

All data were to be collected during one two-hour interview pe­

riod. This was possible in the majority of the cases during both the 

pilot and the actual study with the interviews ranging from one hour to 

two and one-half hours depending on how much information the subject 

volunteered. One subject in the pilot and two subjects in the actual 
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study, however, required one repeat visit. For the most part the 

subjects who required follow-up visits to complete the interview were 

subjects with cardiac or respiratory problems that limited their stamina 

or subjects who volunteered so much information that the interview 

schedule could not be completed in a two hour period. One subject died 

before the second interview could be completed. A few subjects re­

quired that the consent form be left with them for reading and that a 

second appointment be made for the actual interview. 

During the interview period, the data collection forms (as re­

vised, Appendix E) were completed. The order of presentation varied by 

subject with the data collector using the least threatening and most 

logical interview sequence for the situation. In all cases, however, 

the EOAT (Appendix G) was presented prior to the POAT (Appendix G) with 

the POAT usually being the last tool completed. An interview format was 

used throughout the data collection. Although certain of the tools 

were constructed for self-administration (EOAT, Life Change Events, 

POMS, RT (Appendix H), PSST (Appendix I), PSGST (Appendix J), and 

POAT), for the most part subjects were unable to complete these forms 

without the assistance of the data collector. Therefore, in most in­

stances, the subject was shown the tools and helped to read along as the 

data collector did the actual form completion. Most subjects were able 

to point to the response they wished to make. The PSMT, IADL, and DDCT 

were administered using an interview format with the questions being used 

directly off the forms and interpreted as little as possible. 
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The last phase of the data collection involved an interview with 

the nurse who had referred the subject. During the pilot, the nurse was 

shown the abuse/neglect definition and the abuse/neglect characteristics 

and was asked to categorize the subject into the GR Group or the A/NR 

Group. Each nurse then gave a short "report" on the patient with illus­

trations that explained the classification. This method worked quite 

well in the pilot and was used for the first 13 subjects of the actual 

study. A problem, however, arose during the nurse interviews for the 

first 13 subjects. For three of these subjects, the nurses were reluc­

tant to make a commitment as to whether or not the subjects were in the 

GR Group or the A/NR Group. For one other subject, the nurse classified 

the relationship as good and then proceeded to report incidents that 

would indicate that other than a good relationship existed. For the 

first three, the nurses stated that they had no "hard" evidence that the 

relationships were abusive, rather they had referred the subjects either 

because they felt abuse was occurring or because they felt the relation­

ship was deteriorating over time. For these subjects, they stated that 

there was not enough evidence for a referral to Adult Protective Ser­

vices as an actual abuse case. For the one subject who appeared to be 

misclassified, it seemed that the nurse was having difficulty identify­

ing abuse when the abuse was in a form other than physical such as psy­

chological abuse or the violation of rights. As a result of this 

situation and the recent publication of a tool for reporting abuse of 

elderly subjects (Block and Sinnott 1979), the investigator decided to 
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include the use of the Block Abuse Report Form (Appendix K) in the 

data collection with the nurse referrers. 

Following this addition, data were collected from the nurses by 

first asking them to complete the Abuse Report Form. The nurses were 

then shown the definition of abuse/neglect and the Abuse/Neglect Charac­

teristics and asked to classify the subject giving examples to support 

their determination. The third or "Questionable Relationship" group 

was retained and used for those subjects for whom the nurse was abso­

lutely unable to make a definitive judgment. This option was exercised 

for 11 of the 74 cases in-the sample. The first 13 subjects were re­

classified by the nurses involved. The classification of two subjects 

changed using this new procedure. One was moved from the Questionable 

Relationship Group to the A/NR Group and one was moved from the GR 

Group to the Questionable Relationship Group. 

Two data collectors besides the investigator interviewed sub­

jects with the investigator interviewing 38 subjects, data collector #1 

interviewing 19 subjects, and data collector #2 interviewing 17 sub­

jects. Each data collector was trained in the use of the tools and the 

data collection procedure. Each was given the opportunity to role play 

the initial contact and an actual interview situation. Each data col­

lector then accompanied the investigator on one interview to observe the 

procedure and to jointly code the data. After each collector had com­

pleted eight interviews alone, the investigator and data collector made 

a joint visit during which th»i data collector conducted the interview 

and the investigator concurrently coded the data. For data collector #1 
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the inter-rater reliability was determined to be 100% for the EOAT, 

Life Change Events, POMS, RT, PSGST, DDCT, and POAT using percent 

agreement. For the PSMT, IADLT, and PSST, the inter-rater reliability 

was 92%, 94% and 93% respectively. The approaches used by data collec­

tor #1 and the investigator were judged to be essentially consistent. 

For data collector #2, the inter-rater reliability was determined to be 

100% for the subject self-administered tools (EOAT, POAT, Life Change 

Events, POMS, and RT). For the PSMT, IADLT, PSST, and PSGST, the inter-

rater reliability was 92%, 94%, 90% and 90% respectively. Data collec­

tor //2 wrote in answers on the DDCT leaving the actual coding to the 

investigator. The approach of data collector #2 required closer super­

vision to maintain consistency. 

In addition, during the actual study, an independent coder and 

key puncher was employed to code data during the data collection pro­

cess. As a result, while the investigator was involved in the data 

collection, there was no access to the previously coded interviews. 

Following the data collection process, the reliability of the coder and 

key puncher was checked making sure that discrepancies were corrected 

to 100% agreement for each of the cases in question. 

Subject Classification Procedure for Data Analysis 

Abuse Report Form 

As described in the Data Collection Methods section, it became 

apparent that a more precise method of classification of subjects into 

groups was imperative. With the recent publication of the Abuse Report 

Form (ARF) (Block and Sinnott 1979) more precision was obtainable by 
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the use of this instrument. This tool (Appendix K) consists of a six 

scale tool in the Likert format. The six scales correspond to six 

types of abuse sustained by older individuals including physical abuse, 

psychological abuse, material abuse, violation of rights, medical abuse, 

and poor environmental conditions. Under each of the six scales are 

specific types of abuse as determined by the tool authors. Content 

validity for the tool was asserted by the authors after a search of the 

literature and interviews with experts in intrafamily violence (Block 

and Sinnott 1979). No other forms of validity or reliability testing 

are available for the tool. Although it was used essentially as pub­

lished in this study, this investigator did add a few specific types of 

abuse to each category based on the results of the pilot study and in­

terviews with local experts on abuse and neglect (Phillips 1978). These 

included 

1. physical abuse: dehydration, inappropriate food, decubitus 

ulcers, perineal excoriations, physical force used in care, and 

inappropriate clothing; 

2. psychological abuse: refusal of reasonable requests for diver­

sion, use of derogatory terms to describe the subject, and 

usurping attention of health professional; 

3. material abuse: income withheld; 

4. violation of rights: forced to stay in home not desired; 

5. medical abuse: no assistive devices that would improve func­

tioning and inappropriate medications (too much or too little), 

and substance abuse encouraged; 
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6. poor environmental conditions: no means of summoning help 

and no transportation for essential needs. 

Reliability and validity testing done with this instrument using the 

sample in the actual study will be reported in Chapter 4. 

The ARF provides the opportunity for a reporter to determine 

the presence of abuse (yes or no) as well as to judge the amount of 

abuse present (mild to severe). The investigator determined that if a 

subject received between zero and three points on this tool, the nurse 

classification of a good relationship was unquestionable. For subjects 

receiving scores above three points, this investigator questioned the 

nurse's classification. The investigator questioned the classification 

of those in the abuse/neglect group whose scores on the abuse tool were 

below three points as well. This was true for eight of the 74 cases. 

In addition, 12 of the 74 subjects were classified in the questionable 

relationship group by the nurses involved. 

The problem of group assignment was, as a result, referred to 

an independent judge. This individual was a registered nurse whose 

background was gerontology and psychiatric nursing. This judge was not 

acquainted with the study prior to contact. The judge ultimately 

placed all subjects into either the GR Group or A/NR Group by the fol­

lowing method. The judge reviewed the definition of abuse and/or ne­

glect and the characteristics of abuse and/or neglect that had been 

given to the referring nurses. She then reviewed the ARF of the sub­

jects for whom a question was raised. Based on the scores, the 
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distribution of nurse responses, and the comments written on the ARF 

the judge determined the jsroup assignment. No other information was 

given to her. A total of 20 subjects were classified in this manner 

with eight being placed in the abuse/neglect relationship group and 12 

being placed in the good relationship group. 

Design Limitations 

Four limitations are apparent in the design of this study. 

These include the ex post facto nature of the design, the sampling 

techniques, the subject classification methods, and the precision prob­

lem in the field setting. In this ex post facto research, subjects 

were not randomly assigned to groups and the variables were studied 

retrospectively. Always in such research, there must be an underlying 

assumption that the groups being studied are not significantly differ­

ent in any respect except for the variables under study. As Kerlinger 

(1973) notes, there is always the possibility, either because of selec­

tion bias or because of spurious variables that are unidentified or un­

known but also related to abuse and/or neglect, that the groups are not 

equivalent or homogeneous. This limitation was addressed in two ways 

by the investigator. First, ethnicity and relationship between the 

subject and the caregiver were controlled to eliminate two confounding 

variables. The sample consisted of all white, Anglo individuals who 

were related in some conventional (consanguinal or acquired family re­

lationship) way to their caregivers. Second, the equivalency assumption 

was tested during data analysis both for mean differences and 
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heterogeneity of variance on certain demographic variables including 

the age of subjects, subjects' education, religion and subject gender. 

The results of this testing is discussed in Chapter 4. 

Second, the method of sample selection in this study limits the 

generalizability of these findings to the population. The sample for 

this study was a purposive one meaning that the subjects were chosen to 

participate because of certain personal characteristics, e.g., age, 

ethnic background, physical limitations, and nature of relationships, 

that were substantiated by a theoretical model. Purposive sampling is 

commonly used to permit the generalization of findings to a theoretical 

framework, which was the purpose of this research. Generalization of 

findings to the population from which the sample is drawn, however, is 

not possible with purposive sampling. Although the use of a purposive 

sample is not necessarily problematic particularly in view of the pur­

pose of this research, it does permit the introduction of random effects 

because of the flexibility with which subjects were chosen. In the 

interpretation of the data it must be realized that abuse and/or neglect 

as studied reflects the nurse's perceptions of that phenomenon which 

may or may not coincide with abuse and/or neglect as it occurs in the 

real world. In addition, this study does not address either the inci­

dence or comprehensive nature of abuse and/or neglect. 

The third limitation is the methods used for subject classifica­

tion. As has been found previously (Phillips 1978), in this study, mem­

bers of the referring agencies were reluctant to identify and categorize 

some subjects. This is apparently true for many reasons which will be 
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clarity about what constitutes abuse and/or neglect among the elderly, 

the political and social implications of making a definitive judgment, 

the degree to which the situational factors and caregiver characteris­

tics influences a nurse's judgment, and the difficulty with which 

"hard" evidence about abuse and/or neglect of the elderly is obtained. 

In this study, sample selection and group assignment were dependent on 

the personnel in the referring agency. The amount of bias introduced 

by this factor is not determinable. The introduction of the ARF, how­

ever, did permit the collection of some quasi-objective data from which 

an estimate of the bias in group assignment can be determined. The 

bias introduced in sample selection cannot be estimated. In addition, 

the subjects for this study were referred from seven different sources 

by at least 14 different nurses. The affect of this unavoidable heter­

ogeneity is indeterminable. 

Fourth, in the field setting, lack of precision in the measure­

ment of variables is a persistent problem. "Precision means accurate, 

definite, unambiguous. Precise measurements are made with precise in­

struments. In variance terms, the more accurate or precise a measuring 

instrument is, the more certain we can be that the measures obtained do 

not vary very much from their 'true' value" (Kerlinger 1973, p. 399). 

In the field setting outside influences and contextual factors contam­

inate the measurement process even when the process itself is precise. 

Pre-testing the measurement instruments during the pilot study, making 

tool revisions, testing the reliability and validity of these 
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instruments again with this sample and making modifications, permitted 

an estimate of the amount of error variance attributable to measurement 

error alone and a means of limiting measurement error. The amount of 

error introduced into the measurement system from "field noise" how­

ever is undeterminable. "Field noise" was particularly problematic in 

three areas: diversity of interview setting, interview sequence and 

subject stamina. All of these varied by subject. 

Data Analysis Model 

Four stages constituted the data analysis model for this study. 

First, the data were analyzed descriptively using central tendencies 

and cross tabulations to determine a portrait of the sample. This anal­

ysis included a description of the subjects in the sample, their re­

lated caregivers, and a description of the relationships between them. 

The data between groups was compared to determine the degree to which 

the groups differed on such important demographic variables as age, 

gender, and religion of caregiver. 

The second stage in the analysis was the testing of the instru­

ments for validity and reliability. For each tool the inter-item cor­

relations, inter-scale correlations, part-to-whole correlations, 

standardized Cronbach's Alpha and Factor Analysis results were reviewed 

to determine the extent to which each was reliable and valid with the 

sample used. It was planned that no major modifications would be made 

in the tools as a result of this analysis but that only those tools 

that achieved a standardized alpha of .80 or above would be entered 
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into the formal data analysis. Factor analysis as an estimate of 

construct validity was also performed. 

The third stage of the data analysis consisted of using mul­

tiple regression analysis to test the theorems predicted. The criterion 

for this testing will be discussed in Chapter 4. The purpose of this 

analysis was to determine that portion of the variance of the dependent 

variables that was explained or caused by the impact of the independent 

variables and which independent variables were significant predictors 

of the dependent variables. During the model testing, three separate 

regression equations were solved, one for each stage of the model. Re­

duced models were constructed and tested to determine the variables 

explaining the most variance for each dependent variable. The solutions 

for the regression equations were assumed to be in the form of ordinary 

least squares solutions. The linearity assumption underlying regres­

sion analysis was tested by visually analyzing the plotted residuals 

for each reduced model. 

Stage four of the statistical analysis consisted of determining 

the between group differences and whether these differences matched 

the model predictions. Between group differences were simply analyzed 

using F-tests (which are in this case equivalent to t-tests) for each 

variable in the model. The purpose of this analysis was to test the 

group means for differences that could be attributed to good relation­

ships and abuse/neglect relationships. In general, the purpose of the 

entire analysis was to test the theory model and to generalize the 

findings back to the theoretical framework. Interpretation of the data 
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are made in that light and do not speak to the occurrence or pattern 

of abuse and/or neglect within the total population of frail elderly 

individuals. 

Ethical Considerations 

This project was submitted to the Human Subject's Committee of 

the Arizona Health Sciences Center for approval prior to data collec­

tion (Appendix L). The approval of this committee guarantees the rights 

of the consenting subjects and the confidentiality of the collected 

data. The subjects in this study were provided with total anonymity 

which was maintained by destroying their names and addresses following 

data collection. Identifying information was maintained in coded form 

and reported as grouped data. The only person having access to the raw 

data with the identifying information included was the primary inves­

tigator. 

Due to the delicate nature of the problem under study, several 

special considerations were necessary. First, the purpose of the study 

was explained to the subjects as: To study the effects on family rela­

tionships of having an elderly person in the home who requires help. 

The words abuse and neglect were not used with either the subjects or 

with their related family members. However, the subjects were not 

totally without an indication of the study purpose. The investigator 

always stated that information was being sought about "how they were 

getting along." Many subjects and their family members interpreted 

this to mean that information about interpersonal problems was desired 
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and simply volunteered information and descriptions of abusive or 

neglectful interchanges. 

Second, the information provided by the referring agency re­

mained confidential. Although the subjects were informed that a cer­

tain nurse in a certain agency referred them, the information provided 

to the investigator by the nurse was not shared with them. This was 

further facilitated because the information about the subjects and 

their families was gathered following the home visit. 

Third, although no physical or psychological risk to the subject 

occurred because of participation, certain events during the data col­

lection should be noted. The information that certain subjects and 

certain family members volunteered was both sensitive and inflammatory. 

In one or two situations, the information volunteered reopened old 

arguments during the interview. During these situations, the interview 

was terminated and the family was helped to seek counseling. In two 

other situations, the family stated that the situation was critical 

saying if they did not receive help the consequences would be dire. 

In both of these situations, the family and subjects were referred to 

family counseling agencies and permission was obtained from the sub­

jects for follow-up by the public health agency. 

Fourth, the information shared with the investigator was not 

communicated back to the referring agency unless permission was granted 

by the subject involved. This contract with the subject presented a 

delicate ethical situation for the investigator. In the two cases that 

the investigator judged to be critical, the subject's permission was 
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obtained for a referral. In the situations where the nurse seemed 

unaware of a less than optimal situation, the nurse was advised to re­

visit the family for further evaluation but no other information was 

provided to the nurse. All of the subjects' questions about medical 

treatment or nursing management were referred back to the referring 

nurse with the permission of the subject. 

Fifth, as found by Wolanin (1979), the subjects in this sample 

were often unwilling to sign consent forms but were willing to partici­

pate nonetheless. Many subjects seemed to not want a record of their 

names kept and felt that signing the form could implicate them or cause 

problems with their family members. A verbal consent was accepted from 

these subjects and no pressure was applied to encourage the signing of 

the consent form. All of these conditions were explained to the sub­

jects, their family members (if desired by the subject), and the refer­

ring agency prior to subject participation. 

Summary 

This chapter has presented the design and statistical models for 

this project as well as some of the methodological issues and ethical 

dilemmas. The study limitations have been discussed as well. Scientif­

ic rigor was maintained during the collection of these data to the 

greatest extent possible. However, since the subjects involved were 

all elderly and infirmed there was a need to adapt the data collection 

procedure and interview approaches to the individual situation. At 

times, research with elderly human subjects in the field setting may 
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need to involve the compromising of scientific rigor at certain points 

in order to allow for the richness and individuality each person brings 

to the interview situation. 



CHAPTER 4 

DATA ANALYSIS 

Based on the data analysis model presented in Chapter 3, this 

chapter will be presented in four sections: description of the sample 

and refusers and comparison of group similarities and differences, re­

liability and validity testing of the instruments, testing the hypothe­

ses associated with the causal models, and testing the hypotheses 

associated with the between group differences. 

Description of the Sample 

A total of 74 subjects and their related caregivers partici­

pated in this study. These 74 subjects were obtained from a pool of 

120 potential subjects who were referred by two public health agencies. 

Of the 46 nonparticipants: 13 refused to participate during the first 

contact, five moved out of town before contact was established, six 

were institutionalized either in an acute care or long-term care facil­

ity prior to contact, one died prior to contact, one subject was never 

found by the data collector, seven were inappropriately referred and 

lacked a related caregiver, and 13 individuals were not contacted prior 

to the termination of data collection. All of these last 13 subjects 

were classified by the nurses as being in the GR Group. 

Of the 74 subjects who actually participated in the study, 40 

(54.1%) were perceived by the referring nurses as having good 
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relationships with their caregivers, 22 (29.7%) were perceived to have 

relationships that were characterized by abuse and/or neglect, and 12 

(16.2%) were perceived as having questionable relationships. Following 

the group assignment process described in Chapter 3, 44 (59.5%) were 

assigned to the GR Group and 30 (40.5%) were assigned to the A/NR Group. 

Table 1 demonstrates how the assignment process compared with the orig­

inal classifications of the referring nurses. 

From Table 1 it can be seen that 36 of the 40 (90%) subjects 

assigned to the GR Group by nurses remained in that group after the 

group assignment by the judge. Twenty-two or 100% remained in the A/NR 

Group as assigned by the nurses. The judge reassigned four (10%) of 

those in the GR Group to the A/NR Group and four (33.3%) of those in 

the Questionable Group to the A/NR Group. Eight (66.6%) of those in 

the Questionable Group were assigned by the judge to the GR Group. 

The description that follows is divided into three parts which 

include (1) a description of the elderly subjects, (2) a description of 

their related caregivers, and (3) a description of their interrelation­

ships. Each descriptive category is cross tabulated by the group to 

which the subject was assigned. Trends in the cross tabulated material 

were considered important when a majority of subjects was represented 

in a given category or when there were more than 20 percentage points 

of difference between categories. When F-tests showed statistical dif­

ferences between group means (p _< .05), these differences were noted. 



Table 1. Comparison of Nurse Classification and Judge Group 
Assignment 
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Subjects by Nurse Subjects by Judge 
Classification Assignment 

GR Group 

A/NR Group 

Questionable Group 

40* 36* + 8** - 44 

22 22 + 4* + 4** = 30 

12** 

*GR Group 
**Ques tionable Group 
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Description of the Elderly Subjects 

The description of these subjects that follows presents ten 

major characteristics: age and gender, amount of education, occupation, 

perceived income comfort, self-reported religiosity, marital status, 

place of residence, ability to perform activities of daily living, self-

assessed social networks, and results of the Abuse Report Form (Block 

and Sinnott 1979). 

Age and Gender. The elderly subjects in this study ranged in 

age from 62 years to 98 years with a group mean age of 78.62 and a modal 

age of 86.00. A total of 44 elderly subjects were females and 30 sub­

jects were male. Table 2 demonstrates the cross tabulations of subject 

age by gender by group assignment. From Table 2 it is apparent that a 

majority of the total sample were in the 70 to 89 age range which is 

not surprising when one considers that many elderly people who are 

younger than age 70 would not meet the study criterion of being frail 

and that people who are over 90 years of age are relatively difficult 

to find. A notable exception on this table is the large number of men 

in the A/NR Group who are in the 60 to 69 age category. Since the life 

expectancy for men is slightly lower than for women, it might be ex­

pected that men in this age range are more likely to be frail since 

they are closer to the end of their life than a woman of comparable age. 

It is surprising to note that men in the A/NR Group are not represented 

in the 70 to 79 age range at all. Based on the small number of men in 

the A/NR Group (N=12), this finding is probably more an artifact of 
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Table 2. Subject Age by Subject Gender by Group Assignment 

GR Group A/NR Group 

Female Male Female Male Total 
(N=26) (N=18) (N=18) (N=12) (N=74) 

Age Groups N% N % N% N % N% 

60-69 6 23.1 3 16.7 1 5.6 5 41.7 15 20.2 

70-79 9 34.6 5 27.8 9 50.0 0 0.0 23 31.1 

80-89 10 38.5 8 44.4 7 38.8 6 50.0 31 41.9 

90-99 1 3.8 2 11.1 1 5.6 1 8.3 5 6.8 

Total 26 100.0 18 100.0 18 100.0 12 100.0 74 100.0 



this particular sample than a significant trend. Although this sample 

is not in any way considered to be representative of the total popula­

tion of frail elderly people nor of abused and neglected individuals, 

it supports the Block and Sinnott (1979) observation that an abused 

person is likely to be a white female who is 74 years of age. 

The mean ages by group for this sample were X = 78.50 with a 

standard deviation (s.d.) of 8.53 for the GR Group and X = 78.80 with 

a s.d. of 8.53 for the A/NR Group. The similarity between groups on 

the age variable is striking and there was no statistical difference. 

Amount of Education. The range of the total number of years 

of schooling for the subjects in this sample was three to 16 years with 

a mean of 10.77 years of schooling and a s.d. of 3.00. The modal number 

of years of schooling was 12 with 29.0% of the total sample having com­

pleted high school. 

Over 75% of the subjects in both groups attended some high 

school which reflects a comparatively well educated sample. The dis­

tribution of years of education for each group is fairly consistent 

(Table 3). The mean number of years of education by group was 10.65 

with a s.d. of 2.93 for the GR Group. For the A/NR Group X = 10.96 

with a s.d. of 3.16. Again, there was no statistical difference between 

the group means. 

Occupation. Although only one subject was actively employed at 

the time of the study, the occupation from which an individual is re­

tired reflects to a certain extent his socioeconomic status or at least 



Table 3. Subject Education by Group Assignment 
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GR Group A/NR Group 
(N=43) (N=26) 

Education (in years) N % N % 

3-8 8 18.6 6 23.1 

9-12 25 58.1 13 50.0 

12-16 10 23.3 7 26.9 

Total 43 100.0 26 100.0 
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the amount of status he commands. The occupations of the subjects in 

this sample are displayed in Table 4. For the subjects alone, there 

was more representation of managers, administrators, business owners, 

professional and technical workers, and sales workers in the A/NR Group 

than in the GR Group. In the GR Group, clerical workers were more fre­

quently represented. The percentages in all other categories including 

housewives was approximately equal between groups. Since a quarter of 

both samples indicated that they were housewives, their husband's occu­

pation was combined with the other subjects' occupations for comparison 

purposes. The addition of these individuals to the totals does not ap­

preciably change the previous distributions. There was a fairly wide 

distribution of subjects in all occupational categories in the entire 

sample. 

Perceived Income Comfort. Information about the income of these 

subjects was difficult to obtain for two reasons. First the elderly 

subjects were reluctant to discuss their incomes with the investigator 

although a few subjects volunteered this information without being 

asked. Second, it was impossible to obtain income information consis­

tently from the agency records because such information was rarely col­

lected by the referring agencies. In addition, this investigator had 

some questions about the significance of income information for indi­

viduals who are over the age of sixty. Even if one had reliable infor­

mation about the total amount of dollars coming into a subject's home, 

the significance of these dollars in view of the rate of inflation, 



Table 4. Subject's Occupation and Occupation of Subject's Husband by Group Assignment 

QR Group (N=42) 

Subjects' 
Subjects' Husbands' 
Occupation Occupation 

N % N" 

Total** 

N % 

A/NR Group (N=28) 

Subjects' 
Occupation 

N % 

Subjects' 
Husbands' 
Occupation 

N* 

Total** 

N % 

Manager, Adminis­
trator, Business 
Owner 4 9.5 2 6 14.3 4 14.3 1 5 

Professional or 
Technical Worker 4 9.5 3 7 16.7 3 10.8 1 4 

Sales Worker 1 2.4 0 1 2.4 2 7.1 0 2 

Clerical Worker 5 11.9 1 6 14.3 0 0.0 1 1 

Operative or Skilled 
Worker 7 16.7 2 9 21.4 4 14.3 2 6 

Crafter Worker 0 0.0 0 0 0.0 2 7.1 0 2 

Laborer 7 16.7 3 10 23.8 4 14.3 2 6 

Service Worker 2 4.7 1 3 7.1 2 7.1 0 2 

Housewife 12 28.6 7 25.0 

Totals 42 100.0 12 42 100.0 28 100.0 7 28 

18.0 

14.3 

7.1 

3.6 

21.4 

7.1 

21.4 

7.1 

28 100.0 

* = Subject's Husband's Occupation if Subject reported being a housewife. 
** = Total represents Subjects' Husbands' Occupation substituted for housewives. 
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other non-liquid assets owned by the subject, and their total expenses 

would be difficult to interpret. As a result, the subjects seemed more 

comfortable when asked about their income comfort than their actual in­

come, and this information appeared to be a more reliable reflection of 

economic status (Table 5). Although most subjects in both groups con­

sidered themselves to have a moderate amount of income comfort or be­

low, it is interesting that more individuals in the A/NR Group 

considered themselves to be Not at all Comfortable. A majority of sub­

jects in the A/NR Group considered themselves to be either Not at all 

Comfortable or Somewhat Comfortable whereas more subjects in the GR 

Group reported that they were Very Comfortable. These differences, how­

ever, were not statistically significant. 

Self-Reported Religiosity. Each subject was asked to identify 

his religious preference. A majority of the total sample (N=56 or 

75.7%) identified themselves as Protestant. Ten or 13.5% identified 

themselves as Catholic and only one subject in the sample was Jewish. 

Two of the subjects claimed no religious preference at all. There was 

no difference in the way that these religious preferences were distrib­

uted between the GR Group and the A/NR Group. 

Subjects were also asked to judge their own religiosity on a 

five point scale (Table 6). In the GR Group, a majority of the subjects 

fell within the Moderately Religious and Very Religious categories. 

Among those in the A/NR Group, however, there is an equal bimodal dis­

tribution with 44.8% falling in the Not at All Religious and Somewhat 



Table 5. Perceived Income Comfort by Group Assignment 
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GR Group 
(N=43) 

A/NR Group 
(N=30) 

Income Comfort N % N % 

Not at all Comfortable 5 11.6 9 30.0 

Somewhat Comfortable 13 30.2 7 23.4 

Moderately Comfortable 18 41.9 13 43.3 

Very Comfortable 6 14.0 0 0.0 

Extremely Comfortable 1 2.3 1 3.3 

Total 43 100.0 30 100.0 

Table 6. Self-Reported Religiosity by Group Assignment 

GR Group 
(N=44) 

A/NR Group 
(N=29) 

Religiosity N % N % 

Not at all Religious 3 6.8 7 24.1 

Somewhat Religious 4 9.1 6 20.7 

Moderately Religious 13 29.5 3 10.4 

Very Religious 16 36.4 7 24.1 

Extremely Religious 8 18.2 6 20.7 

Total 44 100.0 29 100.0 
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Religious categories and 44.8% falling in the Very Religious and 

Extremely Religious categories. The elderly subjects in this sample in 

the A/NR Group tended to consider themselves other than moderately re­

ligious. These differences in religiosity between groups may lend sup­

port to Gelles' (1972) observation that religious differences and other 

similar stress points contribute to domestic violence, under the as­

sumption that either extreme of religiosity produces zealousness in the 

expression of opinions. This assumption however would need testing 

with future research. The difference between the group means was not 

statistically significant. 

Marital Status. The marital status of the subjects in this 

sample are represented in Table 7. A majority of the subjects in the 

GR Group were married at the time of the study with a smaller percent­

age of those in the A/NR Group being married. Those in the A/NR Group 

were more commonly single or divorced. An equal percentage of those in 

both groups were widowed. The difference between the means for this 

variable were statistically significant (p .05). This finding could 

suggest several things. First, when an elderly person is married, he 

may have a built-in ally who, if capable, prevents abuses arising from 

other sources such as from children or other relatives. Second, it may 

be clearer to caregivers and subjects how to define their own roles in 

relation to each other when the subject is either married or widowed 

and less clear when the subject is divorced or single. The resulting 

"roleless" state may contribute to abuse and/or neglect. Third, an 
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Table 7. Marital Status of Subject by Group Assignment 

GR Group A/NR Group 
(N=44) (N=30) 

Marital Status N % N % 

Currently Married 23 52.3 11 36.7 

Widowed 19 43.2 13 43.3 

Single, Divorced 2 4.5 5 16.7 

Common-Law Marriage 0 0.0 1 3.3 

Total 44 100.0 30 100.0 
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elderly person who is alone presents more of a burden to the caregiving 

relatives. Wolanin and Phillips (1980) note that when two elderly 

people live together, they may literally create one functional person 

between the two of them as each compensates for the failings of the 

other. Elderly couples may relieve other related caregivers of some 

of the stress involved in caring for both of them thus lowering the 

abuse and neglect rate. On the other hand, from other intrafamily vi­

olence literature, the rate of abuses between spouses is fairly high. 

Therefore, the abuse and neglect of or between elderly couples are, 

perhaps, less evident to outside judges than are the abuse or neglect 

of elderly singles. 

Place of Residence. The subject's place of residence is rep­

resented in Table 8. This variable was created as a proxy for the 

amount of power attributed to the subject by virtue of the ownership of 

property; the hypothesis being that the more power the subject had in 

the form of ownership of the living space, the less likely abuse and/or 

neglect were to occur. Table 8 demonstrates that one-third of the sub­

jects in the A/NR Group lived alone in a residence which they owned. 

Next in frequency among the A/NR Group were those subjects who mutually 

owned property with their caregiver which occurred regardless of the re­

lationship (e.g., subjects who were parents or siblings of caregivers 

owned property with the caregiver as did those who were married to the 

caregiver). The group least represented in the A/NR Group and the sec­

ond most frequently represented in the GR Group were those subjects who 
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Table 8. Subject's Place of Residence by Group Assignment 

GR Group 
(N=44) 

A/NR Group 
(N=30) 

Place of Residence N % N % 

Subject Owns Home and Lives 
Alone 9 20. 5 10 33.3 

Subject Owns Home, Caregiver 
Lives with Him 6 13. 6 0 0.0 

Caregiver Owns Home, Subject 
Lives with Him 10 22. 7 5 16.7 

Home Is Mutually Owned 13 29. 6 8 26.7 

Other* 6 13. 6 7 23.3 

Total 44 100. 0 30 100.0 

*0ther includes subjects living in group homes, subjects whose 
residence is owned by the caregiver but subject lives alone, and 
subjects who live in the home of a caregiver hired by the family 
member. 
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lived with their caregiver who owned the residence. The difference 

between the group means, however, was not statistically different. 

It is interesting to note the frequency with which subjects in 

both groups had other kinds of living arrangements. These other types 

of arrangements included living with a hired caregiver, living in a 

group home, or living in a residence that was owned by the caregiver 

and offered rent free. There were several explanations for these other 

kinds of living arrangements given during the data collection. For 

some subjects, the pre-existing nature of the relationship resulted in 

the caregiver arranging to not personally care for their relative. For 

others, the caregiver's ability to live with the subject or offer a 

home was limited by other demands and stresses. For still others, the 

living arrangement was the choice of the subject, alone. During the 

data collection, it was interesting to note, for the subjects in the 

A/NR Group, often not only was the relationship between the subject and 

his family caregiver abusive and/or neglectful, but the other kinds of 

living arrangements were equally abusive and/or neglectful. For ex­

ample, the caregivers hired by the family member often abused or ne­

glected the subject in some way. Or, if the family caregiver owned the 

residence, the house was often in ill repair and the subject spent long 

periods of time with no contact from the caregiver. It seemed that the 

caregivers in the A/NR Group offered little protection or supervision 

to the subject that prevented abuses from other sources. For some fam­

ily caregivers it seemed that simply providing or arranging for a place 
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of residence for the subject, regardless of the quality of the living 

situation, discharged their obligation to the subject. The problems of 

elderly people in these other kinds of living situations require further 

study. 

Ability to Perform Activities of Daily Living. The Lawton and 

Brody (1969) Physical Self-Maintenance (PSMT) and Instrumental Activ­

ities of Daily Living (IADLT) Tools were used to assess these subjects 

perceptions of how capably they performed activities of daily living 

tasks as described in Chapter 2. Using Lawton and Brody's dichotomized 

scoring method, each subject was awarded one point if he was function­

ing at the highest levels described by the tools and zero points if he 

was functioning at a lower level. Table 9 demonstrates each daily liv­

ing activity (ADL) that was measured cross tabulated by the group as­

signment . 

From Table 9 it is apparent that although the differences be­

tween the two groups are not great, there are a greater percentage of 

the A/NR Group who scored zero in every category. In addition, for 

some activities the differences are rather wide. For example, the per­

cent of those in the A/NR Group who scored a zero in toileting, bathing, 

telephone use, shopping, housekeeping, medication administration, and 

handling finances as compared to those in the GR Group on the same 

items is noteworthy. 

Table 10 demonstrates the total scores on the PSMT cross tabu­

lated by group assignment. The total possible score on the PSMT is 
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Table 9. Subjects' Ability to Perform Activities of Daily Living 
by Group Assignment 

GR Group 
(N=44) 

A/NR Group 
(N=30) 

% scoring 1 % scoring 0 % scoring 1 % scoring 0 

PSMT 

Toileting 72.7 

Feeding 77.3 

Dressing 63.6 

Grooming 54.5 

Ambulation 13.6 

Bathing 56.8 

27.3 

22.7 

36.4 

45.5 

86.4 

43.2 

56.7 

73.3 

63.3 

53.3 

13.3 

43.3 

43.3 

26.7 

36.7 

46.7 

86.7 

56.7 

IADLT 

Telephone 
Use* 85.7 

Shopping 11.4 

Food Prepar­
ation 25.0 

Housekeeping 68.2 

Laundry 36.4 

Transporta­
tion 34.1 

Medications 59.1 

Finances 65.9 

14.3 

88.6  

75.0 

31.8 

63.6 

65.9 

40.9 

34.1 

72.0 

6.7 

26.7 

53.3 

33.3 

16.7 

46.7 

60.0 

28.0 

93.3 

73.3 

46.7 

66.7 

83.3 

53.3 

40.0 

*GR Group (N=42), A/NR Group (N=25); seven missing observations 
represent seven subjects who had no telephones. Two of these 
were in the Good Group and five were in the Abuse/Neglect Group. 
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Table 10. Total Physical Self Maintenance Tool Scores by Group 
Assignment 

GR Group A/NR Group 
(N=44) (N=30) 

Number of Points N % N % 

0 8 18.2 7 23.3 

1 2 4.5 2 6.7 

2 3 6.8 5 16.7 

3 4 9.1 1 3.3 

4 _ 9 20.5 3 10.0 

5 15 34.1 8 26.7 

6 3 6.8 4 13.3 

Total 44 100.0 30 100.0 
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six points. More individuals in the A/NR Group received a total score 

of zero on the PSMT. In addition, 61.4% of the individuals in the GR 

Group scored four or more total points on the PSMT as opposed to 50% of 

those in the A/NR Group. According to this tool, the abilities of 

those in the A/NR Group to care for themselves was further compromised 

than those in the GR Group. 

According to Lawton and Brody (1969), this tool can be used as 

a rough indication of the amount of care that an elderly individual re­

quires and the type of setting that would best meet their needs. They 

indicate that 

1. an individual scoring zero on this tool requires almost con­

stant supervision in an institutional setting; 

2. scores of two points indicate the need for protective cus­

tody; 

3. subjects admitted to mental institutions, in their study, had 

a mean score of 3.5 on this tool; and 

4. subjects in their study who applied for admission to a nurs­

ing home had a mean score of 4.1. 

Among the subjects in the current study, 

1. 15 individuals scored zero; 

2. 12 individuals scored either one or two; 

3. 17 individuals had scores of three or four; and 

4. 30 individuals had scores that exceeded 4.1. 

From this information, it is apparent that the subjects in the current 

study required a great deal of care to meet their daily needs. In 
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addition, a majority of the subjects had scores low enough to be 

considered eligible for institutional placement according to Lawton and 

Brody's (1969) criteria. 

Self-Assessed Social Networks. Information about two aspects 

of these subjects' social networks were collected in this study. First, 

the subjects were asked to indicate the number of individuals in each 

of seven categories who offered them emotional or social support (PSS). 

Among the subjects in the A/NR Group (Table 11), a greater percentage 

of subjects had zero individuals offering them support in every cate­

gory except "Family Who Visit." The percentage of subjects in the GR 

Group with zero "Family Who Visit" (Table 12) was equal to the percent­

age in the A/NR Group. In fact, a majority of subjects in the A/NR 

Group were supported by zero individuals in every category except 

"People Who Correspond." For the GR Group, a majority of subjects had 

no one to support in only two categories ("Close Friends Who Visit" and 

"Family Who Visit"). The ranges of individuals giving support in each 

category were also narrower for the A/NR Group. Therefore, not only 

did the subjects in the A/NR Group have more categories in which no one 

offered them support, they had fewer individuals overall in each cate­

gory. With the use of an F-test for comparing the mean responses by 

category, statistically, two differences were apparent between the 

groups. The A/NR Group had fewer "Friends Who Called on the Phone" 

(p <_ .01) and fewer "People Who Correspond" (p .05). These findings 

would support the Gelles (1972) argument that family violence is more 



Table 11. Abusive/Neglectful Relationship Group: Perceived Social Supports and Perceived 
Service Giving Supports by Group Assignment 

Numbers of People (N=29) 

0 1 2 3 4+ 
Ranges N % N % N % N % N % 

PSS 

Close Friends Who Visitt 0-5 19 63.3 3 10.0 5 16.7 2 6.7 1 3.3 

Neighbors Who Drop Int 0-4 17 56.7 8 26.7 4 13.3 0 0.0 1 3.3 

Friends Who Call on Phone+ 0-4 18 60.0 8 26.7 ' 2 6.7 0 0.0 2 6.6 

Family* Who Call on Phone 0-4 16 55.2 2 6.9 6 20.7 3 10.3 2 6.9 

Family* Who Visit 0-3 18 62.1 5 17.2 3 10.3 3 10.4 0 0.0 

People Who Correspond+ 0-5 14 46.7 6 20.0 8 26.7 0 0.0 2 6.6 

Church People Who Visitt 0-3 24 80.0 3 10.0 2 6.7 1 3.3 0 0.0 

PSGS 

Family Members* in House 
Available to Help 0-7 20 69.0 5 17.2 2 6.9 0 0.0 2 6.9 

People* Available to Call 
on in Times of Trouble 0-5 3 10.3 9 31.1 13 44.8 1 3.5 3 10.3 

Family Members* Outside 
House Available to Help 0-8 11 37.9 6 20.7 4 13.8 4 13.8 4 13.8 

Other People Available to Help 0-4 14 48.3 4 13.8 7 24.1 2 6.9 2 6.9 

Social Service Agencies 
Available to Help 0-5 5 17.2 12 41.4 8 27.6 3 10.3 1 3.5 

*Other than caregiver, + (N=29). 



Table 12. Good Relationship Group: Perceived Social Supports and Perceived Service Giving 
Supports by Group Assignment 

Numbers of People (N=44) 

0 1 2 3 4+ 
Ranges N % N % N % N % N% 

PSS 

Close Friends Who Visit 0- 7 23 52.3 8 18.2 6 13.6 3 6.8 4 9.1 

Neighbors Who Drop In 0- 3 21 47.7 9 20.4 9 20.5 5 11.4 0 0.0 

Friends Who Call on Phonet 0- 7 17 39.5 6 14.0 • 7 16.2 4 9.3 9 21.0 

Family* Who Call on Phone 0- 5 12 27.3 14 31.8 11 25.0 5 11.4 2 4.5 

Family* Who Visit 0-13 28 63.6 9 20.5 3 6.8 2 4.5 2 4.6 

People Who Correspondt 0-18 12 27.9 5 11.6 9 21.0 5 11.6 12 27.9 

Church People Who Visit 0- 3 32 72.7 7 15.9 3 6.8 2 4.6 0 0.0 

PSGS 

Family Members* in House 
Available to Help 0- 4 35 79.5 5 11.4 1 2.3 2 4.5 1 2.3 

People* Available to Call 
on in Times of Trouble 0-14 3 6.8 8 18.2 14 31.8 8 18.2 11 25.0 

Family Members* Outside 
House Available to Help 0-14 12 27.3 9 20.5 11 25.0 3 6.8 9 20.4 

Other People Available to Help 0- 5 16 36.4 9 20.5 10 22.7 4 9.1 5 11.3 

Social Service Agencies 
Available to Help 0- 4 8 18.2 22 50.0 9 20.5 3 6.8 2 4.5 

*0ther than caregiver, t (N=43). 
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frequent when there are fewer individuals to offer support and serve as 

a "social conscience" for the family. 

The subjects were also asked to rate the amount of support pro­

vided by each individual in each category. There was a statistical 

difference between the amount of support the subjects in the A/NR Group 

felt they received, overall, and the amount of support the subjects in 

the GR Group felt they received, overall (p <_ .001). Not only did the 

subjects in the A/NR Group report quantitatively fewer individuals of­

fering support, but qualitatively they reported less support from the 

individuals involved. 

The second aspect of social networks measured was the perceived 

service giving support network (PSGS). A greater percentage of sub­

jects in the A/NR Group had zero service giving supports in three cate­

gories (Table 11), "People Available to Call on in Times of Trouble," 

"Family Members Outside the Household Available to Help" and "Other 

People Available to Help.' The difference between the number of family 

members outside the household available to help was statistically dif­

ferent for the two groups (p .05). More subjects in the GR Group re­

ported having zero "Family Members in the Household Available to Help 

other than the Caregiver." In addition, a greater percentage of sub­

jects in the GR Group reported zero social service agencies giving as­

sistance. The subjects in the GR Group had a wider range of individuals 

to help in two categories ("People Available to Call on in Times of 

Trouble" and "Family Members Outside the Household Available to Help"). 

It would appear that in some categories of helpers, the subjects in the 



119 

A/NR Group were as isolated from help giving supports as they were from 

social supports. Subjects were also asked to rate the amount of help 

that each individual identified provided. There were no statistical 

differences between the amount of help perceived by the GR Group and 

the amount of help perceived by the A/NR Group. 

Abuse Report Form. For each subject in this sample, the refer­

ring nurses were asked to complete the Abuse Report From (ARF) (Block 

and Sinnott 1979). Table 13 demonstrates the responses noted for each 

group categorized by the types of abuse and the degree of severity. 

For the subjects in the A/NR Group, 16 of 22 possible types of physical 

abuse were identified by the referring nurses. The severity of the 

physical abuse ranged most commonly from one to three for the subjects 

in the A/NR Group with a severity of four or five being indicated in 

five and two categories respectively. For the GR Group, only three 

categories of physical abuse were indicated with each of these responses 

being indicated under mild severity. The range of scores possible for 

physical abuse was zero to 110. Among the A/NR Group, the scores ranged 

from zero to 31 and for the GR Group, the scores ranged from zero to 

one. A total of 51 subjects in the total sample received a score of 

zero under physical abuse. 

The range of scores possible for psychological abuse was zero 

to 40. Among the subjects in the A/NR Group, the scores ranged from 

zero to 32 with all of the categories of psychological abuse being iden­

tified. For the GR Group, only three categories of psychological abuse 



Table 13. Frequency of Responses on Abuse Report Form by Degree of Severity by Group 
Assignment 

GR Group (N=44) A/NR Group (N=30) 
Degree of Severity Degree of Severity 

mild moderate severe mild moderate severe 
Type of Abuse 0 1 2 3 4 5 1 2 3 4 5 

Physical 

Bruises, welts 1 
Sprains, dislocations 1 
Malnutrition, dehydration ' 1 2 3 1 
Wounds, cuts, punctures 1 2 
Bone fractures 1 
Direct beatings 2 
Lack of personal care 7 5 
Lack of food, inappropriate food 2 1 1 
Lack of medical care 1 4 1 1 
Lack of supervision 1 3 3 3 
Tied to chair 1 
Tied to btd 1 1 
Perineal exoriations 2 2 
Physical force used in care 1 
Inappropriate clothing 1 1 
Other 1 1 
Total 51 3 24 11 14 5 4 

Psychological 

Verbal assault 4 2 4 4 1 
Threat 1 3 1 1 1 
Fear 2 1 2 2 2 
Isolation 4 3 2 3 4 1 



Table 13. Frequency of Responses on Abuse Report Form by Degree of Severity by Group 
Assignment 

GR Group (N=44) A/NR Group (N=30) 
Degree of Severity Degree of Severity 
mild moderate severe mild moderate severe 

Type of Abuse 012345 12345 

Refusal of reasonable requests for 
diversion 

Use of derogatory terms to describe 
subject 

Usurping attention of health profes­
sional 

Other 
Total 43 

1 
2 
7 

1 
1 

3 

1 

14 

1 

9 
1 
15 

1 
1 
15 

Material 

Theft of money or property 
Misuse of money or property 
Total 68 

1 
1 

1 
1 

2 
2 

1 
1 
2 

Rights 

Forced into nursing home 
Forced to stay in home not desired 
Other 
Total 69 

1 

1 
3 
4 

Medical 

No medication purchased when prescribed 
No hearing aid when needed 

1 
1 



Table 13. Frequency of Responses on Abuse Report From by Degree of Severity by Group 
Assignment 

GR Group (N=44) A/NR Group (N=30) 
Degree of Severity Degree of Severity 
mild moderate severe mild moderate severe 

T y p e  o f  A b u s e  0 1 2 3 4 5  1 2 3 4 5  

Inappropriate medications (too much or 
too little), substance abuse en­
couraged 

Other 
Total 66 

3 
3 

1 
1 

1 
1 

Environmental 

Dirt in house 
Vermin in house 
Smell like urine 
Inadequate heating or cooling 
No food in house 
No means of summoning help 
No transportation for essential needs 
Other 
Total 57 

2 
2 

2 
1 
1 
2 
3 
1 
11 

2 
1 

5 
1 

2 
6 

N> 
M 
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were identified and the severity of abuse for the GR Group ranged from 

zero to two. A total of 43 subjects in the total sample received a 

score of zero for psychological abuse. 

Material abuse was represented by four categories of response 

on the tool but only two categories were used for the subjects in the 

total sample. For the subjects in the A/NR Group, both of these cate­

gories were represented with the full severity range used for one 

category ("Misuse of Money or Property") and only the "severe" response 

used for "Theft of Money or Property." The one subject in the GR Group 

who received a score under Material Abuse received five points under 

"Theft of Money or Property." This one subject had been assigned to the 

GR Group by the judge since this response was the only incident of abuse 

noted on his entire form. The range of possible scores for Material 

Abuse was 20 points. The range used for the A/NR Group was zero to 10; 

the range used for the GR Group was zero to five. A total of 68 sub­

jects in the entire sample received zero points under Material Abuse. 

Under Abuse of Rights on the ARF, there was a total of four re­

sponses. Only three of these were used by the nurses completing the 

tool. For the A/NR Group there was a total of four subjects identified 

for the Abuse of Rights each with a moderate degree of severity (score 

of three). For the GR Group, two subjects were identified under Abuse 

of Rights each with a mild degree of severity indicated (score of one). 

A total of 69 subjects received a score of zero for material abuse. 

Medical Abuse was represented by seven categories on the ARF of 

which only four were used by these nurses. Most of the responses for 
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the A/NR Group were in the "other" response category as were three of 

the four subjects so identified in the GR Group. Examples of these 

other types of Medical Abuse were: "caregiver not compliant with di­

rections of nurse," "caregiver does not keep medical appointments," 

"medicines just discontinued," and "no help given with needed treat­

ment." Of the possible 35 points under Medical Abuse, the subjects' 

scores in the A/NR Group ranged from zero to six and the scores for the 

GR Group ranged from zero to four. 

Under Environmental Abuse, eight categories are represented on 

the ARF. All eight of these were used for the subjects in the A/NR 

Group with the full range of severity represented. Only two of the 

eight categories were used for the subjects in the GR Group with two 

subjects receiving five points for "No transportation for essential 

needs," and two subjects receiving two points for "Other." A total of 

40 points was possible for the Environmental Abuse part of the ARF. 

For the A/NR Group, the scores ranged from zero to 28; for the GR Group, 

the scores ranged from zero to five. A total of 57 subjects received 

a zero score for Environmental Abuse. 

The total number of possible points on the ARF was 265. The 

range of scores for those in the A/NR Group was three to 83; the range 

of scores for those in the GR Group was zero to five. Table 14 shows 

the distribution of scores for the ARF by group. This table, combined 

with Table 13 shows the dilemmas faced by the referring nurses and later 

by the judge in determining group placement. The easiest form of abuse 

for the nurses and judge to agree upon were Physical, Psychological and 



Table 14. Summary of Total Points on Abuse Report Form by Group 
Assignment 
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GR Group A/NR Group 

Number of Points N % N % 

0 30 68.2 0 0 

1- 3 9 20.5 6 20.0 

4- 6 4 9.1 4 13.3 

7- 9 1 2.2 5 16.7 

10-12 0 0 5 16.7 

13-15 0 0 2 6.7 

16-18 0 0 2 6.7 

19-21 0 0 2 6.7 

22-24 0 0 0 0 

25-27 0 0 1 3.3 

28-30 0 0 1 3.3 

31-39 0 0 1 3.3 

40-90 0 0 1 3.3 

Total 44 100.0 30 100.0 
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Environmental abuse. The discrepancies came under Medical Abuse and 

Material Abuse. The one subject, for example, in the GR Group who re­

ceived seven points on the ARF was assigned to the GR Group by the 

judge because, in her judgment, the nurse's classification reflected 

subjectivity and cultural bias. From the comments that the nurse had 

written in on the ARF, the judge felt that the nurse was biased in her 

opinions of what constituted "good" care and lack of abuse. These com­

ments included "does not follow the direction of the nurse" and "no 

transportation for essential needs, does not keep all doctor's appoint­

ments." The judge determined this to be a bias in favor of patient 

compliance and not a reflection of abuse and/or neglect. Further in­

vestigations into what constitutes abuse and/or neglect of elderly 

individuals are warranted. 

Description of the Subjects' Caregivers 

The description of these related caregivers includes six major 

characteristics: age and gender, marital status, amount of education, 

occupation, perceived income comfort, perceived religiosity, and birth 

order. 

Age and Gender. The related caregivers in this sample ranged 

in age from 26 years to 84 years with a group mean of 58.66 and a modal 

age of 55.00. A total of 46 caregivers were female and 28 caregivers 

were male. Table 15 shows the distribution of caregivers by age and 

gender according to group assignment. 
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Table 15. Caregiver Age by Caregiver Gender by Group Assignment 

GR Group A/NR Group 
(N=44) (N=30) Total 

Female Male Female Male ^ 

Age Group N% N % N% N%N% 

20-29 1 3.4 2 13.3 0 0.0 0 0.0 3 4.1 

30-39 4 13.8 1 6.7 1 5.9 4 30.7 10 13.5 

40-49 1 3.4 1 6.7 2 11.8 1 7.7 5 6.7 

50-59 8 27.6 4 26.6 6 35.3 1 7.7 19 25.7 

60-69 7 24.2 0 0.0 3 17.6 2 15.4 12 16.2 

70-79 4 13.8 6 40.0 2 11.8 3 23.1 15 20.3 

80-89 4 13.8 1 6.7 3 17.6 2 15.4 10 13.5 

Total 29 100.0 15 100.0 17 100.0 13 100.0 74 100.0 
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Twenty-nine (65.9%) of the caregivers in the Good Group were 

female and 15 (34.1%) of the caregivers in that group were male. In 

the A/NR Group, the distribution of males and females was more even 

with 17 (65.7%) being female and 13 (43.3%) being males. 

Exactly 50% of the caregivers in each group were 60 or above 

and one-third of the caregivers were 70 or above. The distribution of 

gender by age category was different for the two groups. Male care­

givers in the A/NR Group were more frequently in the 30 to 39 year age 

category and the 70 to 79 years age category. Female caregivers in the 

A/NR Group were more frequently in the 50 to 59 year age category. 

Block and Sinott (1979) assert that the caregiver who is most likely to 

be an abuser is a middle-aged white female. These data supported that 

assertion with over one-third (34.8%) of all the caregivers in the A/NR 

Group being females between the ages of 40 and 69. The evidence, how­

ever, is not overwhelming when one considers that a similar proportion 

of female caregivers in the GR Group (36.6%) and a similar proportion 

of all the females in the sample (36.7%) were in that same middle-aged 

category. 

The mean caregivers ages for these groups was X = 58.23 with a 

standard deviation (s.d.) of 15.47 for the GR Group and X = 59.30 with 

a s.d. of 17.55 for the A/NR Group. These differences were not statis­

tically significant. 

Marital Status. Four categories of marital status were repre­

sented by these caregivers: currently married, widowed, divorced or 
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single, and common-law marriages. The majority of caregivers in both 

groups were married at the time the data were collected (Table 16). 

Interestingly enough a much larger percentage of the caregivers in the 

A/NR Group were married (82.1%) as compared to 70.5% of those in the 

GR Group. This supports the Block and Sinnott (1979) research that re­

ports that caregivers of abused elderly individuals tend to be indi­

viduals who are married and have the pressures of maintaining their own 

homes and families as well as caring for the needs of the elderly in­

dividuals. Of course, one must take into account in this current study 

that 17 of the caregivers 'in the GR Group and eight of the caregivers 

in the A/NR Group were married to the subjects for whom they provided 

care. Controlling for this factor leaves 14 (31.8%) of the caregivers 

in the GR Group married to someone other than the subject and 15 (53.6%) 

of the caregivers in the A/NR Group married to someone other than the 

subject. Again this is a striking difference supporting the Block and 

Sinnott work. In addition, it can be noted that few of the caregivers 

in the A/NR Group were single or divorced and the only two individuals 

living in common-law arrangements were in the A/NR Group. 

Amount of Education. The numbers of years of schooling for the 

caregivers in this sample ranged from zero to 19 years (Table 17). The 

caregivers in this sample were well educated as can be seen by the large 

majority of each group who attended high school and post-secondary pro­

grams. Interestingly enough more of the caregivers in the A/NR Group 

had post-secondary education than in the GR Group which may be an 
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Table 16. Caregiver Marital Status 

Marital Status 

GR Group 

N % 

A/NR Group 

N % 

Currently married 31 70.5 23 82.1 

Widowed 4 9.1 2 7.1 

Divorced or single 9 20.5 1 3.6 

Common-law arrangement 0 0 2 7.1 

Total 44 100.0 28 100.0 

Table 17. Caregiver Education by Subject Group Assignment 

GR Group A/NR Group 
(N=41) (N=26) 

Years of Schooling N % N % 

0- 9 5 12.2 3 11.5 

9-12 24 58.5 12 46.2 

12-19 12 29.3 11 42.3 

Total 41 100.0 26 100.0 
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artifact of the young male caregivers in the A/NR Group. The sample 

mean for caregiver education was X = 12.12 (N=74) with a s.d. of 3.28. 

The modal years of education for the total caregivers was 12.00. Be­

tween the groups there was no difference in the mean number of years of 

education (X = 12.12 for both). 

Occupation. The occupations of the caregivers varied widely 

(Table 18). The distribution of occupations between groups was fairly 

similar. Clerical workers, however, were more frequently found in the 

A/NR Group, and Craft Workers were more frequently found in the GR 

Group. Because of the size of this sample, it is difficult to deter­

mine if the occupations represented are at all typical or are merely 

an artifact of this particular sample. 

Perceived Income Comfort. Each subject was asked to project 

what he perceived as the income comfort level of his caregiver (Table 

19). Although the majority of subjects in both groups reported that 

their caregivers were moderately comfortable or below, proportionally 

fewer subjects in the A/NR Group saw their caregivers as at least mod­

erately comfortable and more saw their caregivers as somewhat or not at 

all comfortable. Although the difference was not statistically differ­

ent, this trend is interesting. Gelles (1972) reports that structural 

stress, which includes lack of income comfort is related to the fre­

quency of intrafamily violence. 
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Table 18. Caregiver Occupation by Subject Group Assignment 

GR Group A/NR Group 
(N=43) (N=28) 

Occupations N % N % 

Manager, Administrator, 
Business Owner 5 

Professional or Technical 
Worker 7 

Sales Worker 1 

Clerical Worker 4 

Operative or Skilled 
Worker 6 

Craft Worker 6 

Laborer 6 

Service Worker 1 

Housewife 7 

Total 43 

11.6 3 10.7 

16.2 4 14.3 

2.3 1 3.6 

9.3 6 21.4 

14.0 4 14.3 

14.0 1 3.6 

14.0 4 14.3 

2.3 0 0.0 

16.3 5 17.8 

100.0 28 100.0 
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Table 19. Caregiver Income Comfort by Subject Group Assignment 

Not at all Comfortable 

Somewhat Comfortable 

Moderately Comfortable 

Very Comfortable 

Extremely Comfortable 

Total 

GR Group A/NR Group 
(N=42) (N=28) 

N % N % 

7 16.7 

6 14.3 

23 54.7 

4 9.5 

2 4.8 

42 100.0 

7 25.0 

7 25.0 

8 28.5 

3 10.7 

3 10.7 

28 100.0 
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Perceived Religiosity. Although the subjects in this sample 

were not asked to comment on the actual religious preference of their 

caregivers, they were asked their perceptions of how religious their 

caregiver was (Table 20). The percentage of subjects in the A/NR Group 

who perceived their caregiver to be Not at all Religious was larger 

than the percentage of those in the GR Group. In addition, more sub­

jects in the GR Group than those in the A/NR Group perceived their care­

givers to be Very Religious. It is probably not surprising that 

individuals who are either abused or neglected by their caregiver tend 

to see their caregiver as not religious. However, this does not explain 

those individuals in the GR Group who saw their caregivers as Very Re­

ligious, since treating another person well is not necessarily an in­

dicator of strong religious beliefs. It may be that religiosity 

reflects the subject's perception that his caregiver ascribes to a per­

sonal philosophy, has a group affiliation outside of the family, and 

operates his life according to certain principles. This being the case, 

then those who meet these criteria could abuse and/or neglect less fre­

quently and those who do not meet these criteria could be expected to 

abuse and/or neglect more frequently. However, to determine the valid­

ity of this argument would require further study. 

Birth Order. The last variable measured that involved only the 

caregiver was the subject's report of the caregiver's birth order (Table 

21). To help interpret this table the following coding information is 

important. Subjects were asked for the birth order of their caregiver 
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Table 20. Caregiver's Religiosity by Subject's Group Assignment 

GR Group 
(N=41) 

A/NR Group 
(N=25) 

Religiosity N % N % 

Not at all Religious 9 22.0 10 40.0 

Somewhat Religious 4 9.8 1 4.0 

Moderately Religious 9 21.9 5 20.0 

Very Religious 11 26.8 4 16.0 

Extremely Religious 8 19.5 5 20.0 

Total 41 100.0 25 100.0 

Table 21. Caregiver's Birth Order by Subject's Group Assignment 

Birth Order 

GR Group 
(N=39) 

N % 

A/NR Group 
(N=23) 

N % 

Only Child 4 10.3 7 30.4 

Older Child 9 23.1 6 26.2 

Oldest Boy or Girl 13 33.3 2 8.7 

Youngest Child 2 5.1 3 13.0 

Youngest Boy or Girl 3 7.7 2 8.7 

Other 8 20.5 3 13.0 

Total 39 100.0 23 100.0 
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regardless of the relationships that the caregiver had to them. In 

other words, this information was gathered whether the caregiver was 

their child, spouse, sibling or any other relative. Second, the Old­

est Child and Youngest Child category took precedence over the Oldest 

Boy or Girl or Youngest Boy or Girl category. In other words, if the 

caregiver was the oldest boy in the family and also the oldest child, 

it was coded as the oldest child. If, however, the caregiver was the 

Oldest Boy and there were other siblings who were female and older, it 

was coded as the Oldest Boy. 

From the table it is apparent that over 50% of the caregivers 

in the A/NR Group were either the Only Child or the Oldest Child which 

is not true for those in the GR Group. Youngest children are also well 

represented in the A/NR Group and not in the GR Group. In addition, it 

is apparent from the table that the task of caring for an aged relative 

usually falls to either an only child, oldest child or oldest boy or 

girl. Surprisingly enough there was an equal distribution of oldest 

girls (9.5%, N=7) and oldest boys (10.8%, N=8) in the total sample even 

though there were more total female caregivers than males. These data 

support the notion that being older within the family of origin conveys 

certain responsibilities, such as the prerogative to care for an aging 

family member as well as certain personal characteristics such as ag­

gression and individuality (Forer 1976). 



137 

Description of the Interrelationships 
between Subjects and Caregivers 

Certain of the variables in this study described characteristics 

of the caregiving unit rather than characteristics of either the subject 

or the caregiver separately. These characteristics include the rela­

tionship between the subject and caregiver; age difference, cross sex 

index; differences in education, income comfort, and religiosity; and 

the total amount of stress. 

Relationship of Subject to Caregiver. The relationship of the 

subject to the caregiver is presented in Table 22. This table was sub­

divided by cohort groups in addition to types of relationships. There 

was actually very little difference between the groups either by type 

of relationship or by cohort group with two notable exceptions. First, 

all of the subjects whose relationships were either sibling or sibling-

in-law to the caregiver appeared in the A/NR Group. Although possibly 

an artifact of this sample, perhaps effects of sibiling rivalry do not 

disappear with advancing age making caregiving siblings more likely to 

abuse than other relatives. Second, fewer spouses were represented in 

the A/NR Group. This is, of course, an artifact of the large number of 

single subjects in this sample. 

Age Difference. A second variable measured between subjects 

and caregivers was age difference (Table 23). The hypothesis was that 

the wider the age difference the greater the incidence of abuse since 



Table 22. Relationship between Subjects and Caregivers by Group 
Assignment 
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GR Group A/NR Group 
(N=44) (N=30) 

N % N % 

Parent 21 47.8 13 43.3 

Parent-in-Law 1 2.3 0 0.0 

Step Parent 2 4.5 1 3.3 

Aunt or Uncle 2 4.5 2 6.7 

Cohort Total ' 26 59.1 16 53.3 

Spouse 17 38.6 8 26.7 

Sibling 0 0.0 4 13.4 

Sibling-in-Law 0 0.0 1 3.3 

Cousin 1 2.3 0 0.0 

Cohort Total 18 40.9 13 43.4 

Grandparent 0 0.0 1 3.3 

GRAND TOTAL 44 100.0 30 100.0 
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Table 23. Age Differences between the Subjects and Caregivers by 
Group Assignment 

GR Group A/NR Group 
(N=44) (N=30) 

Age Difference (in years) N % N % 

-10 to -1 5 11.4 3 10.0 

0 to 9 11 25.0 7 23.3 

10 to 19 3 6.8 3 10.0 

20 to 29 12 27.3 6 20.0 

30 to 39 8 18.2 9 30.0 

40 to 49 2 4.5 2 6.7 

50 to 59 2 4.5 0 0.0 

60 to 69 1 2.3 0 0.0 

Total 44 100.0 30 100.0 
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those with closer ages would be more closely identified with the 

subject and less likely to abuse and/or neglect. 

These frequency data show that the percentage of people in the 

categories of least age difference in both groups is approximately 

equal. A comparatively large percentage of subjects in the A/NR Group, 

however, were 30 to 39 years older than their caregivers. Using the 

cohort group as the explanatory base, it appears that the cohort most 

frequently in the A/NR Group in this sample was that composed of indi­

viduals who occupied an age position equivalent to a child born around 

/ 

the time the subject was 35. Caregivers who are over 40 years younger 

than the subject are those who are roughly equivalent in age to a grand­

child. Subjects who were 40 or more years older than their caregivers 

appeared more frequently in the GR Group. The differences between the 

mean age were not statistically significant. 

Cross Sex Index. The cross sex index variable was created to 

assess the effect of the gender of the caregiver compared to the gender 

of the subject (Table 24). The hypothesis underlying this variable was 

that if the subject and caregiver were of an opposite gender, the more 

likely abuse; and if the caregiver was a male, the more likely the 

abuse. Thus the variable was coded in the order presented in Table 24. 

Although the distribution among the four categories is fairly similar 

between the two groups, male caregivers caring for female subjects and 

male caregivers caring for male subjects are slightly more frequent in 
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Cross Sex, Male Caregiver 

Same Sex, Male Caregiver 

Cross Sex, Female Caregiver 

Same Sex, Female Caregiver 

Total 

GR Group 
CN=44) 

N % 

11 25.0 

4 9.1 

14 31.8 

15 34.1 

44 100.0 

A/NR Group 
(N=30) 

N % 

9 30.0 

4 13.3 

8 26.7 

9 30.0 

30 100.0 
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the A/NR Group. There are slightly more female caregivers caring for 

female subjects among the GR Group. 

Differences in Education. Income Comfort, and Religiosity. 

According to Gelles (1972) differences between two individuals contrib­

ute to acts of intrafamily violence. Three differences were computed 

for this study; difference in education (Table 25), differences in eco­

nomic comfort (Table 26), and differences in religiosity (Table 27). 

Greater educational differences were represented among the A/NR 

Group, however the numbers are not impressive. In addition, when the 

educational difference was small and the caregiver had more education 

than the subject, there was a tendency for the subject to be in the 

A/NR Group. Conversely, when the education difference was small and the 

subject had more education than the caregiver, there was a tendency for 

the subject to be in the GR Group. These differences were not statis­

tically significant. 

For the majority of subjects in this sample, there was either 

no difference in perceived income comfort or the subject perceived him­

self to be less comfortable than his caregiver. Although not signif­

icant, the A/NR Group was represented by a wider range of income comfort 

differences with fewer individuals perceiving themselves to be equally 

as comfortable as their caregiver. 

Both groups were fully represented in the total range of differ­

ences in religiosity. For the GR Group, 64.3% of the sample fell in 

the three categories that represented the subject as less religious 
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Table 25. Educational Differences between Subjects and Caregivers by 
Group Assignment 

Educational Difference 
(in years*) 

GR Group 
(N=41) 

N 

A/NR Group 
(N=25) 

% N 

-14 to -10 0 0.0 1 4.0 

- 9 to - 5 6 14.6 3 12.0 

- 4 to 0 23 56.1 16 64.0 

1 to 5 12 29.3 3 12.0 

6 to 10 0 0.0 1 4.0 

11 to 15 0 0.0 1 4.0 

Total 41 100.0 25 100.0 

*Educational Differences = Subject's Education (in years) = Caregiver's 
Education (in years). 
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Table 26. Differences in Income Comfort by Group Assignment 

GR Group A/NR Group 

Differences in <B=42> <N"28> 

Income Comfort* N % N % 

-4 0 0.0 1 3.6 

-3 0 0.0 1 3.6 

-2 2 4.8 1 3.6 

-1 5 11.9 4 14.3 

0 30 71.4 17 60.7 

+1 5 11.9 4 14.2 

Total 42 100.0 28 100.0 

*Difference in Income Comfort = Subject's Self-Reported Income Comfort 
- Subject's Perception of Caregiver's Income Comfort. 
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GR Group A/NR Group 

Differences in (N=42) (N=27) 

Religiosity* N % N % 

-3 1 2.4 1 3.7 

-2 11 26.2 5 18.5 

-1 15 35.7 7 26.0 

0 9 21.4 4 14.8 

+1 4 9.5 5 18.5 

+2 2 4.8 5 18.5 

Total 42 100.0 27 100.0 

*Differences in Religiosity = Subject's Self-Reported Religiosity 
- Subject's Perception of the Caregiver's Religiosity. 
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than the caregiver. Twenty-one and four-tenths percent of the GR Group 

reported no difference in religiosity at all. For the A/NR Group, 

there was a more even distribution of differences. Slightly over one-

third of the subjects fell in the categories that represented them as 

being more religious than the caregiver and 48.1% of the sample fell in 

the categories representing the caregiver as more religious than the 

subject. It would appear that differences of either type are related 

to subjects in the A/NR Group, whereas the direction of the difference 

was more important for those in the GR Group. 

The last variable measured that reflected the interrelationship 

between the caregiver and the subject was the amount of stress encoun­

tered by the subject and his caregiver in the past year. This variable 

was measured using the Rahe Life Change Units Scale (1974). Table 28 

presents the distribution of Life Change Units by group assignment. 

The literature on intrafamily violence indicates that the high­

er the stress level of the family the more likely the occurrence of 

abuse and/or neglect. According to these data, this assumption was not 

strictly true. High levels of stress were represented in both groups. 

However, Rahe (1974) indicates that there is a healthy baseline of 

stress that does not contribute to problems for an individual or his 

family. This baseline range is found in the 50 to 99 Life Change Units 

Range in Table 28. It can be observed that more individuals in the GR 

Group were in this baseline range than there were individuals in the 

A/NR Group. In addition, although a majority of both groups were found 

within the baseline range and two categories above it (100 to 149 and 


