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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, 



3 

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 
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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 
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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 



14 

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 
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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 

Family Structure 

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 
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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 



57 

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 



94 

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. 
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Assignment 

97 

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 



124 

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 



131 

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). 
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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 



Table 24. Cross Sex Index by Group Assignment 
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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. 



Table 27. Differences in Religiosity by Group Assignment 
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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 
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Table 28. Distribution of Life Change Units by Group Assignment 

GR Group A/NR Group 
(N=43) (N=29) 

Life Change Units N % N % 

0 to 49 2 4.7 1 3.4 

50 to 99 6 14.0 2 6.9 

100 to 149 13 30.2 9 31.0 

150 to 199 9 20.9 4 13.8 

200 to 249 2 4.7 5 17.2 

250 to 299 3 7.0 4 13.8 

300 to 349 5 11.6 2 6.9 

350 to 399 1 2.3 1 3.5 

o
 
o
 

to 449 1 2.3 0 0.0 

450 to 499 0 0.0 0 0.0 

500 to 549 0 0.0 0 0.0 

550 to 599 0 0.0 1 3.5 

600 to 649 1 2.3 0 0.0 

Total 43 100.0 29 100.0 
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and 150 to 199), 65.1% of those in the GR Group were found in these 

three ranges whereas only 51.7% in the A/NR Group were found in these 

three ranges. The greatest concentration of subjects in the A/NR Group 

were found above the baseline range whereas subjects in the GR Group 

were more evenly distributed throughout the total range of scores. 

These findings are particularly interesting when one considers 

that this investigator now questions whether the Rahe Life Change Units 

Scale is the most appropriate measure of stress among individuals who 

are elderly. The Rahe Scale does not adequately reflect the chronic 

and cumulative nature of stress for the elderly. For example, during 

the data collection, it was found that some subjects had lost as many 

as three friends through death in the past year. Chronic illness and 

progressive disability are both stressors that are not directly mea

sured by the tool. In addition, unemployment was found among several of 

the caregivers in this sample. The unemployment was by choice but was 

nonetheless related to the need to care for the subject. Even though 

the unemployment was chosen and unrelated to economic reversals, the 

caregivers still reported it to be stressful. There may, therefore, 

be a more appropriate tool to measure these kinds of stressors among 

elderly individuals and their related caregivers. 

Description of the Refusers 

Thirteen potential subjects refused to participate in this study 

during the initial contact. The method of refusal varied with some 

caregivers refusing for subjects because the subject was "too sick," 
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"could not be bothered" or "would get nothing from participating." 

Some subjects refused for themselves for the same reasons cited, and 

some refusers said they would like to participate but they would con

tact the investigator when they were ready. This never happened. Data 

were collected about these individuals from the agency records and from 

the nurses who had made the original referral. The nurses were unaware 

that the subjects had refused to participate. The information that was 

collected regarding these individuals was limited, but as much as pos

sible, each refuser had a PSTM, IADLT, and ARF completed. As much demo

graphic information as was,available was collected as well. 

The ages of the refusing individuals ranged from 65 years to 91 

years with a group mean of 77.54 (s.d. = 7.58) and a modal age of 75.00. 

The mean age of the refuser group was similar to that of the total 

sample (X = 78.42). The modal age for the refusers was about 10 years 

less than for the participants (84.00). Nine (69.2%) of the refusers 

were female and four (30.8%) were male. Eight of the refusers were mar

ried at the time they were contacted, three widowed and one was single 

or divorced. Two of the refusers lived alone, two lived with caregivers 

who owned the residence, two lived with caregivers in their own resi

dence, and seven lived in a residence that they mutually owned with 

their caregiver. 

Eight (61.5%) of the refuser group were classified by the nurses 

as being in the GR Group and five (38.5%) were classified by the nurses 

as being in the A/NR Group. On the ARF, the scores ranged from zero to 

78 for the refusers. The eight subjects classified in the GR Group had 
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three points or less on the ARF and the five subjects in the A/NR Group 

had scores that ranged from four to 78. The scores for these individ

uals ranged from one to five on the PSMT and from two to seven on the 

IADLT. Unlike those individuals who agreed to participate, none of 

these individuals obtained a zero score on either of these instruments 

indicating that as a group, the refusers were more functionally able 

to perform their own activities of daily living. 

The ages of the caregivers for the refusers ranged from 43 to 

99 with a mean age of 66.67 (s.d. = 15.74) and a modal age of 43. Al

though the mean age of these caregivers was higher than for the other 

caregivers (X = 58.66) the modal age was somewhat lower (55.00). Four 

of the caregivers were female and nine (69.2%) were male. This is in 

striking contrast to the subjects who participated where 65.9% were fe

male and 34.1% were male. Ten of the caregivers were married and two 

were single or divorced. 

The relationship between the caregivers and subjects varied lit

tle for the refuser group. Five caregivers (38.5%) were children of 

subjects, six (46.2%) were spouses, one was a sibling, and one was a 

child-in-law. The age differences between the refusing subjects and 

caregivers was much narrower than between the participants in the study 

(-5 to +41). 

Although it is difficult to draw conclusions about these few 

refusers, it appears that the major ways in which they differed from 

the acceptors was in their wellness and in the large number of male 

caregivers. 
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Reliability and Validity Testing 

The instruments for this study were tested for validity and 

reliability using the study sample to assess (1) the modifications 

made in the tools as a result of the pilot study and (2) to determine 

the amount of measurement error being introduced into the path models. 

The validity problem, of course, in testing the instruments with 

the study sample is that one cannot determine if the reliability mea

surements obtained are an artifact of the particular sample or if they 

are "true" estimates of reliability. However, for the purposes re

quired here, this testing "did permit an estimate of the amount of mea

surement error present. To some degree this testing also provided a 

means of limiting the measurement error in the modeling system as un

reliable items and/or scales could be deleted prior to the regression 

analysis. 

Generally, the validity and reliability testing used was an 

estimate of internal consistency. For each instrument the following 

estimates of internal consistency were computed: inter-item correla

tions, inter-scale correlations, part-to-whole correlations for items 

and subscales and the standardized Cronbach's alpha coefficient. In

ternal consistency reflects instrument reliability because it estimates 

the accuracy with which all items and/or subscales measure the underly

ing tool dimension. Assuming that the total score for each scale , Xtt, 

equals variance that is created by the "true" phenomenon measured, Xt, 

and variance that is created by measurement error, X , then X„. = X. e tt t 

+ Xg, the internal consistency coefficients computed produce an 
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estimate of "true" variance (Kerlinger 1973). Internal consistency 

coefficients assume that "the sources of random error affecting the mag

nitude of r(XjX2) are due solely to inadequacies of the measurement pro

cedure (and) the resulting value is referred to as a coefficient of 

precision" (Martuza 1977, p. 124). 

Construct validity for the measurement instruments was based on 

theoretical predictions and estimated in two ways: first through the in

ternal consistency measures and second by the statistical technique of 

factor analysis. Internal consistency measures reflect construct valid

ity, to a certain extent, because they estimate the degree to which items 

and/or subscales share the variance of, presumably, one underlying con

struct. Assuming that construct validity, V , equals the common vari

ance between items or scales which measure a single theoretically 

predicted construct, V , plus variance that is specific to individual 

items or scales, V , plus variance created by measurement error, V , then 

V = V + V + V (Kerlinger 1973). The internal consistency measure 
tt c s e 

provides a means of estimating the amount of common variance, V , when

ever the constructs are theoretically predicted prior to testing. "Be

cause it (internal consistency) helps to characterize the behavior domain 

or trait sampled by the test, the degree of homogeneity of a test has 

some relevance to its construct validity"' (Anastasi 1976, p. 155). In

ternal consistency, however, does not provide information about the rela

tive structures of the subscales within a tool, or whether one or more 

subscales are present. For this reason, although internal consistency 

measures were used to make tool revisions, the second estimate of con

struct validity, factor analysis, was then used to confirm the revisions. 
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Factor analysis also addresses the issues of common variance. 

In addition, it permits the researcher to identify the number of under

lying dimensions (constructors or factors) within a scale of subscale. 

Because the investigator has predicted, theoretically, in advance, the 

number and name of dimensions within a particular instrument, confirma

tion of these predictions through factor analysis lends support to 

claims for construct validity (Anastasi 1976; Kerlinger 1973). 

The following decision criterion was used in the tests for 

validity and reliability. A fairly high reliability coefficient was re

quired of these data because estimates of validity are attenuated by 

the reliability coefficient squared. The rule used in this analysis 

for determining acceptable reliability estimates, unless otherwise in

dicated, was that any scale that failed to achieve a standardized Cron-

bach's alpha ot = .80 or greater was dropped from the further analysis 

or modified prior to introduction into the regression equations. 

Inter-item correlations were considered acceptable in a range between 

r = .30 and r = .60. Interscale correlations were considered accept

able in the range of .60 to .75, as were part-to-whole correlations. 

No tool modifications were based on the results of the factor analysis. 

The factor coefficients reported here are simply a reflection of the 

construct validity of the final instruments. Factors were determined 

when the loading coefficient was .50 or above. The type of factor anal

ysis performed was analysis for principal components with iteration using 

an orthogonal rotation (varimax) which maximizes the variance of the 

squared loadings in each column (Kim 1975). 
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The validity and reliability testing section of this chapter is 

divided into six subsections, one for each of the six major tools used in 

the study. A total of 74 data sets were used in this analysis unless 

otherwise indicated. In this analysis and in the following sections all 

missing data were delected from the analysis. Thus if any portion of 

data was missing from a set, the entire set was deleted. This, of 

course, biased the data analysis in favor of subjects who were capable of 

completing all scales and left information about subjects with less 

stamina or less ability to respond to questions missing. 

Sef-Assessed Activities of Daily Living 

Two instruments, both created by Lawton and Brody (1969), were 

combined to measure the subject's self-assessed ability to perform activ

ities of daily living. These tools were the Physical Self Maintenance 

Tool (PSMT) and the Instrumental Activities of Daily Living Tool (IADLT) 

(Appendix A). Using the revised scoring described in Appendix E, the 

standardized alphas for these two instruments were a = .92 for the PSMT 

and a = .90 for the IADLT. Each tool, therefore, precisely measured a 

single underlying concept. The inter-item correlations for the PSMT 

ranged from r = .42 to .88 (Appendix M) and the part-to-whole correla

tions ranged from r = .74 to .93 (Appendix M). For the IADLT, the inter-

item correlations ranged from r = .29 to .81 (Appendix M), with the 

part-to-whole correlations ranging from r = .45 to .85 (Appendix M). The 

standardized alpha for the combined tools was a - .93 justifying Lawton 

and Brody's assertion that a single combined score can be used in data 

analysis. 
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Lawton and Brody (1969) assert that these two tools measure 

different aspects of the same construct (the ability to perform activ

ities of daily living). This claim is partially supported by the corre

lation between the PSMT and IADLT (r = .73). This correlation 

coefficient was high enough to indicate there is a relationship between 

the two tools, yet low enough to indicate that each tool has some unique 

variance in addition to the variance it shares with the other. Lawton 

and Brody's assertion is also supported by the factor analysis results. 

The combination of the PSMT and IADLT contained two factors or constructs 

(Table 29). With the exception of one item (physical ambulation), the 

items comprising the PSMT were clearly identifiable within Factor 1. 

Within Factor 2 the items of the IADLT were not nearly so clear. With 

the exception of three items (shopping, housekeeping, and laundry), the 

items of the IADLT shared variance almost equally between Factors 1 and 

2. In some cases, the IADLT contributed more variance to Factor 1 than 

to Factor 2. As a result, Factor 1 accounted for 85.4% of the variance 

of the total tool. Of the two, the IADLT had less construct validity 

and was a weaker instrument. 

Self-Assess Social Networks 

The subjects' self-assessed social networks were measured during 

two instruments developed by this investigator. The first was the Per

ceived Social Supports Tool (PSST) (Appendix I); the Second was the 

Perceived Service Giving Supports Tool (PSGST) (Appendix J). Although 

the validity and reliability was not as expected, from a theoretical 

standpoint, the results of this testing probably reflected more a lack of 
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Table 29. Physical Self Maintenance Tool and Instrumental Activities 
of Daily Living: Varimax Rotated Factor Matrix after 
Rotation with Kaiser Normalization 

Factor 1 Factor 2 

PSMT 

Toilet .619 .185 

Feeding .756 .209 

Dressing .905 .227 

Grooming .908 .291 

Physical Ambulation - .602 .461 

Bathing .800 .339 

IADLT 

Telephone use .467 .329 

Shopping .232 .817 

Food Preparation .463 .656 

Housekeeping .459 .736 

Laundry .175 .813 

Transportation .162 .598 

Medications .596 .419 

Finances .495 .607 
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fit with the internal consistency measurement model than a problem with 

instrument validity. 

One assumption of the instruments was that each kind of individ

ual who could potentially contribute to the support system would do so in 

a similar way. Therefore internal consistency was predicted. Two alpha 

coefficients were computed for each of the tools; one to reflect the 

homogeneity of subject responses to the number of individuals in each 

category and the second to reflect the homogeneity of responses to the 

subject's judgments about each individual. For the PSST, the alpha co

efficients for each of these were a = .46 and a = .43 respectively. For 

the PSGST, the standardized alphas were a = .14 and a = .28 respectively. 

The inter-item correlations for each of these tools demonstrated little 

commonality between items (Appendix M). 

The use of factor analysis did not demonstrate internal consis

tency with the tools either. Analyzing each tool (number and judgment) as 

a separate subscale for the PSST revealed three factors present with most 

items sharing variance equally between two or more factors. The factor 

analysis of the PSGST was somewhat clearer. For the total reflecting num-

ers of individuals who help, two subscales were represented (Table 30. 

The factors roughly separated according to family members and nonfamily 

who helped. Three factors were present for the total subscale reflecting 

the amount of help individuals were perceived to give. None of these 

factors, however, corresponded to those in Table 30, which conceptually, 

they should have. Since the measurement model underlying factor analysis 

and the alpha coefficient are the same, factor analysis should not have clar

ified the problem if these tools did not conform to this measurement model. 
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Table 30. Perceived Service Giving Supports Tool: Varimax Rotated 
Factor Matrix after Rotation with Kaiser Normalization 

Factor 1 Factor 2 

Family Members within the 
Household who Help .061 .652 

People who would Help 
in Times of Trouble .700 .135 

Family Members outside 
of the Household 
Available to Help .756 .227 

Others who Help _ .069 .426 

Social Service Agencies 
who Help .024 .138 
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Since, conceptually, the items on the PSST and PSGST reflected 

appropriate indices for the concepts identified, an alternate interpre

tation of the reliability findings was necessary. Apparently, the 

items which constituted the PSST and PSGST contributed to the Social 

Supports Network concept as functional alternatives. In other words, 

an elderly individual did not need to have an individual represented in 

each category in order to have an adequate social supports network. 

Rather, one or two categories of supporters may have been enough if 

those supporters contributed support that was considered, by the sub

ject, to be important. Further study is required for these tools. 

Since these instruments did not represent a single scale, they were de

leted from the regression analysis. The information gathered by their 

use has previously been reported (Tables 11 and 12). 

Roles Devised for Self Tool 

As described in Chapter 2, the tool used in this study to mea

sure the subject's perception of his own roles (RT) was an adaptation 

of the Ide Self-Assessed Level of Adaptation Tool (1978) (Appendix H). 

This measurement instrument contained six roles assumed by elderly in

dividuals and one criterion validity item crossed by two of the semantic 

differential dimensions (evaluation and potency) (Osgood et al. 1971). 

One of the six roles (significant other) was subdivided into component 

parts (parent, spouse, etc.) and selectively presented to the subjects 

depending on their relationship to their related caregiver. The range 

of the inter-item correlations by subscale for this were at the upper 
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end of the scale as were the within subscale part-to-whole correlations 

(Table 31) reflecting a multicolinearity problem. The subscale stan

dardized alphas were also high (see Appendix M for correlation 

matrices). The proposed criterion validity item produced low correla

tion coefficients with the individual subscales demonstrating that the 

stem "As a person I feel" is not a valid reflection of how elderly in

dividuals perceive their various roles. 

The total alpha for the RT was a = .92. The part-to-whole cor

relations for each subscale to the total tool score ranged from r = .30 

to .80 (Appendix M). Analyzing each of the semantic differential 

dimensions of the tool yielded a = .84 for the evaluation dimension 

with a part-to-whole correlation range of r = .40 to .79 (Appendix M), 

and a = .84 for the potency dimension with a part-to-whole correlation 

range of r = .28 to .83 (Appendix M). The use of a combined tool 

score for analysis was not only justified but shown to produce a lower 

estimate of measurement error. In addition, multicolinearity was 

demonstrated by the correlations between the evaluation and potency 

dimension of the tool and the total RT (Table 32). As a result, only 

the total score (RDFS) was used in the regression analysis instead of 

the total score and each dimension individually as originally proposed. 

The factor analysis of the RT is particularly interesting. The 

six subscales, corresponding to the six roles, are clearly apparent 

from the data. Combining the subscales into a total tool, the factor 

analysis showed that the RT actually contains two and not one dimension 

(Table 33). It appears that Factor 1 represents instrumental roles 
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Table 31. Subscale Reliabilities for the Role Tool 

Range of Range of Part- Intra-scale 
Subscale Inter-item to-whole Standardized 
Name N Correlations Correlations Alphas 

Aging Person 57 .504 to .811 .806 to .935 .891 

Help Giver 59 .801 to .890 .924 to .947 .951 

Advice Giver 58 .510 to .751 .807 to .892 .877 

Family Member 53 .599 to .823 .832 to .903 .891 

Decision Maker 59 .746 to .812 .781 to .881 .849 

Significant 
Other 59 .941 to .992 .300 to .503 .991 

Table 32. Pearson Correlations between Tool Dimensions and Total Role 
Tool 

Evaluation Potency Total 

Evaluation 

Potency 

Total 

1.0 

.921 

.980 

1.0 

.980 1.0 
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Table 33. Substantive Scales of the Role Tool: Varimax Rotated 
Factor Matrix after Rotation with Kaiser Normalization 

Factor 1 Factor 2 

Aging Person .732 .112 

Help Giver .871 .200 

Significant Other -.157 .801 

Advice Giver .535 -.006 

Family Member .374 .502 

Decision Maker - .653 -.114 
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related to the individual himself whereas Factor 2 represents outward 

roles which involve other individuals. Factor 1 explains 70.8% of the 

variance in this tool, leaving 29.2% explained by Factor 2. 

Every semantic differential instrument should factor according 

to the underlying dimensions proposed by Osgood et al. (1971) which are 

in this case the evaluation dimension and the potency dimension. Anal

ysis of the RT did not show this to be clearly the case (Table 34). 

For the evaluation dimension, "successful" and "worthwhile" were the 

key words used. The subjects in this sample used these words similar

ly for significant other and family member (Factor 1), for help giver 

and advice giver (Factor 2), for decision maker (Factor 3) and for 

aging person (Factor 4). The potency dimension was tapped in this tool 

with the key words "capable" and "confident." The subjects used these 

words similarly for aging person, help giver, and decision maker (Fac-

tore 1), and for significant other (Factor 2). Although four factors 

were apparent in the analysis of the potency dimension, advice giver 

and family member are not clearly represented by any factor. Despite 

the high internal consistency obtained for all aspects of the RT, the 

construct validity as demonstrated by factor analysis is not as well 

supported as would be desired. 

Expectations versus Perceptions of Alter 

The arithmetic difference between scores in two tools used 

in this study was to constitute the measurement of the concept: expec

tations versus perceptions of alter. These two tools, the Expectations 
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Table 34. Semantic Differential Scales of the Role Tool: Varimax 
Rotated Factor Matrix after Rotation with Kaiser Normal
ization 

Factor 1 Factor 2 Factor 3 Factor 4 

Evaluative Dimension 

Successful (AP) .122 .222 .126 .732 
Worthwhile (AP) .121 .219 .363 .753 
Successful (HG) .083 .638 .498 .022 
Worthwhile (HG) .208 .704 .534 .069 
Successful (SO) .876 -.065 -.147 .039 
Worthwhile (SO) .905 -.016 -.092 .153 
Successful (AG) .023 .762 -.019 .229 
Worthwhile (AG) -.010 .672 .184 .265 
Successful (FM) .561 .113 .217 -.006 
Worthwhile (FM) .554 .324 .312 .257 
Successful (DM) .077 .094 .733 .237 
Worthwhile (DM) -.087 .259 .791 .218 

Potency Dimension 

Capable (AP) .626 -.035 -.072 .031 
Confident (AP) .793 -.121 -.173 .036 
Capable (HG) .884 .065 .096 -.432 
Confident (HG) .643 .125 .116 -.385 
Capable (SO) .172 .852 -.162 .262 
Confident (SO) .002 .870 -.046 .231 
Capable (AG) .693 -.033 .466 .290 
Confident (AG) .496 -.113 .689 .325 
Capable (FM) .552 .297 .005 .180 
Confident (FM) .397 .439 -.010 -.232 
Capable (DM) .711 -.292 -.370 .239 
Conf ident (DM) .776 -.283 -.405 .251 

AP = Aging Person, HG = Help Giver, SO = Significant Other, AG = Advice 
Giver, FM = Family Member, DM = Decision Maker. 
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of Alter Tool (EOAT) and the Perceptions of Alter Tool (POAT) Appendix 

G) were designed by this author. For the EOAT, the total tool standard

ized alpha was a = .90 (N=44). The inter-item correlations for the 

EOAT ranged from r = .19 to r = .68 (Appendix M). The part-to-whole 

range for the EOAT was from r = .29 to r = .57 with all but two of the 

eight correlations .42 or above (Appendix M). For the POAT, the total 

tool standardized alpha was a = .92 (N=52). The inter-item correla

tions for the POAT ranged from r = .29 to r = .81 (Appendix M). The 

part-to-whole correlations for this tool ranged from r = .40. It was 

not surprising that the amount of shared variance between the two tools 

was only moderate when one considers the tool constructions. Although 

the forms were approximately parallel in format, the conceptual orien

tation required to complete the tool was slightly different. The EOAT 

required the subject to conceptualize "all related caregivers" in the 

same category as his caregiver, for example "all sons," or "all hus

bands," where as the POAT required the subject to conceptualize "his 

own related caregiver." Making this distinction was difficult for some 

subjects as was clearly conceptualizing what was being asked. Since 

there were only 15 data sets in the A/NR Group for whom both tools were 

complete, and both were required to complete the D(EOA-POA), only the 

EOAT was used in the multiple regression analysis. 

Factor analysis of this tool revealed the following. The EOAT 

contains two factors or constructs (Table 35). This factor analysis is 

rather difficult to interpret since several items share variance 
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Table 35. Expectations of Alter Tool: Varlmax Rotated Factor Matrix 
after Rotation with Kaiser Normalization 

Factor 1 Factor 2 

Affection .583 .588 

Dependability .777 .327 

Conduct .342 .407 

Trustworthiness .899 .246 

Belonging .383 .790 

Sharing .461 .562 

Seeking Advice .099 .741 

Honesty .691 .221 
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almost equally between the factors. Clearly dependability, 

trustworthiness, and honest "belong" to Factor 1. These represent 

character traits of a caregiver. Belonging and seeking advice load 

clearly on Factor 2. These are actions that caregivers perform in re

lation to the subjects. The others (affection, conduct, and sharing) 

would require secondary analysis to clearly interpret. The lack of 

clarity found in the factor analysis probably reflects the difficulty 

with which many of the subjects conceptualized the items on the tool. 

The Broussard (1964) concept was difficult for many of these elderly 

individuals to grasp. The'POAT factor analysis suggests construct 

validity. As predicted, one factor was represented in this tool. 

Negative Mood States 

As previously described, the tool used in this study to oper-

ationalize Negative Mood States was the Profile of Mood States Tool 

(POMS) (McNair et al. 1971) (Appendix D) which measures five negative 

mood states including: tension-anxiety (T/A); depression-dejection 

(D/D); anger-hostility A/H); fatigue-inertia (F/I); and confusion-

bewilderment (C/B). During the pilot study, the subscales of this tool 

failed to achieve the level of internal consistency reported in the lit

erature (Appendix E) which was not surprising when one considers the 

differences between the population on which it was standardized and the 

sample in this present study. However, because of that finding and the 

results of the analysis reported below, the tool subscales could not be 
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introduced into the path models without modifications. The modifica

tions made are explained below. 

Tens ion-Anxiety. The standardized alpha for this unmodified 

subscale was a = .63 which failed to achieve the decision level of 

a = .80. The range of the inter-item correlations for the unmodified 

T/A subscale was from r = .04 to 4 = .55 (Appendix M). The part-to-

whole correlations for the unmodified subscale ranged from r = -.30 to 

r = .76 (Appendix M). As McNair et al. (1971) note, this subscale con

tained one inverted item (relaxed) which accounts for the one negative 

part-to-whole correlation shown here. 

Although hone of the items were uniformly uncorrelated with 

other items indicating a questionable item, two items accounted for the 

lowest inter-item correlations overall. These were "anxious" and 

"shaky." During the tool modification procedure, these tool items were 

omitted from the T/A sctle. The best standardized alpha computable 

with a stepwise procedure was a = .79. This was obtained by omitting 

"shaky" from the scale, retaining "anxious" and inverting "relaxed." 

The tool in this form was used to compute the score that was introduced 

into the regression equations. 

Depression-Dejection. The inter-item correlations of the D/D 

scale ranged from r = .00 to r = .56. Two items in the scale did not 

correlate with other items uniformly. These were "unworthy" and 

"sorry." With these two items in the scale, the standardized alpha was 
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a = .78. Removing these two items in a stepwise fashion produced a 

standardized alpha of a = .82 which exceeded the decision level. The 

modified D/D scale had an inter-item correlation range of r = .02 to 

r = .56 and a part-to-whole range of r = .40 to r = .56 (Appendix M). 

The D/D scale was computed for introduction into the regression equa

tions with these two scales omitted. 

Anger-Hostility. The standardized alpha for the A/H scale was 

a = .83. There were, therefore, no modifications made in this tool. 

The inter-item correlations for the A/H subscale ranged from r = .01 to 

r = .73 with the majority of these correlations between r = .21 and 

r = .39. The part-to-whole range for the A/H subscale was from r = .30 

to r = .78 (Appendix M). 

Fatigue-Inertia. The inter-item correlations for the F/I sub-

scale ranged from r = .04 to r = .51 with the majority of these correla

tions falling between r = .21 and r = .45. As a total scale, the 

standardized alpha was a = .79 analyzing the scale as recommended by 

McNair et al. Although this F ibscale could have been brought into an 

acceptable internal consistency estimate by omitting items, this author 

decided to omit the scale from further analysis. The F/I scale contains 

only seven items. Omitting items from the scale would have reduced the 

number of items significantly. In addition, as a reflection of abuse 

and/or neglect, the F/I subscale is probably the weakest, conceptually, 

of the POMS. 
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Confusion-Bewilderment. The items which constitute the C/B 

subscale were probably the most difficult for the subjects in this 

sample to answer. Many of the subjects were uncomfortable responding 

to items relating to mental status which is not surprising considering 

that many elderly people feel that attributes such as "forgetfulness" 

and "uncertain about things" is an indication of impending senility. 

This observation was supported by the standardized alpha obtained for 

the subscale (a = .61). The inter-item correlations ranged from r = .06 

to r = .50 with the part-to-whole correlations ranging from r = .22 to 

r = .33. Like the F/I subscale, the C/B subscale contains only seven 

items. The omissions that would have been necessary to raise the in

ternal consistency measure would have significantly reduced the number 

of items in a scale whose validity was questionable from the start. As 

a result, this subscale was omitted from further analysis. 

As was the case in this study, when a measurement instrument is 

used with a sample that is different from that on which the original 

tool testing was done, it is difficult to anticipate the degree to which 

validity will be attenuated. During the data collection, it was ap

parent that the elderly subjects did not always interpret the words in 

the same way they were intended by the authors of this tool. For ex

ample, "anxious" was often interpreted by the subjects in this sample 

to mean "anticipating" rather than "tense." Many subjects attributed 

a positive and not a negative meaning to this word. Several words 

seemed to have "loaded" meanings for the subjects in this study. For 

example, "spiteful," "ready to fight," and "worthless" often produced 
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derogatory comments from the subjects to the data collectors. Several 

Individuals did not understand the meaning of such words as "bushed," 

"muddled," and "deceived." These words frequently required explana

tion. The subjects usually laughed at the word "forgetful" and made a 

comment about getting old and its association with forgetfulness. Even 

with the small sample size, the factor analysis produced some estimate 

of the degree to which the validity of this tool was jeopardized with 

this sample. 

Using the straightforward principal components analysis, these 

data showed 17 separate factors present within this tool. A detailed 

analysis of these 17 factors is beyond the scope of this study. Their 

presence however, needs to be acknowledged. Forcing the principal com

ponents analysis by indicating the presence of six factors, as predicted 

by McNair et al. (1971), resulted in rough parallels to the subscales 

reported by the authors (Table 36). Factor 1 roughly corresponded to 

the subscale of vigor-activity identified by McNair et al. (1971). A 

total of 15 items loaded on Factor 1, six of which were a part of the 

seven item vigor-activity subscale. Seven of the items in Factor 1 were 

neutral items that McNair et al. (1971) had assigned to no scale. All 

of these seven items were positive such as "friendly," "sympathetic," 

and "good natured." One of the remaining items was an inverted item 

from the C/B subscale (efficient) and the other was an inverted item 

from the T/A subscale (relaxed). Factor 2 roughly corresponded with 

the F/I subscale. Six of the seven item F/I subscale were represented 

in the 14 items that loaded on Factor 2. "Angry" (A/H), "tense," 



Table 36. Six-Factor Analysis of the Perception of Hood States: Varimax Rotated Factor 
Matrix after Rotation with Kaiser Normalization 

Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 

I ten Item Item Item Item Item 

No. Item Scale No. Item Scale No Item Scale No. Item Scale No. Item Scale No. Item Scale 

1 Friendly N 2 Tense T/A 12 Peeved A/H 2 Tense T/A 6 Clear Headed N 23 Unworthy D/D 

6 Clear Headed N 3 Angry A/H 17 Grouchy A/H 8 Confused C/B 9 Sorry for D/D 24 Spiteful A/H 
Things 

X5 Active V/A 4 Horn Out F/I 18 Blue D/D 14 Sad D/D 35 Lonely D/D 
10 Shaky T/A 

13 Considerate N 11 Listless F/I 39 Bitter A/H 16 On Edge T/A 44 Gloomy D/D 
28 Unable to C/B 

19 Energetic V/A 21 Hopeless D/D 41 Anxious T/A 18 Blue D/D Concentrate 52 Deceived A/H 

22 Relaxed T/A 27 Restless T/A 42 Ready to Fight A/H 22 Relaxed T/A 51 Alert V/A 61 Terrifled D/D 

25 Syapathetlc S 34 Nervous T/A 45 Desperate D/D 24 Spiteful A/H 59 Forgetful 62 Guilty D/D 

30 Helpful N 32 Discouraged D/D 47 Rebellious A/H 26 Uneasy T/A 

38 Cheerful V/A 40 Exhausted F/I 48 Helpless D/D 27 Restless T/A 

43 Good Natured N 46 Sluggish F/I 53 Furious A/H 37 Muddled C/B 

54 Efficient C/B 49 Weary F/I 57 Bad Tempered A/H 50 Bewildered C/B 

55 Trusting N 58 Worthless D/D 58 Worthless D/D 

56 Full of Pep V/A 65 Bushed F/I 

60 Carefree V/A 

63 Vigorous V/A 

N - Neutral, V/A • Vigor/Activity• T/A * Tension/Anxiety, C/B * Confusion/Bewilderment* F/I * Fatigue/Inertia, D/D * Depression/Dejection, 
A/H • Anger/Hostility 

^4 
to 
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"restless," and "nervous" (T/A), and "worthless," "discouraged," and 

"hopeless" (D/D) also loaded on this factor. Factor 3 roughly corres

ponded to the A/H subscale with seven of the 12 item A/H subscale load

ing on this 12 item factor. Four of the 12 items loading on Factor 3 

were from the D/D subscale and one item was from the T/A subscale. 

Factor 4 roughly corresponded to the T/A subscale. Five of the nine 

items from the T/A subscale loaded on this factor. Six other items 

were represented in Factor 4: three from the C/B subscale, two from 

the D/D subscale, and one from the A/H subscale. Only six items loaded 

on Factor 5. This factor roughly corresponded with the C/B subscale. 

Although only two items were actually from the C/B Subscale, two others 

"clear headed" and "alert" were inverted items referring to mental 

status. The remaining items in Factor 5 were "shaky" and "sorry for 

things done." Factor 6 corresponded roughly to the D/D subscale. Of 

the seven items loading on Factor 6, five were from the subscale D/D. 

The other two, "spiteful" and "deceived," were from the A/H subscale. 

For the purposes of this study, the three subscales of the POMS 

(T/A, A/H, and D/D) were computed as modified and entered into the path 

analysis equations. It should be obvious, however, that there was an 

attenuation to the validity of this instrument and that further study 

needs to be completed before this tool is entirely satisfactory for use 

with an elderly population. 
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Abuse Report Form (ARF) 

The tool used to measure abuse and/or neglect in this study was 

the ARF (Block and Sinnott 1979) (Appendix K). No previous reliability 

information is reported on this tool but it was assumed by this inves

tigator to conform to a certain degree to the measurement model under

lying internal consistency measurement. The reliability was not, 

however, expected to be totally satisfactory since many of the items 

on the ARF are functional alternatives of others and all do not need 

to be present for abuse to occur. The first internal consistency com

putations showed that three subscales, Physical Abuse, Abuse of Rights, 

and Medical Abuse, were not computable because each subscale contained 

items with zero variance. The Psychological Abuse subscale had a re

liability coefficient of a = .71 and the Environmental Abuse subscale 

had a reliability coefficient of a = .88. In addition, the intra-scale 

correlations (Appendix M) showed that one subscale, Abuse of Rights, 

was not correlating well with the others. 

During the tool revisions, all items having zero variance were 

deleted from the subscales. As a result the final subscale reliability 

coefficients were: Psychological Abuse a = .80; Medical Abuse a = .06; 

and Abuse of Rights a = -.06. The part-to-whole correlations between 

subscales and the total score were Physical Abuse, r = .80, Psycholog

ical Abuse, r = .83; Material Abuse, r = .78; Medical Abuse, r = .55, 

and Environmental Abuse, r = .86. The tool was introduced into the re

gression equations in its final form with items have zero variance 

deleted and with the Abuse of Rights subscale deleted. 
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A factor analysis was performed with the tool in an effort to 

estimate construct validity. Principal factor analysis with iterations 

without rotation demonstrated the presence of 15 different subscales 

and with varimax rotation there were 10 different subscales. Due to 

the low number of cases per item, however, the factor analysis will not 

be further discussed. Further study will be required to ascertain the 

degree to which the tool is a valid reflection of the construct—Abuse 

of Elderly Individuals. 

Regression Analysis and Hypothesis Testing 

The third stage of this data analysis consisted of using mul

tiple regression to test the causal predictions of the staged model and 

to determine the portion of the variance in the dependent variables 

that was accounted for by the impact of the independent variables. The 

fundamental principle of multiple regression analysis is that the value 

of the dependent variable (Y^) can be predicted from the sum of each 

independent variable weighted by a regression coefficient which 

predicts the slope of the regression line and a constant (a) which pre

dicts the point at which the regression line intercepts the Y axis 

(Y^ = a + 3^ + . . . + 3^^). The prediction equation is solved in 

such a way that the sum of the squares of the residuals (or error terms) 

is minimized. In addition, multiple regression takes into account the 

amount of variance that is shared among all the various independent 

variables (reflected in their bivariate correlations) and the amount of 

variance shared among all the independent variables in the equation and 



176 

the dependent variable (reflected by their bivariate correlations). 

Like the simple correlation coefficient (r) that demonstrates the 

amount of the shared variance in a bivariate relationship, the multiple 

correlation coefficient (R) is used in multiple regression analysis to 

reflect "that portion of the variance of the dependent variable, Y, due 

2 
to the independent variables in concert" (Kerlinger 1973, p. 617). R 

reflects the amount of variance of the dependent variable that is ac

counted for or is predicted from the combined effects of the independent 

variables (Kerlinger 1973; Kerlinger and Pedhazur 1973). The technique 

of multiple regression analysis can be used to support causal inferences 

whenever solutions to the linear equations are interpreted within the 

structure of a theory that was determined prior to and independently 

from the data (Spaeth 1975). In this analysis, two procedures were 

done, first the theoretical model was tested and second, an empirical 

model was generated and tested. 

Theoretical Model Testing 

During the first part of this analysis, the effects of inde

pendent variables on three stated dependent variables (Roles Devised 

for Self, RDFS; Expectations of Alter, EOA; and Negative Mood States) 

and three terminal dependent variables (Tension-Anxiety, T/A; Anger-

Hostility, A/H; and Depression-Dejection, D/D) were determined for each 

of two groups. In addition, the theoretical model was tested for the 

entire group using the Abuse Report Form (ARF) as the terminal depen

dent variable. The model tested appears in Figure 3. The equations 



X, = SAADL 
X = AD 

= CSI 
XT = SR 

4 

X, = CSIA 
X^ = RDFS 
X7 = EOA 
Xg = T/A, A/H, D/D or ARF 

Figure 3. The Causal Model Tested 
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used for both groups, regardless of which terminal dependent variable 

was used, are as follows: 

1. X6 = a + 3^ + 3aX4 + 33X3 + B2X2 

2. X7 = a + 3„X_ + 3,X, + 3,-X,. 
7 3 3 4 4 5 5 

3. x8 = A + e6x6 + e7x7 + B2X2 + e4X4 + e5x5 + s3x3 

The order in which the variables were entered into the regression equa

tions was standard for each group and each terminal dependent variable. 

In other words, whether Xg = T/A, A/H, D/D, or ARF, the order in which 

the independent variables were introduced into the equation was as spe

cified. 

There has been no comparable research in this area to give direc

tion to the theoretically "correct" order of introduction. Therefore 

this researcher determined the order of entry based on certain clinical 

"hunches" and on assumptions made from the literature. For example, 

in equation #1, it was hypothesized that RDFS would be first impacted 

by the health status of the individual (SAADL) and that the most impor

tant predictor of the role evaluation of an elderly subject would be 

his perception of his physical abilities. The second best predictor of 

RDFS, in combination with SAADL, was hypothesized to be SR with the 

subject who had the most amount of power, as indexed by living alone 

and owning the residence (high score) having the most favorable role 

definition. Whereas the subject who had the least amount of power as 

indexed by living in a residence apart from this caregiver in the care 

of someone else (low score) would have the least favorable role 



definition. The third best predictor of RDFS, in combination with 

SAADL and SR, was hypothesized to be CSI. It was thought that CSI 

would impact RDFS, after the effects of the first two, to the degree 

that the caregiver was of the opposite sex and male (high score), of 

the opposite sex and female, of the same sex and male, and of the same 

sex and female (low score). The effects of AD was hypothesized to be 

last with this variable having the least amount of effect in the way 

in which an elderly individual evaluated his roles. This same type of 

rationale was used for determining the order of introduction for all 

three equations. 

The lack of prior theoretical direction in the study of abuse 

and/or neglect of the elderly affected this data analysis in two ways. 

First, both the independent and dependent variables in this study were 

analyzed using the standardized form. The standardization of variables 

by their standard deviations creates the dilemma that generalizability 

is limited to only the theoretical model under study. Since general

izability was already limited in this study to the theoretical model 

due to the purpose of the study, the sample size, and sampling tech

niques this did not produce another limitation here. In addition, by 

using the standardized form certain benefits were obtained. Because 

standardization results in the regression constant (a) always being 

equal to zero and the regression coefficients (in this case beta 

weights) being roughly equivalent to simple correlations, the relative 

contributions of each independent variable could be easily interpreted 

(Kim and Kuhout 1970). The second way in which the lack of prior 
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theoretical direction effected this analysis was that a regression 

2 
coefficient and multiple R squared (R ) was accepted at the p <_ .10 

significance level for both the full and reduced models. Although this 

is not the most conservative approach to data analysis, it is appro

priate during early model testing to minimize the type II error rate. 

The p ^ .10 level of significance does require caution in interpretation 

of the data however. 

Each equation was tested using a forward regression process. 

The results of this procedure are reported as the "full model." Based 

on the significant relationships found in the full model, a second model 

was constructed for each equation, the "reduced model." All of the re

duced models reported were constructed using the same independent vari

ables and dependent variable tested in the full model. In testing the 

reduced models, each variable was introduced into a forward regression 

on the basis of the magnitude of its contribution to the full model and 

on the magnitude of its correlation (r) with the dependent variable 

(Tables 37 and 38). 

Dependent Variable: Tension-Anxiety (T/A). The first hypothe

sis tested was: Roles Devised for Self (RDFS) is directly and positive

ly affected by Self Assessed Activities of Daily Living (SAADL), Per

ceived Social Supports (PSS), Perceived Service Giving Supports (PSGS), 

and Subject's Residence (SR) and directly and negatively affected by 

Age Difference (AD) and Caregiving Stress Index (CSIA). As explained 

earlier in this chapter, Perceived Social Supports (PSS) and Perceived 

Service Giving Supports (PSGS) were deleted from this portion 



Table 37. Good Relationship Group: Correlation Matrix. — N ranges from 25 to 44. 

SAADL AD SR CSI CSIA RDFS EOA T/A A/H D/D 

SAADL 1.000 

AD .152 1.000 

SR .516** .162 1.000 

CSI .174 -.230 .011 1.000 

CSIA .097 -.250 -.052 -.133 1.000 

RDFS .012 .036 -.008 -.003 -.018 1.000 

EOA -.118 -.209 -.133 -.288 .153 .374 1.000 

T/A -.008 -.251 -.179 .198 .225 -.343* .036 1.000 

A/H .035 .011 -.067 -.030 .125 -.367* -.222 .591** 1.000 

D/D .002 -.101 -.034 .146 .109 -.517*** -.028 .590* .556* 1.000 

* p < .05 
** p £ .001 
*** p 1 .005 



Table 38. Abusive/Neglectful Relationship Group: Correlation Matrix. — N ranges from 18 to 30. 

SAADL AD SR CSI CSIA RDFS EOA T/A A/H D/D 

SAADL 1.000 

AD .318* 1.000 

SR .665** .051 1.000 

CSI -.144 -.004 -.018 1.000 

CSIA -.094 .092 -.153 -.443** 1.000 

RDFS .268 .223 .464* .112 -.046 1.000 

E0A -.177 .151 -.365 -.275 .183 -.145 1.000 

T/A .334 .063 -.044 -.197 -.038 -.216 -.057 1.000 

A/H .130 -.187 -.143 -.410* .194 -.066 .317 .407* 1.000 

D/D .160 -.046 -.106 -.444* .362* -.404* .058 .647** .503+ 1.000 

* p < .05 
** p < .001 
*** p < .005 
t p £  . 0 1  

oo N> 
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of the analysis due to low reliability estimates. The testing of this 

hypothesis, with these deletions, was accomplished by solving the first 

equation. In the full models for the Good Relationship (GR) Group 

(Table 39) (N=30), no beta weights were significant for equation #1. 

2 
The explained variance for equation //I was R = .002 (N.S.). Similarly 

for the Abusive/Neglectful Relationship (A/NR) Group (N=25), the hypo

thesis, in its entirety, was not supported by these data. Although 

2 
this combination of independent variables explained 30.1% (R = .301) 

2 of the variance of RDFS, the R was nonsignificant. In the full model 

for the Abusive/Neglectful Relationship (A/NR) Group, however, (.587) 

was significant (p £ .10). 

In the reduced model for the A/NR Group (3 = .464, p <_ .05), 

there was a significant relationship between SR and RDFS with SR ex-

2 
plaining 21.5% of the variance in RDFS (R = .215, p £ .05). In other 

words, among these maltreated people, the way in which they evaluated 

their role was determined, in part, by whether or not they had power in 

the form of ownership of their place of residence. The more power they 

had, in this form, the higher their evaluation of their own role tended 

to be. This relationship is in the direction that was predicted. All 

relationships tested in the reduced model for the Good Relationship 

(GR) Group were nonsignificant. It would appear from these data that 

among abused and/or neglected people in this sample, their role evalu

ation was directly effected by their place of residence as indexed by 

the power ownership conveys, whereas for the non-abused and/or 



Table 39. Tension-Anxiety Model Testing for Good Relationship and Abusive/Neglectful 
Relationship Groups 

CR Group A/NR Group 

Full Model Redurod Mudcl Full Model Rcduced Model 

(6 " 
a 
+ Bixi + B4X4 

+ e3x3 X6 " 
<* + ̂  

+ P4X4 + 
iy3 h m a +  B 4 X 4  

+ 62X2 + B2X2 X - RDFS 
6 
x4 - SR 0 = .464* 

X6 • 
RDFS 

X6 
= RDFS 

X1 
- SAADL 

B1 " 
.011 (N.S.) 

X1 -
SAADL 

B1 " 
.160 (N.S.) R2 = . .215* 

X4 
- SR B4 = " -.021 (N.S.) X4 

« SR V .587'"" 

X3 » CSI B3 .001 (N.S.) X3 
= CSI V .180 (N.S.) 

x2 = AD B2 
.038 (N.S.) 

X2 
= 
AD B2 

.230 (N.S.) 

.002 (N.S.) R = .301 (N.S.) 

I " 
a + 63X3 • 84X4 + B5X5 

X7 " a + v3 + B4X4 
+ 35X5 X7 " ° + B4X4 

X7 -
EOA 

X7 
= EOA 

X7 
- EOA 

X3 
- CSI 63 •= -.269 (N.S.) 

X3 
= CSI 

B3 
-.403 (N.S.) 

X4 
= SR 

X4 -
SR 6^ =• -.074 (N.S.) 

X4 
= SR B4 = -.45ltt X3 

- csi 

X5 
• CSI A 65 - .102 (N.S.) 

X5 
= CSIA 

B5 
-.067 (N.S.) 

2 

.093 (N.S.) .263 (N.S.) 

3 3 

e4 = -.439* 

Bj - -.365* 

R = .260* 

X8 " ° + 86X6 + B7X7 + B2X2 

+ W + B5X5 + B3X3 

S3X3 + B6X6 

+ B5X5 

X8 " " + B6X6 + S7X7 + B2X2 

+ v* + e5x5 + e3x3 

X8 
= T/A 

X8 
= T/A 

X8 
= T/A 

X6 
» RDFS 

36 -
-.432* X3 

= CSI B3 = .451* 
X6 

= RDFS 

X7 
EOA 

B7 
.121 (N.S.) 

X6 
= RDFS 

B6 
-.386* 

X7 
= EOA 

x2 AD 
*2 

= 
-.017 (N.S.) 

X5 
= CSIA B5 = .392* x2 AD 

X4 
« SR -.201 (N.S.) x /  = SR 

h  
= CSIA 

B5 
= .343tt 

R2 = .433+ A 

X5 
= CSIA 

h  
= CSI 

B3 
= 

.466* 
X3 

= CSI 

l'f> = -.117 (N.S.) 

- -.393 (N.S.) 

fi2 - .262 (N.S.) 

= -.248 (N.S.) 

= -.338 (N.S.) 

(f3 = -.649 (N.S.) 

.493* R = .261 (N.S.) 
|*p < .05; **p £ .001; +p 1 .01; #p £ .10 oo -p* 
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non-neglected people, other variables, not identified within this 

modeling system were significant in their role evaluations. 

The second hypothesis tested was: Difference between Expecta

tions of Alter and Perceptions of Alter (D(EOA-POA)) is directly and 

negatively affected by Perceived Social Supports (PSS) and Perceived 

Service Giving Supports (PSGS), and Subject's Residence (SR) and direct

ly and positively affected by Cross Sex Index (CSI) and Caregiving 

Stress Index (CSIA). As stated before, the Perceived Social Supports 

(PSS) and Perceived Service Giving Supports (PSGS) variables were de

leted from this portion of the analysis. In addition, the Difference 

score was replaced by Expectations of Alter (EOA), as explained before, 

in order to preserve data sets. In view of these changes, a restatement 

of hypothesis #2 was: Expectations of Alter (EOA) is directly af

fected by Subject's Residence (SR) and directly and positively affected 

by Cross Sex Index (CSI) and Caregiving Stress Index (CSIA). This 

hypothesis was tested with equation #2. In the full model for the Good 

Relationship (GR) Group (Table 39) (N=31), there were no significant 

relationships between any of the independent variables and the depen-

2 
dent variable. R (.093) was nonsignificant as well. Even in reduced 

forms, there were no significant relationships among the variables in 

the Good Relationship (GR) Group. In the full model for the Abusive/ 

2 
Neglectful Relationship (A/NR) Group (N=25), R was nonsignificant as 

well. However, 3^ was significant at the .10 level ((3 = -.451), and 

although not significant, 3^ (3 = -.403) was close to the magnitude of 

In the reduced model, these variables were further explored by the 
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use of a forward regression (Table 39). Introducing Cross Sex Index 

(CSI) into the equation first and Subject's Residence (SR) second re

sulted in an explained variance in Expectations of Alter (EOA) of 26.0% 

2 (R = .260) which was significant at the .10 level. Although 3^ 

(3 = -.439) was significant at the .05 level, the contribution of 3^ 

(p .10) was necessary for either variable to achieve significance or 

2 for the R to achieve significance (p .10). In view of the alpha 

level of .10, these results need to be interpreted cautiously and 

studied further. However, it would appear that among these abused and/ 

or neglected subjects, some of the variance of Expectations of Alter 

(EOA) can be explained by the simultaneous presence of two independent 

variables (Subject's Residence (SR) and Cross Sex Index (CSI)). The 

affect of Subject's Residence (SR) is in the direction predicted in the 

hypothesis. The more power the subject has in the form of ownership 

of property, the fewer his expectations for his caregiver. The affect 

of Cross Sex Index (CSI), however, is not in the direction predicted by 

the hypothesis. It was thought that when the subject and the caregiver 

were of the same sex, the subject would be more closely identified with 

him thereby more understanding about the other demands and problems 

with which the caregiver was faced. Thus, it was expected that same 

sex caregivers would result in fewer subject expectations for the care

giver. These data show instead that more expectations resulted from 

the caregiver being of the same sex as the subject. This may be inter

preted in two ways. First, the lowest scored individuals in the Cross 

Sex Index (CSI) variable were individuals who were the same sex as their 
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caregivers and female. These individuals were most likely the daughters 

of female subjects. Sweester (1964) and Schorr (1960) have demonstrated 

that daughters of elderly individuals are more likely to be considered 

family embassadors in that they are usually considered more responsible 

for "keeping in touch," providing instrumental services, and caring for 

aging relatives (Adams 1970; Shanas 1961; Schorr 1960). As a result, 

there is literature support for an unequal distribution of expectations 

between men and women within a family with generally more being ex

pected of women. Second, when an elderly person is the same sex as his 

caregiver, he is more closely identified with the roles played by that 

individual. It may be that since he, himself, fulfilled those roles at 

an earlier stage in his life, he is likely to expect more of a person 

in a similar position to his based on his fantasies about his own role 

adequacy. 

The third hypothesis tested was: Tension-Anxiety (T/A) is di

rectly and negatively affected by Roles Devised for Self (RDFS), Per

ceived Social Supports (PSS), Perceived Service Giving Supports (PSGS), 

and Subject's Residence (SR) and directly and positively affected by 

Cross Sex Index (CSI), Caregiving Stress Index (CSIA), and Difference 

between Expectations of Alter and Perceptions of Alter (D(EOA-POA)). 

As explained Perceived Social Supports (PSS) and Perceived Service Giv

ing Supports (PSGS) have been deleted from this analysis and Difference 

between Expectations of Alter and Perceptions of Alter (D(EOA-POA)) has 

been replaced by Expectations of Alter (EOA) alone. Restated the 
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hypothesis was: Tension-Anxiety (T/A) is directly and negatively 

affected by Roles Devised for Self (RDFS) and Subject's Residence (SR) 

and directly and positively affected by Age Difference (AD), Cross Sex 

Index (CSI), Caregiving Stress Index (CSIA), and Expectations of Alter 

(EOA). 

In the full model for the Good Relationship (GR) Group (Table 

AO) (N=25), the test of the dependent variable Tension-Anxiety (T/A) 

showed that 3^ (3 = -.432, p .05), 3^ (3 = .466, p »05), and 3^ 

2 9 
(3 = .343, p <_ .10) were significant as was the R (R = .493, p .05). 

In the reduced model each of these significant variables was introduced 

into a forward regression (XD = a + 30X~ + 3,X, + 3CXC). The result 
O J 3 DO J J 

was 3- = .451 (p < .05), 3, = -.386 (p < .05), and 3, = .392 (p < .05). 
j — b — -> — 

2 2 R for this reduced model (R = .433) was significant (p £ .01). Using 

2 an F-test to determine the difference between the R of the full model 

2 and the R of the reduced model showed no significant difference 

(p ̂  .05) in the amount of explained variance between the two models. 

Therefore the more parsimonious model can be considered adequate to 

explain the variance in Tension-Anxiety (T/A) for these subjects. All 

three of these significant variables were in the direction predicted in 

the hypothesis. Therefore, the higher score for Cross Sex Index (CSI) 

resulted in higher scores for Tension-Anxiety (T/A). (When the care

giver was of the opposite sex, particularly if male, the subject re

ported more tension/anxiety.) Higher stress scores (Caregiving Stress 

Index (CSIA)) were also associated with higher anxiety scores as pre

dicted by the hypothesis. In addition, the lower the subject's 
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evaluation of his own role (Roles Devised for Self (RDFS)), the higher 

the tension/anxiety. 

For the full model of the Abusive/Neglectful Relationship (A/NR) 

Group (Table 39) (N=18), none of the variables had significant regres

sion coefficients with the dependent variable Tension-Anxiety (T/A). 

The significance levels of these variables did not change when this 

model was explored in a forward regression to determine the relative 

contributions of each independent variable. In view of the low number 

of subjects involved in this analysis, this finding will not be further 

explored. 

Figure 4 demonstrates the relationships found between the ter

minal dependent variable Tension-Anxiety (T/A) and the independent vari

ables, by group based on these data. For the Good Relationship (GR) 

Group, 43.3% of the variance of Tension-Anxiety was explained by three 

independent variables, Cross Sex Index (CSI, 3 = .451, p <_ .05), Care-

giving Stress Index (CSIA, $ = .392, p .05) and Roles Defined for 

Self (RDFS, $ = -.386, p < .05) (R2 = .433, p < .10). The strength of 

these relationships was moderate and as predicted by hypothesis #3. 

The amount of variance explained in tension-anxiety among the Abusive/ 

Neglectful Relationship (A/NR) Group in this sample was nonsignificant. 

However, the amount of variance explained in the Phase II variables, 

Roles Defined for Self (RDFS) and Expectations of Alter (EOA) was 21.5% 

(R2 = .215, p £ .05) and 26.0% (R2 = .260, p <_ .10) respectively. The 

variance in these Phase II dependent variables was explained by two 

independent variables, Subject's Residence (SR, $ = -.439, p £ .05) and 



Good Relationship Group 

Phase I Phase II Phase III 

RDFS 

-.386* 567 

.451* 

CSI 
.392* 

CSIA 

T/A = (.451) CSI + (.392) CSIA 
+ (-.386) RDFS + e 

*p < .05; ***p < .005; ttp £ .10 

Figure 4. Tension-Anxiety Scale: Reduced Models 

Abusive/Neglectful Relationship Group 

Phase I Phase II Phase III 

SAADL 
RDFS 

= .665*** 

.464* 

-.439* 

R = . 260lt 

-.3651t 
CSI' 

RDFS = (.464) SR + e 
EOA = (-.439) SR + (-.365) CSI + e 

VO 
o 
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Cross Sex Index (CSI, 3 = -.256, p .10). These were also moderately 

strong relationships. In addition, the rather strong correlational 

relationship between the Self-Assessed Activities of Daily Living 

(SAADL) and Subject's Residence (SR, r = .665, p <_ .001) is indicated 

in Figure 4 for the Abusive/Neglectful Relationship (A/NR) Group. A 

similar correlational relationship was present for two variables among 

the subjects in the Good Relationship (GR) Group (r = .516, p <_ .001). 

It is not included in Figure 4, however, because these two variables 

bear no relationship to other variables in Figure 4. The figure shows 

that a certain amount of the tension-anxiety among a group of individ

uals having a good relationship with their caregiver can be explained 

by the variables identified in this study. The directions of the re

lationships are as predicted by the hypothesis and are not surprising. 

There is, however, a large amount of variance explained for the sub

jects in the Good Relationship (GR) Group, probably more than would be 

expected. For the Good Relationship (GR) Group, 43.3% of the variance 

of Tension-Anxiety is explained in the model (R = .433, p £ .10). The 

amount of variance explained for Tension-Anxiety among the abused/ 

neglected subjects in this sample was nonsignificant. This variable 

will need to be studied further before conclusions can be drawn. The 

Tension-Anxiety variable was not significantly predicted for those in 

the Abusive/Neglectful Relationship (A/NR) Group and the number of sub

jects (N=18) was low, therefore the differences between groups cannot 

be compared. 
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Dependent Variable: Anger-Hostility (A/H) . Equations //I and #2 

have been previously discussed from Table 39. They will not be restated 

here. The third hypothesis tested for the dependent variable Anger-

Hostility was: Anger-Hostility (A/H) is directly and negatively effected 

by Roles Defined for Self (RDFS), Perceived Social Supports (PSS) , Per

ceived Service Giving Supports (PSGS), and Subject's Residence (SR) and 

directly and positively effected by Cross Sex Index (CSI), Caregiving 

Stress Index (CSIA) and Difference between Expectations of Alter and Per

ceptions of Alter (D(EOA-POA)). As has been explained, Perceived Social 

Supports (PSS) and Perceived Service Giving Supports (PSGS) have been 

dropped from the analysis and Difference between Expectations of Alter 

and Perceptions of Alter (D(EOA-POA)) has been replaced by Expectations 

of Alter (EOA). Equation #3 with Xg = A/H, tested the restated hypo

thesis Anger-Hostility (A/H) is directly and negatively effected by Roles 

Defined for Self (RDFS) and Subject's Residence (SR) and directly and 

positively effected by Cross Sex Index (CSI) , Caregiving Stress Index 

(CSIA) and Expectations of Alter (EOA). 

In the full model for the Good Relationship (GR) Group (Table 40) 

(N=25), the test of the dependent variable Anger-Hostility (A/H) showed 

that only $, had a significant inverse relationship with Anger-
o 

Hostility (A/H) (8 = -.371, p£ .10). For the full model, however, the 

2 2 
R was nonsignificant (R = .272, p = N.S.). Reducing the model to 

explore the relationships showed that (3^ ($ = -.370) was still signif

icant at the p < .10 level with a total explained variance of 



Table AO. Anger-Hostility Model Testing for Good Relationship and 
Abusive/Neglectful Relationship Groups 

GR Group A/NR Group 

Full Model Reduced Model Full Model Reduced Model 

X6* 
a + + 34X4 + ®3X3 X6 * a + BJXJ + e4x4 + B3X3 X6 - a + 84X4 

+ 62X2 + P2X2 
X6 - RDFS 

X - SR B^ - .464* 

X6 
- RDFS 

X6 
= RDFS 

X1 
- SAADL .001 (N.S.) 

X1 
= SAADL Pi = -. .160 (N.S. •  )  R2 - . .215* 

X4 
- SR 64 * " -.021 (N.S.) X4 

= SR h -  • 
.587* 

X3 
- AD .001 (N.S.) X3 

= AD B 3- . 

C/l Z
 

O
 

GO 

)  

X2 
- CSI 

B2 " 
.038 (N.S.) X2 

= CSI h m  •  .230 (N.S. )  

R 2- . .002 (N.S.) R2 = , .301 (N.S. . )  

x7 - a + b3x3 + e4x4 + g5x5 

X7 
- EOA 

x3 - CSI 

X4 
- SR 

B4 

X5 - CSIA B5 

x7 
= EOA 

- -.269 (N.S.) X = CSI 
03 = 

- -.074 (N.S.) X « SR *4 = 
- .102 (N.S.) 

X5 
» CSIA 

B5 = 

.093 (N.S.) 

X8 " ° + 06X6 + "7*7 + B2X2 

+ e4x4 + b5x5 + b3x3 

8 
A/H 

X, • RDFS D 
X, EOA 

X2 - A/I) 

X. - SR 
4 
X5 - CSIA 

X, - CSI 

B6 » -.371tt 

B? » -.046 (N.S.) 

B2 - .007 (N.S.) 

= -.169 (N.S.) 

65 = -.169 (N.S.) 

B, - .236 (N.S.) 

.272 (N.S.) 

X8 - a + B6X6 

A/H 

B6 = -.370* 

.137* 

X? = a + B3X3 + B4X4 + B5X5 

-.403 (N.S.) 

-.451-lt 

U5 « -.067 (N.S.) 

K2 = .263 (N.S.) 

X8 = a + B6X6 + B7X7 + U2X2 

+ b4X4 + B5X5 + B3X3 

X8 
= A/H 

X6 - RDFS B6 " " .163 (N.S .) 

X7 
*= EOA B7 " .327 (N.S .) 

X2 - A/D U2 - -.375 (N.S. . )  

X4 
» SR «4- ' .061 (N.S. • ) 

X5 
= CSIA B5- . .565* 

X3 " CSIA B 3= . .132 (N.S. ) 

R2 = .465 (N.S. ) 

a + 64X4 + B3X3 

X7 
» EOA 

X4 
- SR 

X3 
» CSI 

-.439* 

-.365* 

.260* 

:8 = a + B5X5 + B2: 

X
 

00
 - A/H 

X5 -
CSIA 65 = 

X2 - A/D B2 • 

X7 
EOA e7 • 

R2 - .448* 

.522* 

-.388* 

-271 (N.S.) 

*p < .05; **p < .001; ttp < .10 VO 
U> 
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2 R = .137 ( p ji .10). Reducing the model to one variable did not make 

a significant difference in the amount of variance explained. The 

relationship of Anger-Hostility (A/H) and Roles Defined for Self (RDFS) 

is in the direction predicted by the hypothesis. 

For the Abusive/Neglectful Relationship (A/NR) Group (N=17) 

testing the full model (Table 40) showed that only 3^ (.565) was sig

nificant at the .10 level with no other variables having a significant 

2 2 
relationship with Anger-Hostility. The R (R = .465) for the full 

model was also not significant. The reduced model demonstrated two 

variables to be significantly related to Anger-Hostility (A/H), Care-

giving Stress Index (CSIA) (3 = .522, p <_ .05) and Age Difference (AD) 

(3 = -.388, p £ .10). However, in order for Age Difference (AD) to 

achieve significance at all, Expectations of Alter (EOA) was needed in 

2 the equation, which was itself nonsignificant. The R for the reduced 

model was .448 which was significant at the .05 level. Using an F-test, 

the explained variance for the reduced model was not significantly dif-

2 ferent from the R of the full model. The direction of the relation

ship between Anger-Hostility (A/H) and Caregiving Stress Index (CSIA) 

was consistent with the hypothesis with higher stress levels being as

sociated with higher amounts of anger and hostility. The relationship 

between Anger-Hostility (A/H) and Age Difference (AD), however, was not 

in the direction predicted by the hypothesis. In other words, instead 

of wider age differences being associated with more anger and hostil

ity, the opposite was true in the Abusive/Neglectful Relationship (A/NR) 
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Group. Since the significance level of AD was p <_ .10 this finding 

must be interpreted cautiously. However, a possible interpretation 

for this finding may lie in the nature of the relationship of subjects 

and caregivers with wider age differences. Subjects and caregivers 

whose ages were quite different, were likely to occupy the positions 

roughly equivalent to grandparent-grandchild. Subjects and caregivers 

whose ages were quite close, on the other hand, were likely to be in 

the same cohort group as their caregiver (e.g., siblings, husband-wife, 

or cousins). The abused and/or neglected people in this sample could 

have possibly felt more anger and hostility in situations where the 

person who mistreated them was their own cohort rather than in situ

ations where that person was of an equivalent age to their grandchild. 

This may have been particularly true in view of the history of relation

ships over time. People who are in families and occupy positions as 

cohorts usually have associated with one another for many years. Over 

such a long period of time, there is the opportunity for the subject to 

feel that he has a store of favors owed and that no matter his condition 

or situation now, he does not deserve the treatment he is currently 

receiving. This argument would be supported by the work of Homans 

(1961) in violations of the law of distributive justice, Gouldner (1960) 

in the work regarding the norm of reciprocity within the family setting, 

and McCall and Simmons (1966) in their model of symbolic interaction 

which accounts for the history of relationships and the effect of such 

history on behavior. 
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Figure 5 portrays the reduced models for the relationships of 

Anger-Hostility (A/H) and the significant independent variables by 

group. For the Good Relationship (GR) Group, the relationship between 

Roles Defined for Self (RDFS) and Anger-Hostility (A/H) was quite simple 

with Roles Defined for Self (RDFS) accounting for only 13.7% of the 

variance in Anger-Hostility (A/H). It was not surprising that among a 

group of individuals whose relationships with their caregiver was good, 

that the identified variables in this model left 87% of the variance in 

anger and hostility unexplained. The model for the Abusive/Neglectful 

Relationship (A/NR) Group was more complicated. A total of 45% of the 

variance of Anger-Hostility (A/H) was explained by the combined effects 

of two variables previously discussed (Age Difference (AD) and Caregiv-

ing Stress Index (CSIA)). The relationship between Anger-Hostility 

(A/H) and Expectations of Alter (EOA) was not significant among this 

small sample. 

Dependent Variable: Depression-Dejection (D/D). Again equa

tions //I and #2 have been discussed and will not be reexamined here. For 

the Good Relationship (GR) Group (Table 41) (N=25), the test of the full 

model showed that Bg (8 = -.605, p .005) and Bg (8 = .484, p .05) were 

significant. With all of these variables of the full model in the equation, 

2 2 
the R (R = .494) achieved significance at the .05 level. Reducing the 

model and exploring the contributions of these two variables showed that 

both were still significant (&£ = -.522, p < .005; 80 = .368, p < .05) 
o — J — 

and that the two both together accounted for 41.1% of the variance in 
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Figure 5. Anger-Hostility Scale: Reduced Models 
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Table 41. Depression-Dejection Model Testing for Good Relationship and 
Abusive/Neglectful Relationship Groups 

GR Group A/NR Group 

Full Model Reduced Model Full Hodel Reduced Model 

X6-
a + BaXx + 84X4 + 83X3 X6 

a + W l  + B4x4 + B3X3 *6 " " + 84*4 

+ B2X2 + B2X2 
X6 - RDFS 

X4 - SR B4 = .464* 

X6 
- RDFS 

X6 • 
RDFS 

X1 
- SAADL h  - .001 (N.S.) X1 - SAADL B1 

» -.160 (N.S.) R2 = . .215* 

X4 
- SR B4 

- -.021 (N.S.) X4 -
SR 

*4 
- .587tt 

X3 
- CSI B3 

- .001 (N.S.) 
X3 -

CSI B3 
- .180 (N.S.) 

X2 
- AD B2 

- .038 (N.S.) 
X2 -

AD B2 
- -230 (N.S.) 

R2 - . .002 (N.S.) R 2- . .301 (N.S.) 

X7" a + ®3X3 + 84X4 + 85X5 X7 * 
a + 63X3 + B4X4 + 85X5 X? - a + B4X4 + B3X3 

* 1  • BOA X7 
- EOA X? - EOA 

X3 
- CSI 

B3 
• -.269 (N.S.) 

X3 -
CSI 

B3 
- -.403 (N.S.) X4 - SR B4 - -.439* 

X4 
- SR 

B4 
- -.074 (N.S.) 

X4 -
SR B4 

- -.451# X3 - CSI 63 - -.365tt 

X5 
- CSIA 

B5 
- .102 (N.S.) 

X5 
- CSIA 

B5 
- -.067 (N.S.) 

2 
. 260+f R « , . 260+f 

R2 - . .093 (N.S.) R 2. . .263 (N.S.) 

a + B6X6 + e7X7 + 62X2 

+ B4X4 + e5x5 + 63X3 

Xg » D/D 

X6 - RDFS B6 * -.605*** 

X7 
• EOA B7" 

.275 (N.S.) 

X2 - AD H '  .017 (N.S.) 
X4 -

SR B4 * .037 (N.S.) 

X5 - CSIA B5-
.145 (N.S.) 

X3 -
CSI 63 " 

.484* 

R2 - .494* 

1 " B + B6X6 + B3X3 X8 
a 
+ B6X6 

+ B?X7 + B2X2 

N 00 X a + B3X3 + B6X6 

X8 
- D/D + B4X4 + B5x5 + B3x3 + B7X7 

X6 
- RDFS B6 * -,522*** 

X3 
- CSI S3 " • .368* 

X8 • 
D/D 

X8 
- D/D 

2 
X6 * 

RDRS Bfi - -.278 (N.S.) x3 - CSI B3 
.528* 

R » . .411*** X7 -
EOA 87 - -.258 (N.S.) X6 

• RDFS 
B6"-' 

.367# 

X2 -
AD B2 - -.016 (N.S.) X7 

« EOA 
B7 

.199 (N.S.) 

X4 
- SR B4 - -.162 (N.S.) 2 

X5 -
CSIA 65 - .230 (N.S.) 

RZ - . .421* 

X3 -
CSI 63 - -.471 (N.S.) 

.481 (N.S.) *p ̂  _05. Mp ̂ >001; < -005. fl.p -10 vO 
00 
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2 2 
Depression-Dejection (D/D) (R = .411, p .1 .001). Testing the R of 

2 
the full model and the R of the reduced model showed that there was 

no significant difference between the amount of explained variance 

with a more parsimonious model. The direction of the relationships 

of both of these variables with the dependent variable was accurately 

predicted by the hypothesis. 

For the Abusive/Neglectful Relationship (A/NR) Group (Table 42) 

(N=18), the test of the full model showed that none of the relationships 

2 
were significant nor was the R . However, reducing this model to the 

equation X_ = + 3 X + S X, + 6 X based on the beta weights of the 
O  J  J  D O  I I  

full model produced the situation where two variables were significant, 

X_, Corss Sex Index (CSI, 8 = .528, p < .05), and X,, Roles Defined for 
J b 

Self (RDFS, 8 = -.376, p .1 .10) with the contribution of X^, Expectations 

of Alter (EOA), although nonsignificant, necessary for Roles Defined 

for Self (RDFS) to reach significance. The amount of explained vari-

2 
ance in the reduced model was R = .421 (p .05) which was not signif-

2 
icantly different from the R of the full model. The direction of the 

relationship between Depression-Dejection (D/D) and Roles Defined for 

Self (RDFS) was in the direction predicted by the hypothesis. 

Figure 6 shows the reduced models generated for both groups for 

the Depression-Dejection (D/D) variable. For the Good Relationship (GR) 

2 
Group, 41.1% (R = .411, p £ .005) of the variance of Depression-

Dejection (D/D) is explained by two variables, the subject's role evalu

ation (RDFS) and the opposite sex of the caregiver (CSI). For the 
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Phase I Phase II Phase III Phase I Phase II Phase III 

CSI 

RDFS 

r.522T 

.589 

R = .411** 

D/D = (-.522) RDFS + (.368) CSI + e 

SAADL 
RDFS 

r = .665** 

r.367tr 

.579 

= .421* 

EOA 
2 ' ̂ -~^t740 
R = .260-H" 

RDFS = (.464) SR + e 
EOA = (-.439) SR + (-.365) CSI + e 
D/D = (-.588) CSI + (-.367) RDFS + e 

* p £ .05; ** p < .001; *** p < .005; t p £ .01; -fr p < .10 

Figure 6. Depression-Dejection Scale: Reduced Models 
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Abusive/Neglectful Relationship (A/NR) Group, these same two variables 

2 
explain an equivalent amount of variance (R = .421, p £ .05) but the 

effect was different. The relationship between Roles Defined for Self 

(RDFS) and Depression-Dejection (D/D) was weaker for the Abusive/ 

Neglectful Relationship (A/NR) Group and the effect of Cross Sex Index 

(CSI) was exactly opposite between the two groups. For those in the 

Good Relationship (GR) Group it would appear that the subjects' evalu

ation of themselves had more impact on their depression score which is 

not a surprising finding among a group of elderly individuals. For 

those in the Abusive/Neglectful Relationship (A/NR) Group, the sex of 

their caregiver had more impact on their depression score and the direc

tion of this relationship was different than would ordinarily be ex

pected . 

These data show that among the subjects in the Abusive/Neglect

ful Relationship (A/NR) Group in this sample, the depression scores 

were higher when the caregiver was of the same sex (particularly female) 

instead of the opposite sex (particularly male). A partial explanation 

of this finding may be found in the works of Adams (1970), Lopata (1973) 

and Townsend (1957). These researchers have documented the especially 

close bond between mothers and daughters in our society. Johnson (1978) 

noted "as mothers enter middle and old age, they come to count on under

standing and support from their daughters in a way that is not paral

leled in the case of other parent-child pairs" (page 302). As a result, 

the female subjects in the A/NR Group in this sample who were being 
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cared for by female caregivers (low CSI scores), or those individuals 

most likely to be their daughters, may have felt a great deal of depres

sion since the person with whom they felt this special bond was the 

same person providing the maltreatment. The underlying feelings of this 

situation might have been verbally expressed as: "If my daughter is 

against me who can be for me?" Obviously this finding will require 

further study. 

Dependent Variable: Abuse Report Form (ARF). When testing the 

dependent variable, Abuse Report Form (ARF), the two groups were com

bined. Although originally not planned, this portion of the data anal

ysis became possible with the addition of the Block and Sinnott (1979) 

Abuse Report Form (ARF). With this tool it was possible to quantify 

the abuse variable and to thus insert it as a terminal dependent vari

able in the regression analysis. Table 43 demonstrates the testing of 

this last staged model. The first hypothesis tested was: Roles De

fined for Self (RDFS) is directly and positively effected by Self 

Assessed Activities of Daily Living (SAADL) and Subject's Residence (SR) 

and directly and negatively effected by Cross Sex Index (CSI) and Care-

giving Stress Index (CSIA). This first hypothesis was rejected (N=51) 

(Table 42). All of the regression coefficients in the full and reduced 

models were nonsignificant in Stage I as was the amount of explained 

2 variance (R = .064, p = N.S.). 

The second hypothesis tested was: Expectations of Alter (EOA) 

is directly and negatively effected by Subject's Residence (SR) and 



Table 42. Model Testing for Entire Group 

Entire Group 

Full Model Reduced Model 

X6 " a + eiXl 

+ 62X2 

+ 64X4 + 63X3 

X6 
- RDFS 

X1 
- SAADL Bj - .018 (N.S.) 

X4 
- SR B4 - .207 (N.S.) 

x3 - CSI B3 - .117 (N.S.) 

V2 
• AD 

R2 - , 

$2 - .086 (N.S.) 

,064 (N.S.) 

X7 " 
a + e3X3 + B4x4 + 65X5 X? - a + 64XA + B3X3 

X7 
- E0A X? - EOA 

X3 -
CSI 63 - -.297* X4 - SR B4 - -.320* 

X4 -
SR - -.316* X3 - CSI B3 - -.306* 

X5 
ta CSIA 

R2 - , 

e5 - .028 (N.S.) 

.164* 

R2 - .180+ 

II 00 X
 a + g6X6 

+ B7X7 + e2x2 X8d " a + 63X3 

+ S4X4 + 65X5 + 63X3 X8d * ARF 

X, - CSI 6, - -.349* 

X8 

X6 

ARF 

RDFS B6 - -.201 (N.S.) R2 - .122* 

X7 
K E0A By - -.148 (N.S.) 

X2 
AD B2 - .117 (N.S.) 

X4 - SR - .073 (N.S.) 

X5 
CSIA B5 - .193 (N.S.) 

X3 
CSI 

R2 - . 

B3 - -.284# 

.217 (N.S.) 

*p £ .05; **p < .001; tp < .01; ttp <_ .10 
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directly and positively effected by Cross Sex Index (CSI) and Caregiving 

Stress Index (CSIA). For the full model (N=52), Table 42 demonstrates 

that two significant relationships were present with the dependent 

2 
variable Expectations of Alter (EOA), 3^ (3 = -.297, p <_ ,05) R = .164 

was also significant (p .105) and 3^ (3 = -.136, p .05). In the 

reduced model the equation tested was = a 4- 3^X^ + In this 

total sample, both Subject's Residence (SR) (3 = -.320, p .05) and 

Cross Sex Index (CSI) (3 = -.306, p .05) made a significant contribu-

2 
tion in the explained variance of Expectations of Alter (EOA) (R 

= .180, p _< .01). The direction of the relationship between Subject's 

Residence (SR) and Expectations of Alter (EOA) was as predicted. How

ever, the relationship between Cross Sex Index (CSI) and Expectations 

of Alter (EOA) was not. It would, therefore, appear that for this 

total sample, the relationship explained previously for the Abusive/ 

Neglectful Relationship (A/NR) Group only between Cross Sex Index (CSI) 

and Expectations of Alter (EOA) is the same. Caregivers of the same 

sex contributed to higher and not lower expectations of the subjects. 

The third hypothesis state: Abuse Report Form (ARF) is direct

ly and negatively effected by Roles Defined for Self (RDFS) and Sub

ject's Residence (SR) and directly and positively effected by Cross Sex 

Index (CSI), Caregiving Stress Index (CSIA) and Expectations of Alter 

(EOA). For the full model (N=42) (Table 42), one variable, Cross Sex 

2 
Index (CSI) was significant (3 = -.284, p <_ .10). The R = .217 was, 

however, not. In the reduced model (Xg^ = a + 83X3), the Cross Sex 

Index (CSI) made a significant contribution (3 = - .349, p £ .05) to 
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2 
the explanation of the Abuse Report Form (R = .122, p .05). The 

difference in the amount of variance explained by the model was nonsig

nificant. The direction of this moderately strong relationship, was, 

however, not in the direction predicted. 

Figure 7 shows the reduced model for the entire sample to ex

plain the variance in the abuse variable (ARF). In the model, as in-

2 
dicated in Table 43, two variables identified significantly (R = .108, 

p <_ .01) contributed to the variance in the expectations of these el

derly subjects for their caregivers (EOA). Both the Subject's Residence 

(SR) (3 = -.32, p <_ .05) and the Cross Sex Index (CSI (3 = -.306, 

p .05) had moderately strong relationships with the expectations of 

the caregiver. When the subject lived alone (most power) the expecta

tions were lower than when the subjects lived with someone other than 

his caregiver (least power). When the sex of the caregiver was the 

same, particularly female, the subject had more expectations than when 

the subject was of the opposite sex (particularly male). These same 

relationships appeared for the Abuse/Neglect Relationship (A/NR) Group 

earlier and, here, hold for the entire sample. 

In addition, in Figure 7, the abuse variable (ARF) is explained 

by one variable, the Cross Sex Index (CSI)(6 = -.349, p £ .05), but 

2 
with only 12.2% (R = .122, p <: .05) explained. Thus, when the care

giver was of the same sex, particularly female, the abuse score was 

higher. Although an unpredicted finding in this study, this relation

ship is supported by the recent work of Block and Sinnott (1979). 

These resesarchers also found women were the most frequent perpetrators 
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Table 43. Entire Sample: Correlation Matrix. — N ranges from 48 to 74. 

SAADL AD SR CSI CSIA RDFS EOA T/A A/H D/D 

SAADL 1.000 

AD .211* 1.000 

SR .555** -.118 1.000 

CSI .041 -.145 .008 1.000 

CSIA .0199 -.129 -.085 -.251* 1.000 

RDFS .143 .114 .208 .067 -.026 1.000 

EOA -.101 -.065 -.291** -.260* .141 .121 

T/A .093 -.140 -.098 .049 .145 -.302* -.051 1.000 

A/H .049 -.033 -.062 -.136 .144 -.259* -.043 .544** 1.000 

D/D .036 -.071 -.019 -.106 .195 -.478** -.071 .624** .526** 1.000 

* p < .05 
** p < .001 
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and the most frequent recipients of abuse among a sample of elderly 

individuals and their caregivers. 

Empirical Model Generation and Testing 

Since the explained variance for the abuse variable was very 

2 low (R = .122, p .05), an empirical model was generated to explain 

the abuse variable. As a first step, significant correlations were ex

plored (Table 43). Since Self-Assessed Activities of Daily Living 

(SAADL) had such a strong bivariate relationship with the Subject's 

Residence for the entire sample (r = .56, p .001) and this relation

ship held for each group individually (Tables 38 and 39), this 

relationship was explored with the regression equation = a + 

Solving the equation, 6^ = .555 (p £ .001) and 30.9% (R^ = .309, 

p .001) (N=74) was accounted for in this relationship. This would in

dicate that among both groups, the higher the self assessed health 

status, the more power the subject had in the form of ownership of the 

residence. This is a moderately strong staged relationship with health 

status effecting, to a certain extent, subject's residence, which, in 

fact, among elderly individuals it probably does. 

A careful exploration of all possible combinations of depen

dent and independent variables under study yielded an empirical 

model to explain the variance in Abuse Report Form (ARF). The equa

tion for these relationships was XOJ = a + X„, + 8-.X-, with 
od j j eb ob 7 7 

Xg^ = ARF, X^ = CSI, Xgk = A/H and X^ = EOA. The final equation was 

Xgd (ARF) = a + (-.408) CSI + (.299) A/H + (-.220) EOA. The beta 



weights for CSI ($ = -.308, p < .01) and A/H (8 = .299, p < .05) (N=43) 

were significant. However, in solving this equation, (ARF) 

(8 = .299, p^ .05) was only significant in combination with 87 (EOAT) 

(8 = .220, p = N.S.) which was, itself, nonsignificant. The total ex-

2 
plained variance for Abuse Report Form (ARF) was 26.0% (R = .260, 

p 1 .01). 

Figure 8 demonstrates the final model for the explanation of 

Abuse Report Form (ARF). It can be seen from the empirical model that 

2 
Abuse Report Form (ARF) (R = .260, p .01) is directly explained by the 

two variables Cross Sex Index (CSI) and Anger-Hostility (A/H) (8 = .299, 

p ̂  .05). The relationship of Cross Sex Index (CSI) and Abuse variable 

have been previously discussed under the theoretical model section. The 

relation of Anger-Hostility (A/H) and abuse however is an interesting one 

here. This empirical model suggests that anger-hostility is both a de

pendent variable for two independent variables, as predicted, and an in

dependent variable for the explanation of abuse. This suggests a fourth 

stage in the model as indicated in Figure 8. This finding would support 

the Goode (1971) assertion that victims are actively involved in the 

abuse process and that their attributes and expressions, in this case 

Anger-Hostility, contribute to abusive episodes. In this empirical model, 

there is mathematical inconsistency in the relationships between CSI, A/H 

and ARF. This indicates the need for further study. Either a spurious 

unidentified variable is present effecting the relationships or one of 

the parameters is unstable. 
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Expectations of Alter (EOA) is also represented in this empirical 

model. It is explained by two variables: first, Subject's Residence 

(SR, $ = -.320, p .05) and second, Cross Sex Index (CSI, $ = -.320, 

p .05) (N=52). A total of 16.3% (R^ = .163, p £ .05) is explained for 

the Expectations of Alter (EOA) by these two variables. These relation

ships have been previously discussed. Self-Assessed Activities of Daily 

Living is shown in this model impacting on Subject's Residence as pre

viously discussed. 

There are two important variables missing from this final model 

that have been previously reported as important in abuse and/or neglect 

of the elderly. Both of these were nonsignificant in the data analysis. 

The first of these is stress (CSIA). Gelles (1972) , Steinmetz and Straus 

(1975), and Block and Sinnott (1979) all report that families that abuse 

are families in which high stress levels are present. These data do not 

support that idea. There are at least two probable explanations for 

this. First, the tool used to measure stress in this study was the Rahe 

Life Change Index, which as has been discussed in the reliability sec

tion, may not be the most appropriate tool to measure the chronic, cumu

lative, long-term stress experienced by frail elderly individuals and the 

individuals who care for them. Second, the exploration of the simple bi-

variate relationship of stress and abuse in this sample (Table 28) showed 

that the highest levels of stress were not associated with the Abusive/ 

Neglectful Relationship (A/NR) Group. Rather, the highest levels oc

curred in the Good (GR) Group. From the cross tabulations alone, it ap

peared that for the A/NR Group, the stress levels were most frequently 
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slightly above the baseline range whereas the stress levels of the GR 

Group were evenly distributed throughout the total range of stress. It 

may be therefore that the absolute amount of stress for abused people is 

not as significant as stress that is just above the baseline range or it 

may be that stress impacts on ARF only in the presence of some other 

variable that was not specified in this model. This finding needs to be 

further explored with future research using a tool that is more specif

ically tailored to the problems of the frail elderly. 

The second important omission in the model is the lack of a di

rect relationship between SAADL and ARF. Although Block and Sinnott 

(1979) and Johnson (1979) noted that abuse of the elderly was associated 

with poor health status and the amount of stress the caregiver had in 

caring for a sick elderly individual, these data do not support that as

sertion. There are several possible interpretations for this finding. 

First, Block and Sinnott (1979) did not make a comparative study between 

abused and nonabused people. Their work focused only on a group of indi

viduals who were defined as abused. As a result, poor health status may 

not be directly associated with ARF as anticipated when one simultaneous

ly studies a group of individuals who are in equally poor health. Second, 

the individuals in this sample were defined as abused and/or neglected. 

Even though the Abuse Report Form (ARF) was adequate to identify the ne

glect as defined here, the contamination of this sample with neglected 

individuals in addition to abused ones may have ameliorated the expected 

effects of poor health. Third, in the most frequent discussions of abuse 

and/or neglect of elderly individuals (Block and Sinnott 1979; Johnson 
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1979) , there is an implicit assumption that the caregiver for the 

elderly individual is someone who is significantly younger than the sub

ject. In this sample over 1/3 of the caregivers were over the age of 70 

(Table 15). These caregivers may have been individuals whose own health 

status was jeopardized. Therefore it may be that functional health 

status of the elderly individual only impacts ARF to the degree that the 

functional status of the caregiver is compromised as well. With these 

data it is not possible to entertain such an argument. However, this 

would be an interesting question for further study. 

This section has been composed of hypothesis testing concerning 

the magnitudes of the relationships identified in the theoretical model 

using regression analysis. A total of three models was tested for each 

group, each with a different dependent variable. In addition a single 

model was tested for the entire group using the abuse variable as the de

pendent variable. One empirical model was generated and tested to ex

plain the variance in the abuse variable, as well. 

All of the models that have been presented in this section are 

tentative at best. This has been a first attempt at causal inference 

among a sample of abused and/or neglected individuals and a comparative 

group who had good relationships with their caregivers. The question, 

however, raised in the analysis of these models should give direction to 

some further study in this area. 

Testing of Between Group Differences 

The last section of this data analysis consisted of testing the 

11 operational hypotheses (Chapter 2) that related to the differences 
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between the Good Relationship (GR) Group and the Abusive/Neglectful 

Relationship (A/NR) Group. Each of the 12 major variables was tested 

for significant differences between the means of the two groups. The re

sults in this section will be reported in F values but the procedure used 

was the same as if t-tests had been applied to these data. The decision 

level used to determine significant differences was p .05. The 12 

variables considered in this analysis were: Self-Assessed Activities of 

Daily Living (SAADL), Perceived Social Supports (PSS) , Perceived Service 

Giving Supports (PSGS), Age Difference (AD), Cross Sex Index (CSI), Sub

ject's Residence (SR), Caregiving Stress Index (CSIA), Roles Defined for 

Self (RDFS), Difference between Expectations of Alter and Perceptions of 

Alter (D(EOA-POA)), Tension-Anxiety (T/A), Anger-Hostility (A/H), and 

Depression-Dejection (D/D). 

The hypotheses regarding Self-Assessed Activities of Daily Living 

(SAADL), Age Difference (AD), Cross Sex Index (CSI), Subject's Residence 

(SR), Caregiving Stress Index (CSIA), Roles Defined for Self (RDFS), 

Tension-Anxiety (T/A), and Anger-Hostility (A/H) were rejected. There 

were no significant differences between the groups for any of these vari

ables. Since each of these has been previously discussed in the model 

testing section, none will be further considered here. 

The hypotheses regarding Perceived Social Supports (PSS), Per

ceived Service Giving Supports (PSGS), and Difference between Expecta

tions of Alter and Perceptions of Alter (D(EOA-POA)) were also rejected. 

However, although there were not significant differences between the 

totals for the Perceived Social Supports (PSS) and Perceived Service 
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Giving Supports (PSGS) , there were significant differences between 

individual items in each tool. These have been previously discussed in 

the Description of the Sample section. The differences between each of 

the tools comprising the Difference between Expectations of Alter and 

Perceptions of Alter (D(EOA-POA)) score were significant. Between the 

two groups, the subjects in the Abusive/Neglectful Relationship (A/NR) 

Group had significantly lower expectations of all caregivers (Expecta

tions of Alter (EOA)) (F = 7.80, df = 1/51, p <_ .01) than did those in 

the Good Relationship (GR) Group. Therefore, when asked what could be 

expected of the average caregiver who was equivalent to theirs, they re

sponded with lower expectations than did the subjects in the Good Rela

tionship (GR) Group. For the Perceptions of Alter (POA), the subjects in 

the Abusive/Neglectful Relationship (A/NR) Group had lower evaluations of 

what their relationship with the caregiver was actually like than did the 

subjects in the Good Relationship (GR) Group (F = 17.76, df = 1/52, 

p .0001). These findings are interesting in that not only did the 

nurses who referred the subjects recognize that a problem existed in the 

relationship but these two instruments were able to capture some of the 

problems that existed. 

The last operational hypothesis stated that all of the negative 

mood states would be higher among the Abusive/Neglectful Relationship 

(A/NR) Group. Of the three negative mood states tested, only one was 

significant. There was more depression among those in the Abusive/ 

Neglectful Relationship (A/NR) Group than in the Good Relationship (GR) 

Group (F = 4.09, df = 1/55, p .05). The most surprising part of this 
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finding was that the other negative mood states were not significantly 

different. It is rather logical that a group of individuals who have 

been identified as either abused and/or neglected would be more de

pressed than a group of individuals who have been identified as having 

good relationships with their caregivers. Although the model testing 

showed that anger and hostility impacted on abuse significantly, this 

current testing shows that there was no more anger among a group of 

abused people than there was among a group of non-abused invidiuals. It 

may be that when present, anger contributes to the abusive situation. 

Depression on the other hand is increased in situations where abuse oc

curs. The staging of these variables will need to be further investi

gated. 

Summary 

This chapter contains the results of data analysis for two 

groups of elderly invidiuals, including descriptive information regard

ing the samples, the validity and reliability testing of the instruments 

used, the testing of the causal models that were proposed, and finally, 

a test of the differences between groups on the major variables involved 

in the study. Many questions and issues have been raised during this 

data analysis, some of which have been identified during the discussion 

in this chapter. Others will be further considered in the conclusions 

to this study (Chapter 5). 



CHAPTER 5 

CONCLUSIONS AND IMPLICATIONS 

Two groups of elderly individuals were studied to determine 

what differences were present when one group was defined as having good 

relations with their related caregivers and the other was defined as 

having abusive/neglectful relationships with their caregivers. In 

order to bring the results and discussion presented in Chapter 4 to a 

conclusion, this last chapter will address several topic areas: Rela

tionship of findings to the theoretical framework, Topics for further 

study, Issues raised with this research, and Implications for nursing. 

Relationship of Findings to Theoretical 
Framework 

In Chapter 1, a theoretical framework was presented that was 

based on the work of McCall and Simmons (1966) and several of the ex

change theorists (Chadwick-Jones 1976; Homans 1961; Dowd 1975) (Figure 

1). This staged model identified certain constructs that were thought 

to figure prominently into the problem of abuse and/or neglect of el

derly individuals. In their operational forms, these constructs were 

tested in this study. 

Phase I contained three constructs. The perception of current 

physical status was the first construct considered. Operationalized, 

as Self-Assessed Activities of Daily Living, no differences were found 
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between the physical status of the individuals who were considered to 

be abused and/or neglected and those considered to have good relation

ships with their caregivers. In addition, there was only an indirect 

relationship between physical status and other variables in the model 

except for one of the social patterning characteristics (Subject's 

Residence). This finding is in opposition to all of the literature 

available on abuse and/or neglect of elderly people and in opposition 

to much of the literature on the affect of physical status among the 

elderly. From this study, it appears that physical status is not di

rectly related to negative mood states or to abuse and/or neglect. 

Rather its affects require the combination of other factors. 

The "Perceived Social Supports" was the second construct con

sidered. Operationalized as Self Assessed Social Networks, there was 

a significant difference between the social networks of these two groups 

of elderly people for certain categories of support. The social sup

ports variable has been studied extensively by both gerontologists and 

by researchers in the field of intrafamily violence. In both areas, 

others have found the construct important, as did this researcher. 

Although it was not possible to directly test the affects of social 

supports on negative mood states or on abuse and/or neglect here, their 

importance was nonetheless apparent. In addition, based on the signif

icant difference found between the groups on the amount of support the 

subjects perceived others to give, it would appear that the size of 

the social network may not be as important as the qualitative aspect 

of the network for the subject. This study indicates that some 
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categories of social supports are functional alternatives for others. 

In other words, individuals do not need the entire complement of sup

porters represented as long as the individuals who are present provide 

support that is judged to be important by the subject. 

The third construct operationalized was social patterning char

acteristics. Four operational measures were used for this construct: 

age difference between the caregiver and the subject, cross sex index, 

subject's residence, and the amount of stress. The first of these, the 

difference between the ages of the caregiver and the subjects was not 

significantly different between the two groups. In addition, age dif

ference had an affect in only one model tested. Age difference had a 

significant impact on the amount of anger and hostility among the sub

jects in the A/NR Group. 

The second measure of social patterning characteristics was 

the Cross Sex Index. This was an index which was constructed of nom

inal categories and ranked according to the theoretical dimension re

lating gender of the caregiver to the gender of the subject and both 

of these to the likelihood of abuse and/or neglect. This type of in

dexing has not been used in other works on abuse and/or neglect among 

the elderly. Other studies have considered the gender of the subject 

and the gender of the caregiver separately but not the affect of the 

interrelationship. Although not significantly different between the 

two groups, this variable was prominent in most of the model testing. 

There was a relationship between the Cross Sex Index and the expecta

tions the subject had for the caregiver among the subjects in the A/NR 
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Group, between CSI and tension-anxiety for the GR Group, and between 

CSI and anger-hostility for the entire sample. Whether the caregiver 

was the same sex as the subject or of the opposite sex appeared to be 

an important variable in this study. The effect of CSI varied depend

ing on which dependent variable and which group was involved. 

The third measure of social patterning characteristics consid

ered was the subject's residence. This variable was constructed using 

nominal categories which were ranked on the theoretical dimension of 

subject's power. Overall, the direct affect of the subject's residence 

was only significant among the subjects in the A/NR Group with its in

fluence on both the subject's expectations for his caregiver and on the 

role he devised for himself. The subject's residence variable did not 

impact on any of the terminal dependent variables in the study, nor was 

it significantly different between the groups. 

The fourth measure of social patterning characteristics was the 

amount of stress that the subject perceived both he and his caregiver 

had experienced. Stress variables have been prominent in all of the 

literature concerning abuse and/or neglect (Gelles 1972; Steinmetz and 

Straus 1975). However, in this study, the stress indicator used did 

not have a direct relationship with the measure of abuse and/or neglect. 

Stress did make an expected contribution to the amount of depression 

and anger-hostility among the subjects in the A/NR Group. Therefore, 

it appears for this study that stress is indirectly related to abuse 

and/or neglect rather than directly related as predicted. 
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Phase II contained two constructs, Role Improvisation and Role 

Congruency Imputed to Alter. The first of these, Role Improvisation, 

was operationalized as Roles Devised for Self. This construct was in

volved in all of the models tested for the GR Group. Its relationship 

with the terminal dependent variable for this group was as predicted, 

with higher role evaluations being associated with lower negative mood 

states. It could be expected that negative mood states would be best 

predicted by an evaluation of one's own role among a group of well 

treated individuals. For the A/NR Group, RDFS was apparent in only two 

models. RDFS was a dependent variable for subject's residence when the 

terminal dependent variables were T/A and D/D. RDFS was also related 

to depression among the A/NR Group. The magnitude of the relationship 

between D/D and RDFS was less for the A/NR Group indicating that vari

ables other than an evaluation of one's own role is a more important 

prediction of depression in the GR Group than in the A/NR Group. 
« 

The second, Role Congruency Imputed to Alter, was operational

ized as the expectations versus the perceptions of the subject for 

alter. There was a significant difference between the groups for both 

of these measures with the subjects in the A/NR Group having lower ex

pectations of caregiver and lower perceptions of their own caregiver. 

Interestingly enough, however, there was no direct relationship between 

either of these and any of the terminal dependent variables, in Phase 

III. Therefore, although both expectations and perceptions differ be

tween the groups, neither of these was causally related to anger, ten

sion, depression, or abuse. In addition, it was found that the 
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differences between the expectations and perceptions of the subject 

were not as important as were the absolute values obtained for either 

of them. 

The constructs operationalized in Phase III of this study were 

the affective tone indicators. These were the so-called terminal de

pendent variables in the study. Among the GR Group, all of the three 

negative mood states had some variance explained by the variables iden

tified in the models as might be expected among any group of elderly 

people. For the A/NR Group, however, the variables identified in the 

model explained no variance in tension-anxiety. The tension-anxiety 

among these subjects was probably related to variables that were outside 

of this causal system. The variables identified explained more variance 

in anger-hostility and depression for the A/NR Group than among the 

GR Group, but the former models were also more complex. It appears 

that among this group of abused and/or neglected individuals, anger-

hostility and depression were related to more factors identified in the 

models than were these variables for the GR Group. Depression was the 

only negative mood state that was significantly different between the 

two groups. Depression, however, was not causally related to abuse. 

It would appear, therefore, that although more depression is present 

in abusive situations, depression, itself, does not have an impact on 

the amount of abuse present. 

Finally, an operational indicator of the abuse was constructed. 

This construct did not appear in Figure 1. It was used here like the 

three negative mood states, as a terminal dependent variable. The 
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variance of abuse and/or neglect was explained by four variables in the 

model for the entire sample. One of these variables was anger-hostility 

as might be expected. The interesting part of this finding is that 

anger-hostility was staged prior to abuse and/or neglect indicating 

the possible contribution of this mood state of the subject to the 

situation. The four variables in the final model explaining abuse 

and/or neglect accounted for only 26% of the variance, leaving three-

quarters unaccounted for by the variables selected in this study. This 

indicates both the complexity of the abuse/neglect phenomenon and 

demonstrates the great amount of work yet to be done in explaining 

abuse and/or neglect of elderly people. 

It is interesting to note, that for most dependent variables 

in these models the total amount of explained variance is lower than 

would have been desired for the Abusive/Neglectful Relationship Group. 

For example, none of the variance in tension-anxiety was explained by 

the variables in this study. Approximately 45.0% of the variance of 

anger-hostility and 42.0% of the variance in depression-dejection was 

explained for the subjects in the Abusive/Neglectful Relationship Group. 

For the Abusive/Neglectful Relationship Group, 21.5% of the variance in 

roles devised for self and 26.0% of the variance in expectations of 

alter was explained by the variables under study. There are two pos

sible interpretations of this finding. First, other variables, outside 

of this causal system, have a greater effect on these dependent vari

ables than was anticipated. Davidson (1979) suggests these variables 

may include economic and population changes which affect the aging 



person and his family, environmental factors that limit the elderly 

person's ability to care for himself, and changes in the lives of the 

adult children. The caregiver factors that were not accounted for in 

this framework probably contribute a great deal to the amount of un

explained variance. Second, the regression analysis for the Abusive/ 

Neglectful Relationship Group was completed with very small numbers of 

subjects. It is difficult to determine when the number of subjects 

is so low whether nonsignificant relationshps are actually not present 

or whether they are simply a reflection of the small sample size. 

Third, certain issues, that will be discussed later in this chapter, 

that arose during the data analysis, probably had a bearing on the 

amount of unexplained variance. These include definitional problems, 

the complexity of the problem under study, instrumentation problems, 

and problems with methodology. 

Implications for Further Study 

Throughout the discussion in Chapter 4, areas were identified 

that warrant further study in the area of abuse and/or neglect of the 

elderly. Since these have been previously indicated, only a brief 

summary of suggested study areas will be listed below. 

1. Perceptions of abused and/or neglected subjects about fam

ily status and family differences need to be further studied. These 

include perceived income comfort, perceived social status, perceived 

religiosity of both the subject and his caregiver, and perceived dif

ferences in religion, religiosity, income, education, and basic life 

values. 
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2. The effect of subject marital status, place of residence, 

the combined effects of subject's gender and caregiver's gender and 

age difference on abuse and/or neglect need to be further studied. 

3. The impact of health status and stress on abuse and/or 

neglect needs to be considered in further studies. 

4. The effect of the caregiver's situation needs to be con

sidered including his age and responsibilities toward the subject, his 

health status and his life situation. 

5. The contributions of social supports to good relationships 

and the problems of lack of social supports to abusive and/or neglect

ful relationships needs to be further considered. 

6. The effects of the expectations the subject has for the 

caregiver and the perceptions the subject has of the caregiver on the 

quality of the relationship need to be further explored among groups 

of elderly individuals. 

7. The relationships among negative mood states and abuse and/ 

or neglect need to be further studied. The staging of these variables 

may have an important contribution in identifying causative factors 

surrounding abuse and/or neglect. 

Issues Involved in This Research 

During the course of this project, several research issues arose 

that deserve some consideration at this point. Basically these fall 

into two categories: issues concerning the type of research and prob

lems of research with elderly individuals. 
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Issues Concerning This Type of Research 

The study of people mistreating other people within the 

family setting is less than 30 years old. Essentially, the field of 

study began with the investigations of child abuse in the early fifties 

and has proceeded to the study of other forms of maltreatment within 

the family. In spite of 30 years of research into child abuse, however, 

one of the major problems that is still apparent is with definition. 

Cultural and social factors influence whether or not professional care

givers are able to recognize and willing to report child abuse. Much 

of the research and all of the intervention rests on the ability and 

willingness of professional caregivers to identify the problem. In 

addition, for all practical purposes, these thirty years have not pro

duced a satisfactory separation of the phenomenon of child abuse from 

the phenomenon of child neglect. Not only do professional caregivers 

have problems recognizing child abuse, but determining the point at 

which neglect is abusive or separating the intent of the family mem

bers from the physical facts of the maltreatment has been an almost 

impossible task. 

In comparison to child abuse, the study of maltreatment of the 

elderly is an infant. The definitional problems encountered in research 

with elderly subjects are far worse than they are with children. The 

definition of maltreatment of the elderly involves not only the actual 

rights of self-determination enjoyed by adults in our society, but the 

rights of adults that professional caregivers assume are present as 

well as the social stigma of being old. The definition of maltreatment 
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for the elderly appears to become intertwined with personal biases 

about what types of treatment elderly individuals need and deserve from 

their family and what types of behavior are justified on the part of a 

family member based on how the elderly person himself is defined. To 

further complicate the issue, political factors enter into the identi

fication of maltreatment of the elderly. Professionals are reluctant, 

with good cause, to make a unilateral decision about whether or not an 

elderly person needs to be protected from either his family or his 

situation without absolutely conclusive evidence and without the per

mission of the elderly person. Both of these are difficult to obtain. 

In addition, when the evidence is finally compiled and the permission 

finally given, there are few alternatives that provide either adequate 

protection to the elderly person, satisfactory substitute services, or 

any form of replacement for the essential family bonds that are jeopar

dized. 

This issue points to the pressing need for two kinds of re

search in the area of maltreatment of elderly individuals. First there 

needs to be definitional research that clearly identified which acts 

constitute maltreatment regardless of the motives of the family care

giver. Abuse and neglect need to be clearly and practically separated. 

Second, those factors that influence the professional's judgments about 

the presence or absence of maltreatment need to be identified. From 

observations made during this research, several areas of investiga

tion appear profitable. These include the personal characteristics 

and attributes of both the caregiver and the subject, the political 
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structure of the situation, the political influence of both the 

subject and the caregiver, the attitudes of the professional care pro

viders regarding elderly clients, and the environmental conditions of 

the subjects. 

The second issue involved with this type of research is related 

to the complexity of the problem. The maltreatment of one family mem

ber by another always involves the interactions of two individuals. 

There is no one totally to "blame" nor is there anyone totally respon

sible. Two parties are involved in the dynamics of the situation. 

Projects designed to investigate this phenomenon need to incorporate 

the perspective and contributions of at least two parties. The models 

underlying such projects need to explore the reciprocal nature of the 

interaction phenomenon and to include investigations of one-way causa

tion, reciprocal relationships, and feedback mechanisms. In addition, 

research into the maltreatment of the elderly cannot be conducted with

out comparative samples of well-treated elderly individuals. Without 

comparison samples,it is difficult, at best, to determine the implica

tions of the findings but more importantly, it is impossible to deter

mine methods of intervention without a basic knowledge of what make 

good relationships between elderly people and their family caregivers 

work. 

Problems of Research with the Elderly 

Two issues arose during this research with elderly subjects 

which are important to mention. These are associated with measurement 
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error: instrumentation problems and problem of methodology. These 

issues are coincidentally directly involved in nursing research as 

well. 

First, a critical problem encountered in this and most research 

with elderly subjects is that of instrumentation. Often, the instru

ments used to collect data about elderly individuals have been devel

oped and standardized using other kinds of samples. From this project, 

it was apparent that even when the concepts under study were ones com

mon to the human condition, such as anxiety, depression and stress, 

there were differences in the ways in which these elderly individuals 

interpreted the questions as compared to the ways the younger subjects 

apparently did. The culture known and experienced by elderly people 

is different from the culture that is experienced by younger individ

uals whether the younger people are young sample subjects or young in

vestigators. Older individuals and young people use different words 

and attach different meanings to words. The young and the old probably 

share a common language only to a certain extent. These differences 

in language are critical when instruments are designed to give verbal 

meaning to theoretical concepts. These differences are also crucial 

when the tools are not designed so their relevance is apparent to the 

elderly subject. Research emphasis needs to be placed on developing 

and validating measurement instruments that tap constructs in ways 

that are relevant to elderly subjects when the research conclusions 

are about elderly subjects. 
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The second problem encountered in this research was with the 

use of a traditional research methodology, strict interview format, 

with elderly subjects. The format appeared to be difficult for many of 

these subjects. Many reacted with discomfort to being questioned even 

though they were more than willing to provide the information in an in

formal manner. In addition, the ways in which the instruments were 

introduced and the order of presentation needed to be flexible to ac-
I 

complish the task at hand. Nurse researchers are in an excellent posi

tion to observe and interact with their elderly subjects on an intimate 

level that is pre-determined by the role "nurse." Research needs to 

be conducted to identify how to ethically and scientifically use in

formal data collection procedures that are more comfortable for elderly 

subjects and which probably, in the long run, provide more reliable 

information. The techniques used with other groups of individuals who 

view themselves as vulnerable such as prisoners, and subjects in other 

cultures need to be explored with elderly subjects. 

Implications for Nursing 

Although the findings of this study are not directly applicable 

or generalizable to the clinical setting, there are certain implica

tions for practice that can be drawn. 

First, nurses in the community setting encounter elderly in

dividuals on a daily basis who request or require some form of service. 

These nurses are in an excellent position to identify both family situ

ations where maltreatment is occurring thereby facilitating interven

tion, and at risk situations (where the family interactions are 
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problematic enough for maltreatment to occur if the situation worsens). 

Frequent remarks made by the nurses interviewed in this study included, 

"The situation is deteriorating," "if I was in that situation I 

wouldn't manage very well," and "he only gets along because of the 

neighbors. If they get tired he will be stuck." Although this study 

does not provide direction as to how to identify these problem situ

ations, most nurses already have sufficient assessment skills in family 

dynamics to determine that something is simply not right in the family 

setting. The next step is to raise the index of suspicion to the de

gree that the possibility of maltreatment is entertained. Currently, 

because volitional maltreatment of older people is such a hidden prob

lem, this connection is rarely made. 

Second, nurses are in a position to supply supplemental ser

vices for many elderly individuals. Community health nurses already 

make in-home assessments to determine what services need to be pro

vided. Although it is true that in our current health system, physi

cians are the gate-keepers of services, often the nurse has the key to 

the gate. Nurses can facilitate the placement of homemaker-home health 

aides and housekeepers to relieve the burden of both the caregiver and 

the subject. There was a significant difference between the amount of 

social support the subjects in the Abusive/Neglectful Relationship 

Group in this study received. In some ways, nurses can supply ser

vices that may make a difference in both the amount and quality of 

social support for the elderly person. 
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Third, nurses need to become politically active so that the 

problems of maltreated older people come to legislative attention. 

Nurses working in the home setting have intimate knowledge about how 

families and older people manage. This knowledge needs to be shared 

with the people who can make a difference, the legislators. As a re

sult of political action, laws protecting elderly people can be enacted, 

shelters can be provided for the elderly victims of maltreatment, res

pite care can be provided for both the caregivers and the clients at a 

reasonable cost, and supplemental in-home services can become available 

to all older people regardless of their financial eligibility. 

Summary 

In this chapter, the relationship of the study findings to the 

theoretical framework, the areas for future study, the issues involved 

in this research and the implications of this study for nursing have 

been discussed. The study of abuse and/or neglect of an elderly indi

vidual by a family caregiver is in its infancy. Although some theoret

ical concepts about abuse and/or neglect, in general, can be borrowed 

from the child abuse and intrafamily literature, many of the issues in

volved in the maltreatment of the elderly are unique to that group. As 

have been discussed in this chapter, there are definitional, political, 

and methodological issues that are unique to the study of elderly abuse 

that are not as apparent in other forms of abuse. From this study it 

is clear that the problem of maltreatment of the elderly by related 

caregivers is very complex. It involves not only the elderly person 



233 

and his liabilities and attributes but the motives, attributes and 

liabilities of the caregiver, the social structure, and the nature of 

the family relationships as well. The role of nurses in intervening in 

abuse of the elderly is not nearly so clear as it is in, for example, 

child abuse. The need for extensive future study before appropriate 

intervention and prevention can be determined is imperative. 



APPENDIX A 

SELF-ASSESSMENT OF ACTIVITIES OF DAILY 

LIVING TOOLS 
PSMT 1 

CD NO. 01 (1-2) 

ID NO. (4-6) 

SELF-ASSESSMENT OF ACTIVITIES OF DAILY LIVING 

PHYSICAL-SELF MAINTENANCE TOOL 

(PSMT) 

Directions: Please circle the one response under each heading that most 

accurately describes your present functioning. If you have questions as you 

go along, do not hesitate to ask. 

1. Toilet (8) (29) 

(1) a. Cares for self at toilet completely, no incontinence. (5) 

(0) b. Needs to be reminded, or needs help in cleaning self, or has rare 
(weekly at most) accidents. (4) 

(0) c. Soiling or wetting while asleep more than once a week (3) 

(0) d. Soiling or wetting while awake more than once a week. (2) 

(0) e. No control of bowels or bladder. (1) 

2. Feeding (9) (30) 

(1) a. Eats without assistance. (5) 

(0) b. Eats with minor assistance at meal times and/or with special prepara
tion of foods, or help in cleaning up after meals. (4) 

(0) c. Feeds self with moderate assistance and is untidy. (3) 

(0) d. Requires extensive assistance for all meals. (2) 

(0) e. Does not feed self at all and resists efforts of others to feed 
him/her. (1) 

3. Dressing (10) (31) 

(1) a. Dresses, undresses and selects clothes from own wardrobe. (5) 

(0) b. Dresses and undresses self, with minor assistance. (4) 

(0) c. Needs moderate assistance in dressing or selection of clothes. (3) 
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PSMT 2 

CD NO. 01 (1-2) 

ID NO. (4-6) 

(0) d. Needs major assistance in dressing, but cooperates with efforts of 
others to help. (2) 

(0) e. Completely unable to dress self and resists efforts of others to 
help. (1) 

A. Grooming (neatness), hair, nails, hands, clothing) (11) (32) 

(1) a. Always neatly dressed, well-groomed, without assistance. (5) 

(0) b. Grooms self adequately with occasional minor assistance (like with 
shaving or hair). (A) 

(0) c. Needs moderate and regular assistance or supervision in grooming. (3) 

(0) d. Needs total grooming care, but can remain well-groomed after help 
from others. (2) 

5. Physical Ambulation (12) (33) 

(1) a. Goes around home and community. (5) 

(0) b. Ambulates within residence or about one block distant. (A) 

(0) c. Ambulates with assistance (e.g., of another person, railing, cane, 
walker, wheelchair). (3) 

(0) d. Sits unsupported in chair or wheelchair, but cannot propel self 
without assistance. (2) 

(0) e. Bedridden more than half of the time. (1) 

6. Bathing (13) (3A) 

(1) a. Bathes self (tub, shower, sponge bath) without help. (5) 

(0) b. Bathes self with help in getting in and out of the tub, or gathering 
supplies. (A) 

(0) c. Washes face and hands only, but cannot bathe rest of body. (3) 

(0) d. Does not wash self but is cooperative with those who bathe him/her. (2) 

(0) e. Does not try to wash self and resists efforts to keep him clean. (1) 

Total (1A) Total 

(35-36) 
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IADLT 1 

CD NO. 01 

ID JJO. 

SEX 

INSTRUMENTAL ACTIVITIES OF DAILY LIVING TOOL 

(IADLT) 

Directions: Please circle the one response under each heading that most 

accurately describes how your parent functions. If you have questions as you go 

along, do not hesitate to ask. 

1. Ability to use telephone (16) (38) 

(1) a. Operates telephone on own initiative—looks up and dials number, 
etc. (4) 

(1) b. Dials a few well-known numbers. (3) 

(1) c. Answers telephone but does not dial. (2) 

(0) d. Does not use telephone at all. (1) 

2. Shopping (17) (39) 

(1) a. Takes care of all shopping needs independently. (4) 

(0) b. Shops independently for small purchases. (3) 

(0) c. Needs to be accompanied on any shopping trip. (2) 

(0) d. Completely unable to shop. (1) 

3. Food Preparation (18) (F only) (40) 

(1) a. Plans, prepares and serves adequate meals independently. (4) 

(0) b. Prepares adequate meals if supplied with ingredients. (3) 

(0) c. Heats and serves prepared meals, or prepares meals but does not 
maintain an adequate diet. (2) 

(0) d. Needs to have meals prepared and served. (1) 

4. Housekeeping (19) (F only) (41) 

(1) a. Maintains house alone or with occasional assistance (like heavy 
work—domestic help). (4) 

(1) b. Performs light daily tasks such as dishwashing, bedmaking. (3) 
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IADLT 2 

CD NO. 01 

ID NO. 

SEX 

(1) c. Needs help with all home maintenance tasks. (2) 

(0) d. Does not participate in any housekeeping tasks. (1) 

5. Laundry (20) (F only) (42) 

(1) a. Does personal laundry conpletely (4) 

(1) b. Launders small items—rinses socks, stockings, etc. (2) 

(0) c. All laundry must be done by others. (1) 

6. Mode o£ Transportation (21) (43) 

(1) a. Travels independently on public transportation or drives own car. (4) 

(1) b. Arranges own travel via taxi, but does not otherwise use public 
transportation. (3) 

(1) c. Travels on public transportation when assisted or accompanied by 
another. (2) 

(0) d. Travel limited to taxi or automobile with assistance of another. (1) 

(0) e. Does not travel at all. (1) 

7. Responsibility for own medications (22) (44) 

(1) a. Is responsible for taking medication in correct dosages at correct 
time. (4) 

(0) b. Takes responsibility if medication is prepared in advance in separate 
dosages. (2) 

(0) c. Is not capable of caring for own medications. (1) 

8. Ability to Handle Finances (23) (45) 

(1) a. Manages financial matters independently (budgets, writes checks, 
pays rent, bills, goes to bank), collects and keeps track of income. (4) 

(1) b. Manages day-to-day purchases, but needs help with banking, major 
purchases, etc. (2) 

(0) c. Incapable of handling money. (1) 

Total Total 
(24) (46-47) 

Summed Total Summed Total 

(26-27) (49-50) 



APPENDIX B 

DEMOGRAPHIC DATA COLLECTION TOOL 

DDCT 1 

CD NO. 02 (1-2) 

ID NO. (4-6) 

IVA 

DEMOGRAPHIC DATA COLLECTION TOOL 

DDCT 

1. Age of Subject 999 - N.A. (8-10) 

2. Age of Caregiver 999 • N.A. (12-14) 

3. Sex of Subject 1 « Female, 2 » Male, 9 • N.A. (16) 

4. Sex of Caregiver 1 » Female, 2 • Male, 9 • N.A. (18) 

5. AD (Age Difference) «= Age of subject - Age of Caregiver 999 - N.A. 

(20-22) 

6. CSI (Cross Sex Index) (24) 

4 » Cross Sex, Male Caregiver 

3 » Same Sex, Male Caregiver 

2 « Cross Sex, Female Caregiver 9 • N.A. 

1 - Same Sex, Female Caregiver 

5 » Other 

7. SR (Subject's Residence (26) 

1 « Subject owns residence, lives alone 

2 - Subject owns residence, caregiver lives with him 

3 " Caregiver owns residence, caregiver lives with him 

4 - Mutually owned 

5 « Other 

9 - N.A. 
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DDCT 2 

CD NO. 02 

ID NO. 
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(1-2) 

(4-6) 

8. What position does the primary caregiver have in the family? (28)  

1 - Only child 

2 - Oldest child 

3 m Oldest Girl 

8 « Other 

9 - N.A. 

4 « Oldest Boy 

5 - Youngest Child 

6 - Youngest Girl 

7 " Youngest Boy 

9. Relationship of Subject to caregiver 

99 - N.A. 

01 • Parent 

02 • Spouse 

03 « Sibling 

OA " Grandparent 

05 • Aunt or Uncle 

06 " Other ascribed 

07 • Parent-in-law 

08 • Step-parent 

10. Marital Status of Subject 

1 » Currently married 

2 • Widowed 

3 " Single, separated or divorced 

11. Marital Status of Caregiver 

09 • Sibling-in-law 

10 • Step-sibling 

11 » Grandparent-in-law 

12 " Step-grandparent 

13 ° Other acquired 

14 • Longstanding friend 

15 • No relationship 

17 « Other 

4 - Other 

9 - N.A. 

(30-31) 

(33) 

(35) 
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DDCT 3 

CD NO. 02 (1-2) 

ID NO. (4-6) 

12. Number of adults In household 9 • N.A. (37) 

13. Number of children In household 9 • N.A. (39) 

14. Income 

a. Approximate monthly Income of subject (rounded to nearest hundred) 

9999 - N.A. (41-44) 

b. Approximate monthly income of careglvlng family (rounded to 

nearest hundred) 9999 • N.A. (46-49) 

c. How comfortable are you financially? 

5 • extremely 2 » somewhat 

4 « very 1 » not at all 

3 « okay moderately 9 « N.A. (51) 

d. How comfortable do you consider your caregiver? (53) 

15. Education level (in years) 99 • N.A. (55-56) 

16. Education level (in years) of caregiver 99 • N.A. (58-59) 

17. Occupation retired from 99 • N.A. (61-62) 

18. Occupation of caregiver 99 • N.A. (64-65) 

19. Occupation of husband (if subject never worked) 99 • N.A. (67-68) 

01 - Managers, administrators, business owners 

02 - Professional and technical workers 

03 " Sales Workers 

04 - Clerical workers 08 » Service workers outside of the home 

05 - Operatives or skilled 09 » Not employed for wages 
workers 

06 » Craft workers 

07 • Laborers 

10 " Housewife 

11 - Other 

99 " No answer 
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20. Religion 

1 - Jewish 

2 • Catholic 

DDCT 4 

CD NO. 02 

ID NO. 

99 - N.A 

(1-2) 

_(4-6) 

(69) 

4 - Other 

9 " No Answer 

3 • Protestant 

21. a. How religious do you consider yourself? 

5 » extremely 2 • somewhat 

4 « very 1 » not at all 

3 • moderately 9 • N.A. 

b. How religious do you consider your caregiver? 

(71) 

(73) 

Total life change units identified by subject 

Group Assignment 

1 - Good Relationship Group 

2 - Abuse and/or Neglect Relationship Group 

999 - N.A. (75-77) 

(79) 
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LIFE CHANGE EVENTS TOOL JVB 1 

ID NO. 

IVB 

LIFE CHANGE EVENTS 

DIRECTIONS: PLEASE IDENTIFY WHICH OF THESE HAVE HAPPENED TO YOU 

OR YOUR HOUSEHOLD MEMBERS THE PAST YEAR. 

WIFE STARTING OR ENDING WORK (26) 

SON OR DAUGHTER LEAVING HOME (29) 

DEATH OF CLOSE FAMILY MEMBERS (63) 

IN-LAW TROUBLES (29) 

DETENTION IN JAIL (63) 

MARITAL SEPARATION (65) 

CHANGING TO NEW SCHOOL (20) 

SEXUAL DIFFICULTIES (39) 

RETIREMENT FROM WORK (45) 

MARITAL RECONCILIATION (45) 

MAJOR BUSINESS ADJUSTMENT (39) 

MAJOR CHANGE IN HEALTH OF FAMILY (44) 

MAJOR CHANGE IN SLEEPING HABITS (16) 

MAJOR CHANGE IN WORK RESPONSIBILITIES (29) 

OUTSTANDING PERSONAL ACHIEVEMENT (28) 

MINOR VIOLATIONS OF THE LAW (11) 

DEATH OF SPOUSE (100) 

PREGNANCY (40) 

MARRIAGE (50) 
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IVB 2 

ID NO. 

DEATH OF A CLOSE FRIEND (37) 

CHANGE IN RESIDENCE (20) 

CHANGING TO DIFFERENT LINE OF WORK (36) 

CHRISTMAS (12) 

MAJOR CHANGE IN CHURCH ACTIVITIES (19) 

MAJOR CHANGE IN FAMILY GET TOGETHERS (15) 

MAJOR CHANGE IN FINANCIAL STATE (38) 

MORTGAGE OR LOAN OVER $10,000 (31) 

BEING FIRED FROM WORK (47) 

DIVORCE (73) 

MAJOR PERSONAL INJURY OR ILLNESS (53) 

MAJOR CHANGE IN WORKING CONDITIONS (20) 

MAJOR CHANGE IN LIVING CONDITIONS (25) 

MAJOR CHANGE IN EATING HABITS (15) 

ADDITION OF NEW FAMILY MEMBERS (39) 

TROUBLE WITH BOSS (23) 

MAJOR CHANGE IN ARGUMENTS (35) 

MAJOR REVISION OF PERSONAL HABITS (24) 

VACATION (13) 

MORTGAGE FORECLOSURE (30) 

START OR END OF FORMAL SCHOOLING (26) 

MORTGAGE OR LOAN LESS THAN $10,000 (17) 

MAJOR CHANGE IN RECREATION (19) 

Total Score 



APPENDIX D 

POMS TOOL INFORMATION 

A copy of the P.O.M.S. Tool is not included at the request 

of the publisher. 

# EdfTS 
Poet Office Box 7234 • Sen Diego, California 92107 • Phone {714) 46B-1666 or 222-1666 

M E S S A G E  

LladaB. PhlUlpa. B.N. 

AZ 

Uada Phllllpa 

Thaak you (or your latoreat la Ua POMS for 

aaa la yoar reaearch etudy. A larger type varal< 

baa baaa aaad la prarloua atmttaa which oould ba 

aupfdlad (or your aaa ahnuld yoa (aal that to ba 

•atl •factory. A sample la aadoaad for your 
aumlnatloa. fihoald you wlah to uaa tha vcraloa 

•olo*d la yonr 1 at tar it would ba naceaaary to 

laaorporata tha oopyrtght aotloa with tha phraaa 

added Heproduoad with parmlaalca." Th^jfonn 

Itaelf ahould aot ba ho—rl la your dlaaartatlca 

aad parmlaalou la extaadad oaly (or the oaa-tlma 

aaa aa daaerlbad ia-jour latiar. W> look forward 
to haarlag from yoa afcUp aaalag tha raaulta of 

' reeaarrh Slaearaly 

Bobart B. Kaapp 

R E P L Y  

DATE May 12, 1980 

Daar Slra: 

After having triad tha fora you sant 
•a with aavaral of my aldarly eubjecta, 
I fael It would be better to uaa the 
one I have adapted with thla aaaple. 
fhd people I aa Interviewing Wave a 
vary low health etatua overall and 
alaply find It aaaler to read the even 

, larger print. I will however Include 
the words you raqueated and not Include 
a copy of tba fora In my dlaaertetlon 
aa you require. I thank you for your 
lntexaat. Since I have aent you Money 
for one hundred anawer ahaata, I would 
like that to be filled with tha larger 
lettered foraa If that la poaalble. 
Since I will be continuing Whla work 
with other aaaplea following tha coapla 
tlon of my dlaeertatlon, I would like 
to have acceaa to tha largar fiflntad 
fomm la tha futara. 

That* yom, Sincerely 

* i'i a 'Nt « ka 4 
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APPENDIX E 

REPORT OF THE PILOT STUDY AND 

INSTRUMENT REVISION 

Pilot Study 

During January and February, 1980, 18 subjects who met the study 
criteria were interviewed in the manner described using the tools that 
were described in Chapter 2. These interviews constituted the sample 
for the pilot study. Table E-l presents a description of these sub
jects. It can be seen from Table E-l that the mean ages for the accep
tors both in the GR Group and the A/NR Group were quite close as was 
the sex of both the subjects and their caregivers. On the other hand, 
the ages of the caregivers for those acceptors in the A/NR Group were 
younger and the age differences were wider than those in the GR Group. 
The refuser group in this pilot study were all in the A/NR Group. In 
addition, the subjects who refused to participate tended to be older 
than either the other two groups although the difference between their 
ages and that of their caregivers was similar to the differences between 
the ages of the caregivers and subjects in the GR Group who partici
pated. There were slightly more male caregivers in the refuser group 
as well. Although the household income for those in the GR Group who 
accepted tended to be higher than either of the other two groups, the 
pesonal income of the subjects in the A/NR Group who participated was 
higher than either of the other two groups. Of particular interest in 
Table E-l are the scores noted for the PSMT, IADLT, and SADLT. For 
those subjects who agreed to participate who were classified as having 
either good relationships or abusive/neglectful relationships, the self-
assessed activities of daily living level was not significantly dif
ferent. However, for those in the group who refused to participate, 
all of whom were classified as having an abusive/neglectful relation
ship with their caregiver, the scores for the PSMT, IADLT, and SADLT 
were greatly lower than either of the other two groups. Therefore, 
those who accepted participation regardless of classification func
tioned in their homes at a much higher level than those who refused to 
participate. Obtaining this information in the pilot study underlined 
the need to collect as much information as was possible about the re
fuser group during the actual study. 
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Table E-l. Description of Subjects in the Pilot Study 

Acceptors (G) 
Mean 
N=6 

Refusers (A/N) 
Mean 
N=7 

Acceptors (A/N) 
Mean 
N=5 

Age (s) 76.00 79.57 76.20 

Age (c) 66.00 68.57 58.80 

Age Diff. 10.00 10.43 17.40 

Sex (s) 5 F 5- F 4 F 

1 M 2 M 1 M 

4 F 3 F 4 F 

2 M 4 M 1 M 

Income (x) $235.5 $266.67 $325.00 

Income (h) $825.00 $516.67 $500.00 

PSM 24.50 18.86 26.20 

IADL 18.67 10.57 20.00 

SADLT 43.17 29.43 46.20 

Range PSM = 6-30 
Range IADL = 8-32 
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Instrument Revisions 

Following the pilot study, certain changes were made in the 
instruments based on the reliability analysis of the data and on the 
experiences of the investigator during the pilot study. The changes 
were as noted below. 

Self-Assessment of Activities of Daily 
Living Tools (PSMT and IADLT) 

Although the format of the PSMT and the IADLT were unchanged 
following the pilot study, there was a change made in the coding method. 
As originally designed by Lawton and Brody (1969), both of these in
struments were to be scored using a 0-1 method with the highest levels 
of functioning being awarded a 1 for each item and the lower levels of 
functioning being awarded a 0. During the pilot study, this coding 
method was retained and all items were recoded using a 1-5 format for 
the PSMT and a 1-4 format for the IADLT. This investigator felt that 
permitting greater variation in the scoring for each tool would allow 
for more precise estimates of functioning. Using the 0-1 scoring for 
the PSMT, the inter-item correlations ranged from r = .15 to r = .81; 
using the 1-5 scoring method, the inter-item correlations for the same 
tool ranged from r = .60 to r = .95. Using the revised scoring the 
part-to-whole correlations ranged from r = .75 to r = .97. The 1-5 
scoring method yielded an estimate of .95 for the PSMT. 

For the IADLT, the 1-4 scoring method yielded inter-item corre
lations ranging from r = .04 to r = .94. Using the 1-4 scoring method 
the part-to-whole correlations ranged from r = .56 to r = .93. The 
standardized alpha for the 1-4 scoring method was .89. For the total 
tool, SADL, the new scoring yielded an internal consistency measure of 
st. a = .95. 

Expectations and Perceptions of Alter 

As proposed, the EOAT and POAT were parallel 12 item scales that 
measured perceptions about behaviors of a caregiver in a Likert (1932) 
format. Following the analysis of the pilot data, it could be seen that 
both of these tools had two items each that had low inter-item correla
tions. The internal consistency estimates for each of these 12 item 
scales were st. a = .89 for the EOAT and st. a = .89 for the POAT. 
Table E-2 demonstrates the part-to-whole correlations for each item of 
both the EOAT and POAT. From the table it can be seen that items #5 
and #8 on the EOAT and items #1 and #7 on the POAT do not correlate 
well with the total scores for the tools. As a result, each of these 
tools was revised deleting four items from each tool to retain the 



Table E-2. Part-to-Whole Correlations on the EOA and POA in the 
Pilot Study 
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EOA POA 

Contact .783 -.071 

Warmth .871 .901 

Conduct .786 .770 

Dependability .726 .877 

Time spent -.102 .783 

Trust .762 .892 

Protection .384 .118 

Gifts .029 .427 

Belonging .923 .892 

Sharing life .436 .798 

Seeks advice .148 .640 

Honesty .932 .859 
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parallel construction. The internal consistency measures for each of 
these scales with the four items deleted were st. a = .96 for the EOAT 
and st. a = 95 for the POAT. The final forms of these tools appear in 
Appendix G. 

Role Tool 

During the pilot study the RT was found to be cumbersome and 
difficult for the subjects to complete due to its format, its ambiguity, 
the number of possible answers for each item (seven), and its total 
length. In addition, certain items were more troublesome to subjects 
than others. For example, many subjects reported having difficulty re
sponding to the stems "Boss," "Retired Person," and "Help Receiver" be
cause they did not see themselves in these roles. Subjects had 
particular difficulty responding to the items that reflected the Activ
ity Dimension of the Semantic Differential as well. Because of missing 
data, the internal consistency estimates for the total tool and for the 
three dimensions of the tool were not computable. As a result, it was 
decided that a total of four stems and one dimension (the Activity 
Dimension) would be deleted from the tool in its final form. Since more 
of the subjects in the pilot than were anticipated were not parents of 
the caregivers, the role of significant other, most commonly reflected 
either as parent or spouse, was added to the instrument. During inter
viewing the actual relationship that existed between the individual sub
ject and his caregiver was tested using the "Significant Other" stem. 
These changes yielded an instrument which included six roles ("Helpgiv-
er," "Decision maker," "Aging person," "Significant other," "Family 
member," and "Advice giver") and the stem "Myself or Person" which was 
retained as a validity check. To reduce the ambiguity, each stem was 
converted into the phrase "As a , I feel:" and the number 
of alternatives for each item was simplified from a seven point scale 
to a five point scale. A copy of the revised instrument appears in 
Appendix H. 

Mood States Tool (POMS) 

The POMS was standardized using both male and female psychiatric 
outpatients whose ages were predominantly under 50 years of age. As a 
result, the internal consistency estimates for each scale were compared 
using the pilot sample and the scores reported in the literature (Mc-
Nair et al. 1971). Table E-3 shows this comparison by scale, -'-•jai 
this table, it can be seen that the stability coefficients using an el
derly sample are not as consistent as they are for a younger sample. 
Interestingly enough, the scales that are of most importance for this 
study, D/D, A/H, and F/I retain an internal consistency measurement in 
an acceptable range for their use with an elderly sample. It was there
fore decided to use the POMS as published changing its format slightly 
for easier reading by the aging eye. 
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Table E-3. Internal Consistency in the POMS in the Pilot Study 

Internal Internal 
Consistency Consistency Standardized 
Male Psychi- Female Psychi- Alpha 
atric Out- atric Out- Total 
patients patients Sample 

TA .92 .90 .623 

DD .95 .95 .910 

AH .92 .93 .932 

VA .89 .87 .674 

FI .94 .93 .814 

CB .87 .84 .721 



APPENDIX F 

SUBJECT INFORMED CONSENT FORM 

SUBJECT INFORMED CONSENT FORM 

TITLE OF PROJECT: THE NATURE OF FAMILY RELATIONSHIPS AMONG TWO 

SAMPLES OF FRAIL ELDERLY INDIVIDUALS 

YOU ARE BEING ASKED TO VOLUNTEER TO PARTICIPATE IN A 

RESEARCH PROJECT THE PURPOSE OF WHICH IS TO SEEK INFORMATION 

ABOUT HOW FAMILIES AND CLIENT MANAGE IN THE HOME WHEN AN ELDERLY 

FAMILY MEMBER NEEDS HELP. YOU WILL BE ASKED TO ANSWER QUESTIONS 

REGARDING YOUR HEALTH STATUS, PERSONAL CHARACTERISTICS AND THOSE 

OF YOUR CAREGIVER, YOUR FAMILY STRUCTURE, HOW YOU SEE YOURSELF, 

WHAT YOU EXPECT OF YOUR CAREGIVER, EXPERIENCES YOU HAVE HAD IN 

THE PAST YEAR, AND HOW YOU FEEL IN GENERAL. IT IS HOPED THAT 

THIS PROJECT WILL HELP HEALTH CARE PROVIDERS TO BE BETTER ABLE TO 

HELP FAMILY MEMBERS AND OLDER INDIVIDUALS DEAL WITH THE NEEDS FOR 

CARE OF OLDER PEOPLE IN THE HOME SETTING AND TO RELIEVE SOME OF 

THE TENSION OFTEN FOUND IN THESE SITUATIONS. LIKE YOU, ALL OF 

THE PEOPLE WHO WILL BE INTERVIEWED IN THIS PROJECT WILL BE OVER 

60 YEARS OF AGE, LIVE IN PIMA COUNTY, NEED THE HELP OF AT LEAST 

ONE OTHER PERSON TO MEET THEIR LIVING NEEDS, AND HAVE A RELATED 

INDIVIDUAL (SON, DAUGHTER, SON-IN-LAW, DAUGHTER-IN-LAW, SPOUSE) 

WHO LIVE IN ARIZONA WHO CAN BE CALLED ON FOR HELP. 

THE INTERVIEW WILL BE CONDUCTED IN YOUR OWN HOME OR A 

PLACE OF YOUR CHOICE AND WILL TAKE ABOUT TWO HOURS OF YOUR TIME. 

THERE WILL BE NO COST OR RISKS TO YOU TO PARTICIPATE. YOU WILL 

RECEIVE NO DIRECT BENEFITS FROM PARTICIPATION IN THE PROJECT BUT 
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YOUR PARTICIPATION WILL HELP OTHER OLDER INDIVIDUALS BEING CARED 

FOR BY THEIR FAMILIES. 

NO INFORMATION THAT YOU SHARE WITH THE INTERVIEWER WILL BE 

SHARED WITH ANY OTHER PERSON INCLUDING YOUR FAMILY OR THE AGENCY 

THAT REFERRED YOU. THE INFORMATION GATHERED IN THIS PROJECT WILL 

BE REPORTED TO OTHERS IN GROUPED FORM ONLY, E.G., SCIENTIFIC RE

PORTS AND ARTICLES. 

I HAVE READ THE ABOVE SUBJECT'S CONSENT. THE NATURE, DE

MANDS, RISKS, AND BENEFITS OF THE PROJECT HAVE BEEN EXPLAINED TO 

ME. I UNDERSTAND THAT I MAY ASK QUESTIONS AND THAT I AM FREE TO 

WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT INCURRING ILL WILL 

(OR AFFECTING MY MEDICAL CARE). I UNDERSTAND THE INVESTIGATOR IS 

NOT RESPONSIBLE FOR ANY HARMFUL EFFECTS RESULTING FROM THIS STUDY. 

I ALSO UNDERSTAND THAT THIS CONSENT FORM WILL BE FILED IN AN AREA 

DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS RESTRICTED 

TO THE PRINCIPAL INVESTIGATOR OR AUTHORIZED REPRESENTATIVE OF THE 

PARTICULAR DEPARTMENT. A COPY OF THIS CONSENT FORM IS AVAILABLE 

TO ME. SHOULD I CHOOSE TO NOT SIGN THIS CONSENT FORM, MY VERBAL 

PERMISSION WILL BE ACCEPTED AND CONFIRMED BY MY WILLINGNESS TO 

ANSWER THE INVESTIGATOR'S QUESTIONS. 

SUBJECT'S SIGNATURE WITNESS 

MY SIGNATURE DATE 

TELEPHONE NO.: 626-6154 



APPENDIX G 

EXPECTATIONS AND PERCEPTIONS OF ALTER TOOLS 

EOA 1 

CD NO. 03 

ID NO. 

VIA 

EXPECTATIONS TOOL 

EOA 

YOU HAVE PROBABLY KNOWN flANY AilD 

IN YOUR LIFE TIME. THE FOLLOWING QUESTIONS ARE 

DESIGNED TO HELP YOU DESCRIBE WHAT THE AVERAGE RELATIONSHIP 

BETWEEN A AND IS LIKE. 
(OTHER PERSON'S CATEGORY) (YOUR CATEGORY) 

PLEASE DO M DESCRIBE YOUR OWN RELATIONSHIP WITH YOUR 

BUT RATHER WHAT YOU THINK THE AVERAGE RELATIONSHIP IS LIKE. IN 

ORDER TO DO THIS, THINK ABOUT WHAT YOU HAVE OBSERVED THROUGH THE 

YEARS ABOUT RELATIONSHIPS BETWEEN OTHER PEOPLE AND THEIR 

READ EACH OF THE FOLLOWING QUESTIONS AND THEN PLACE AN 

(X) IN THE APPROPRIATE SPACE. IF YOU HAVE ANY QUESTIONS, PLEASE 

LET HE KNOW. 
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EOA 2 

CD NO. 03 

ID NO. _ 

1. HOW iiUCH HONESTY DO YOU THINK THE AVERAGE 
(OTHER'S CATEGORY) 

SHOWS TOWARD HIS/HER ? (57) 

(YOUR CATEGORY) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

2. HOW MUCH CARE DO YOU THINK THE AVERAGE 
(OTHER'S CATEGORY) 

TAKES TO CONDUCT HIS/HER LIFE IN A WAY THAT PLEASES HIS/HER 

? (52) 

(YOUR CATEGORY) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

3. HOW MUCH EFFORT DO YOU THINK THE AVERAGE 
(OTHER'S CATEGORY) 

TRIES TO MAKE HIS/HER FEEL A PART OF HIS/HER 
(YOUR CATEGORY) 

LIFE? (54) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 
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EOA 3 

CD NO. 03 

ID NO. _ 

4. HOW MUCH DO YOU THINK THE AVERAGE SHARES 
(OTHER'S CATEGORY) 

WITH HIS/HER ABOUT HIMSELF/HERSELF? (55) 
(YOUR CATEGORY) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

5. HOW MUCH DO YOU THINK THE AVERAGE IS 
(OTHER'S CATEGORY) 

TRUSTED BY HIS/HER ? (53) 
(YOUR CATEGORY) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

6. HOW MUCH ADVICE DO YOU THINK THE AVERAGE 
(OTHER'S CATEGORY) 

SEEKS FROM HIS/HER ? (56) 

(YOUR CATEGORY) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 
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EOA 4 
CD NO. 03 

ID NO. _ 

7. HOW MUCH WART1TH (AFFECTION) DO YOU THINK THE AVERAGE 

SHOWS DURING HIS/HER CONTACTS WITH HIS/HER 
(OTHER'S CATEGORY) 

? (50) 

(YOUR CATEGORY) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (A) (3) (2) (1) 

3. HOW MUCH DO YOU THINK THE AVERAGE CAN BE 
(OTHER'S CATEGORY) 

DEPENDED UPON BY HIS/HER ? (51) 

(YOUR CATEGORY) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

9. HOW GOOD DO YOU THINK THE AVERAGE RELATIONSHIP IS BETWEEEN A 

AND A ? (58) 

(OTHER'S CATEGORY) (YOUR CATEGORY) 

EXCELLENT GOOD OKAY FAIR POOR 
(5) (4) (3) (2) (1) 

Total (59) 



POA 1 

CD NO. 03 

ID MO. _ 

V1B 

PERCEPTIONS OF ALTER 

POA 

DIRECTIONS: THE FOLLOWING QUESTIOiiS ARE DESIGNED TO HELP YOU 

DESCRIBE YOUR RELATIONSHIP WITH YOUR AS IT 

IS RIGHT HOW. 

READ EACH OF THE FOLLOWING QUESTIONS AND THEN PLACE 

AN (X) IN THE APPROPRIATE SPACE. IF YOU HAVE ANY QUESTIONS, 

PLEASE LET ME KNOW. 

1. HOW MUCH WARMTH (AFFECTION) DOES YOUR ( 

SHOW DURING HIS/HER CONTACTS WITH YOU? 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 
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POA 2 

CD NO. 03 

ID NO. _ 

2. HOW MUCH DOES YOUR SHARE WITH YOU ABOUT 

HIMSELF/HERSELF? (67) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

3. HOW GOOD IS YOUR RELATIONSHIP WITH YOUR ? (70) 

EXCELLENT GOOD OKAY FAIR POOR 
(5) (4) (3) (2) (1) 

4. HOW MUCH ADVICE DOES YOUR SEEK FROM YOU? (68) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

5. HOW MUCH CAN YOU DEPEND ON YOUR ? (63) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 
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POA 3 

CD NO. 03 
ID NO. _ 

6. HOW MUCH CARE DOES YOUR TAKE TO CONDUCT 

HIS/HER LIFE IN A HAY THAT PLEASES YOU? (64) 

A GREAT DEAL A GOOD BIT A MODERATE AI10UNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

7. HOW ,'IUCH HONESTY DOES YOUR SHOW TOWARD 

YOU? (69) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NOiiE 
(5) (4) (3) (2) (1) 

8. HOW MUCH EFFORT DOES YOUR EXPEND TO MAKE (66) 

YOU FEEL A PART OF HIS/HER LIFE? 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

9. HOW MUCH CAN YOU TRUST YOUR ? (65) 

A GREAT DEAL A GOOD BIT A MODERATE AMOUNT VERY LITTLE NONE 
(5) (4) (3) (2) (1) 

Total 
(7P7Z) 



APPENDIX H 

ROLES DEVISED FOR SELF TOOL 
RDSFT 1 
CD NO. 03 
ID NO. 

ROLES DEVISED FOR SELF TOOL 

RDSFT 

DIRECTIONS: ON THE PAGES THAT FOLLOW YOU WILL FIND 7 ROLES YOU 

PLAY AND BESIDE EACH ROLE FOUR PAIR OF ADJECTIVES THAT COULD BE 

USED TO DESCRIBE THE ROLE. HERE IS AN EXAMPLE: 

AS A NEIGHBOR I FEEL: FRIENDLY 

>- >-
>r 1 1 >-

1 UJ UJ I UJ F— i •— LU jT <E <£ 
LLJ od Cd oc UJ OR LLJ •— LU CXL 
H- CA =3 A H— X O LU O X LU Z: 2E S LU 

I I I I 1 I UNFRIENDLY 

TO COMPLETE THE SCALE, 

FIRST, READ THE PHRASE: AS A NEIGHBOR I FEEL 

SECOND, READ THE ADJECTIVE PAIR AND SELECT WHICH WORD 

DESCRIBES YOUR FEELINGS BEST: 

FRIENDLY OR UNFRIENDLY 

THIRD, DECIDE WHETHER YOU FEEL EXTREMELY OR MODERATELY 

FRIENDLY OR UNFRIENDLY. PLACE AN (X) IN THE SPACE OF YOUR CHOICE. 

YOU WILL NOTICE THAT THE MIDDLE SPACE IS MARKED "NEUTRAL." TRY 

TO USE THIS SPACE AS LITTLE AS POSSIBLE BUT IF YOU HONESTLY FEEL 

NEUTRAL ABOUT THE WORD CHOICE PLACE YOUR (X) IN THE MIDDLE SPACE. 

IF YOU HAVE ANY QUESTIONS PLEASE LET ME KNOW. 
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AS AN A6IN6 PERSON, I FEEL: 

AS AN AGING PERSON, I FEEL: 

AS AN AGING PERSON, I FEEL: 

AS AN AGING PERSON, I FEEL: 

SUCCESSFUL L 

CAPABLE L 

WORTHWHILE L 

CONFIDENT L 

RDSFT 2 
CD NO. 03 
ID NO. _ 

>-
I 

LTJ 

LU 
or 
h-
X 
LU 

I UNSUCCESSFUL 
(10) 

I INCAPABLE 
(12) 

I USELESS 
(ID 

I INSECURE 
(13) 



AS A HELP GIVER, I FEEL: 

AS A HELP GIVER, I FEEL: 

AS A HELP GIVER, I FEEL: 

AS A HELP GIVER, I FEEL: 

WORTHWHILE 

CAPABLE 

CONFIDENT 

SUCCESSFUL 

RDSFT 3 
CD NO. 03 
ID NO. _ 

>-
>-
__J LU 
LU 1— 

<C <C 
LU az C£ 
Od LU H-
H— Q ZD 
X o LU 
LU sr 

LU OE 
a i— 
o x 

USELESS 
(16) 

J INCAPABLE 
(17) 

L I 1 1 I I INSECURE 
(18) 

J UNSUCCESSFUL 
(15) 

IO 
ON 
to 



AS A PARENT, I FEEL: 

AS A PARENT, I FEEL: 

AS A PARENT, I FEEL: 

AS A PARENT, I FEEL: 

CAPABLE L 

CONFIDENT I 

WORTHWHILE I 

SUCCESSFUL [ 

RDSFT 4 
CD NO. 03 
ID NO. _ 

>-

LU 
UJ 
CXL 
h— 
X 
LU 

I INCAPABLE 
(22) 

I INSECURE 
(23) 

I USELESS 
(21) 

I UNSUCCESSFUL 
(20) 



AS AN ADVICE GIVER, I FEEL: SUCCESSFUL 

AS AN ADVICE GIVER, I FEEL: CONFIDENT 

AS AN ADVICE GIVER. I FEEL: CAPABLE 

AS AN ADVICE GIVER, I FEEL: WORTHWHILE 

RDSFT 5 
CD. NO. 03 
ID NO. 

>- >-
1 1 >-

1 UJ UJ 1 
UJ 1— 1 1— UJ ST* <c s= 
UJ en a: Od UJ 
C£ UJ I— UJ od 
H— CD =3 CD H 
X g UJ O X 
UJ Lil UJ 

J UNSUCCESSFUL 
(25) 

I I I I I I INSECURE 
(28) 

J INCAPABLE 
(27) 

J USELESS 
(26) 

ho 
ON 
4> 



AS A SPOUSE, I FEEL: 

AS A SPOUSE, I FEEL: 

AS A SPOUSE, I FEEL: 

AS A SPOUSE, I FEEL: 

CAPABLE I 

WORTHWHILE L 

CONFIDENT L 

SUCCESSFUL L 

RDSFT 6 
CD NO. 03 
ID NO. _ 

>-
I 

UJ 
LLJ ai 
i— 
X LlJ 

I INCAPABLE 
(32) 

I USELESS 
(31) 

J INSECURE 
(33) 

I UNSUCCESSFUL 
(30) 

N3 
ON 
Ul 



AS A PERSON, I FEEL: 

AS A PERSON. I FEEL: 

AS A PERSON. I FEEL: 

AS A PERSON, I FEEL: 

WORTHWHILE I 

CAPABLE L 

SUCCESSFUL I 

CONFIDENT L 

RDSFT 7 
CD NO. 03 
ID NO. _ 

USELESS 
(36) 

I INCAPABLE 
(37) 

I UNSUCCESSFUL 
(35) 

I INSECURE 
(38) 



AS A FAMILY MEMBER, I FEEL: 

AS A FAMILY MEMBER, I FEEL: 

AS A FAMILY MEMBER, I FEEL: 

AS A FAMILY MEMBER. I FEEL: 

WORTHWHILE [ 

CONFIDENT I 

SUCCESSFUL L 

CAPABLE L 

RDSFT 3 
CD NO. 03 
ID NO. _ 

s: <c « <c sz 
LLJ QC AT OC LU 
AC UJ T— LLJ OR 
l— o => a i— 
x o LU o x 

USELESS 
(41) 

J I INSECURE 
(43) 

I I I I I UNSUCCESSFUL 
(40) 

1 I I I INCAPABLE 
(42) 

rs> 
O* 



AS A DECISION MAKER, I FEEL: 

AS A DECISION MAKER. I FEEL: 

AS A DECISION MAKER, I FEEL: 

AS A DECISION MAKER, I FEEL: 

CONFIDENT I 

WORTHWHILE I 

CAPABLE L 

SUCCESSFUL L 

RDSFT 9 
CD NO. 03 
ID NO. _ 

az 
h-
X 

INSECURE 
(48) 

J USELESS 
(46) 

I INCAPABLE 
(47) 

I UNSUCCESSFUL 
(45) 



APPENDIX I 

PERCEIVED SOCIAL SUPPORTS TOOL 

PSST 1 

CD NO. 05 

ID NO. _ 

II 

PERCEIVED SOCIAL SUPPORTS TOOL 

PSST 

1. NAME THE CLOSE FRIENDS WHO VISIT YOU AT LEAST ONCE WEEKLY. 

RATE HOW MUCH SUPPORT EACH ONE GIVES YOU. 

Y 

UJ 
J— <z •— 

UJ cc. •C 
1— UJ CD >-

o oc => o 1 UJ 
0 CO > 

Total (10-11) Total (12-13) 
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PSST 2 
CD NO. 05 
ID NO. _ 

2. NAflE THE NEIGHBORS WHO DROP IN AT LEAST ONCE WEEKLY. RATE 

HOW MUCH SUPPORT EACH ONE GIVES YOU. 

Total (14-15) Total (16-17) 



PS ST 3 
CD NO. 05 
ID. NO. _ 

3. NAME THE CLOSE FRIEllDS OR ACQUAINTANCES FROM WHOM YOU RECEIVE 

CALLS ON THE TELEPHONE (AT LEAST ONCE) WEEKLY. RATE HOW MUCH 

SUPPORT EACH ONE GIVES YOU. 

Total (18-19) Total (20-21) 



PSST 4 
CD NO. 05 

ID NO. _ 

<i. NAME THE FAMILY MEMBERS, OTHER THAN YOUR CAREGIVER AND 

HIS/HER FAMILY WHO CALL YOU ON THE TELEPHONE AT LEAST ONCE 

WEEKLY. RATE HOW MUCH SUPPORT EACH ONE GIVES YOU. 

>-

CZJ 

( ) 

( ) 

( ) 

( ) 

( ) 

oc 
a 
o 

CD 

CO 

>-
CCL 
LU 
> 

Total (22-23) Total (24-25) 



PSST 5 
CD NO. 05 
ID NO. _ 

5. NAME THE FAMILY MEMBERS OTHER THAN YOUR CAREGIVER AND 

HIS/HER FAIIILY WHO VISIT YOU AT LEAST ONCE WEEKLY. RATE HOW 

MUCH SUPPORT EACH ONE GIVES YOU. 

Y 
I— 

LU T— 
I— 
< I— M 

LU oe 
F— LLJ LD >-
»• •« ca ^ t Cd 
rD o 1 UJ 
C2> sz CO 

Total (26-27) Total (28-29) 



PSST 6 
CD NO. 05 
ID NO. _ 

6. NAME THE PEOPLE YOU CORRESPOND WITH REGULARLY. HOW OFTEN? 

RATE THE AMOUNT OF SUPPORT THEIR CORRESPONDENCE GIVES YOU. 

Total (30-31) Total (32-33) 



PSST 7 
CD NO. 05 
ID NO. _ 

7. iJAHE CHURCH PEOPLE (MINISTERS, PRIESTS, NUNS, ETC.) WHO 

VISIT YOU AT LEAST ONCE WEEKLY. RATE HOW MUCH SUPPORT EACH 

ONE GIVES YOU. 

J 
H— 

UJ H-
1— « 
<C I— 1 

UJ CXI zsz 
>- LU CD >-
Q£ C3 cc 
LU => O —I LLJ 
> CD CO > 

Total (34-35) 

Summed Total (38-40) 

Total (36-37) 

Summed Total (41-43) 



APPENDIX J 

PERCEIVED SERVICE GIVING SUPPORT TOOL 

PSGST 1 

CD NO. 05 

ID NO. _ 

III 

PERCEIVED SERVICE GIVING SUPPORT TOOL 

PSGST 

1. NAME THE FAMILY MEMBERS IN THE HOUSEHOLD, OTHER THAN YOUR 

CAREGIVER, WHO ARE AVAILABLE TO HELP YOU. RATE HOW MUCH 

HELP EACH ONE GIVES YOU. 
H— 
=3 
O 

_L <S: 

LU »— UJ 
LU 

1 
Q 

CQ 
»— 1= 

1— 0£ 
<C 
LU 

<=> 
o LU 

—1 

o O >-
O U3 ZZ OR 
<C 

t V 

<r 
/ \ 

LU 
> 

CO o 

Total (45-46) Total (47-48) 
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PSGST 2 
CD NO. 05 
ID NO. _ 

2. NAME THE PEOPLE, OUTSIDE OF YOUR CAREGIVER WHO YOU FEEL YOU 

CAN CALL ON IN TIMES OF TROUBLE. RATE HOW MUCH HELP EACH 

ONE WOULD GIVE YOU. 

*x. 
LU ca 

<r 
UJ 
Q£ 
CD 

t £ 
CO 
ea 
o 
o 
<s> 

oc. 
UJ 
ca 
o a: >-

ac 

LU 

o 

CO o 
±1 
<c 

Total (49-50) Total (51-52) 



PSGST 3 
CD NO. 05 
ID NO. _ 

3. NAME THE FAMILY MEMBERS OUTSIDE OF THE HOUSEHOLD WHO ARE 

AVAILABLE TO HELP YOU. RATE HOW MUCH HELP EACH ONE GIVES 

YOU. 

LU 
ca 

CD 
<c 

=5 
O 
S 

1— LU LLJ 1 
H- f— OQ < f— oe: 

O LLJ i 
o CD 
o o >-CD E OS 

/ \ / \ 

LLJ 
> 
/ V 

CO 
o 

Total (53-54) Total (55-56) 
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PSGST H 
CD NO. 05 

ID NO. _ 

*i. NAME THE OTHER PEOPLE (NEIGHBORS, FRIENDS, HIRED HELP) 

AVAILABLE TO HELP YOU. RATE HOW I1UCH HELP EACH ONE GIVES 

YOU. 

<c 
LIJ 
a 

cn 

CQ 
(=) 

o 
CD 

O 

<E 

C3 
O 

CO o 

( ) 

( ) 

( ) 

( ) 

( ) 

Total (57-58) Total (59-60) 
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PSGST 5 

CD NO. 05 

ID NO. 

5. NAME THE SOCIAL SERVICES AGENCIES WHO HELP YOU. RATE HOW 

MUCH HELP EACH AGENCY GIVES YOU. 

»— 
=3 
O 

1 <C 
<C LU LU 
LU H- LU 1 
CA H— H- O 

0Q I— 
I— 
<C UJ I H— 
LU O O CO o o >- o 
CD CD 2= en 5 

<C <C <C LU 
> 

5 
<C 

Total (61-62) 

Summed Total (65-67) 

Total (63-64) 

Summed Total (68-70) 



APPENDIX K 

ABUSE REPORT FORM (ARF) 

CD# 06 (1-2) 

(4-6) 

ABUSE REPORT FORM 

Degree of Severity 
mild moderate severe 
12 3 4 5 

(8) 

(9) 

(10) 

(11) 

(12) 

(13) 

(14) 

(15) 

(16) 

(17) 

(18) 

(19) 

(20) 

(21) 

(22) 

(23) 

(24) 

(25) 

(26) 

(27) 

(28) 

(29) 

Total (30-31) 

Psychological 

Verbal assault (32) 

Threat (33) 

Fear (34) 

Isolation (35) 

Refusal of reasonable requests for diversion ___ (36) 

Use of derogatory terms to describe subject (37) 

Usurping attention of health professional (38) 

Other (describe) (39) 

Total (40-41) 

Physical 

Bruises, welts 

Sprains, dislocations 

Malnutrition, dehydration 

Freezing or excessive heat 

Burns, scalding 

Hounds, cuts, punctures 

Internal injuries 

Dismemberment 

Bone fractures 

Skull fractures 

Direct beatings 

Lack of personal care 

Lack of food, inappropriate food 

Lack of medical care 

Lack of supervision 

Tied to chair 

Tied to bed 

Decubitus ulcers 

Perineal excoriations 

Physical force used in care 

Inappropriate clothing 

Other (describe) 
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Material 

Theft of money or property 

Misuse of money or property 

Income withheld 

Other (describe) 

Rights 

Forced from home 

Forced into nursing home 

Forced to stay in home not desired 

Other (describe) 

Medical 

No medication purchased when prescribed 

No false teeth when needed 

No hearing aid when needed 

No glasses when needed 

No assistive devices that would Improve 
functioning 

Inappropriate medications (too much or too 
little), substance abuse encouraged 

Other (describe) 

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 (describe) 

Degree of Severity 
mild moderate severe 
12 3 4 5 

(42) 

(43) 

(44) 

(45) 

Total (46-47) 

(48) 

(49) 

(50) 

(51) 

Total (52-53) 

(54) 

_ (55) 

(56) 

(57) 

(58) 

(59) 

(60) 

Total (61-62) 

(63) 

(64) 

(65) 

(66) 

(67) 

(68) 

(69) 

(70) 

Total (71-72) 

Grand Total (73-75) 



APPENDIX L 

HUMAN SUBJECTS COMMITTEE APPROVAL LETTER 

T H E  U N I V E R S I T Y  O F  A R I Z O N A  

T U C S O N ,  A R I Z O N A  8  5  7  2  4  

H U M A N  S U B J E C T S  C O M M I T T E E  
ARIZONA HEALTH SCIENCES CENTER 2305 

TELEPHONE: OR 6:6-7." !̂ 

November 29, 1979 

Ms. Linda Ree Phillips 
4217 B. East Lee 
Tucson, Az. 85712 

Dear Ms. Phillips: 

We have reviewed your proposal entitled, "The Nature of Family Relation

ships Among Two Samples of Frail Elderly Individuals," which was sub

mitted to the Human Subjects Committee and concur with the College Review 
Committee's examination and reconmendations of this minimal risk project. 

Therefore, approval is granted effective November 29, 1979. 

Approval is granted with the understanding that no changes will be made 

in the procedures followed, the consent form used, or the questionnaires 
administered (copies of which we have on file) without the knowledge and 
approval of the Human Subjects Committee and the College Review Committee 
Any physical or psychological harm to any subject must also be reported 
to each committee. 

A university-wide policy requires that all signed consent forms be kept 

in a permanent file in the College Office to assure their accessibility 

in the event that university officials require the information and the 
principal Investigator is no longer on the staff or unavailable for some 
other reason. 

Sincerely yours, 

Milan Novak, M.D., Ph.D. 

Chairman 
Human Subjects Comnittee 

MN:pd 

xc: Ada Sue Hinshaw, Ph.D. 

Chairman, Departmental Review Comnittee 
College of Nursing 
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APPENDIX M 

INTER-ITEM AND PART-TO-WHOLE CORRELATIONS 
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Table M-l. Physical Self Maintenance Tool: Inter-Item Correlations 

PSM1 PSM2 PSM3 PSM4 PSM5 PSM6 

PSM1 1.000 

PSM2 .489 1.000 

PSM3 .548 .760 1.000 

PSM4 .644 .754 .878 1.000 

PSM5 .416 .600 .713 .669 1.000 

PSM6 .590 .626 .832 .827 .665 1.000 

All numbers significant at .001. 

Table M-2. Physical Self Maintenance Tool: Part-•to-Whole Correlations 

PSM1 PSM2 PSM3 PSM4 PSM5 PSM6 

PSMT .739 .811 .928 .934 .793 .892 

All numbers significant at .001 



Table M-3. Instrumental Activities of Daily Living Tool: Inter-Item Correlations 

IADL1 IADL2 IADL3 IADL4 IADL5 IADL6 IADL7 IADL8 

IADL1 1.000 

IADL2 .400** 1.000 

IADL3 .393** .570** 1.000 

IADL4 .413** .700** .810** 1.000 

IADL5 .333*** .700** .685** .723** 1.000 

IADL6 . 292t .639** .386** .424** .449** 1.000 

IADL7 .491** .388** .592** .551** .417** .410** 1.000 

IADL8 .561** .586** .616** .647** .555** .483** .687** 1.000 

**p _< .001; ***p < .005; t < .01. 

Table M-4. Instrumental Activities of Daily Living Tool: Part-to-Whole Correlations 

IADL1 IADL2 IADL3 IADL4 IADL5 IADL6 IADL7 IADL8 

IADLT .449 .750 .847 .848 .764 .648 .765 .836 

All numbers significant at .001. 



Table M-5. Perceived Social Supports Tool: Inter-Item Correlations 

PSS1 PSS3 PSS5 PSS7 PSS9 PSS11 PSS13 

PSS1 1.000 

PSS3 . 292+ 1.000 

PSS5 .351** .212* 1.000 

PSS7 .141 .187 .062 1.000 

PSS9 -.040 -.098 -.175 .101 1.000 

PSS11 .020 .266* .191 .127 -.093 1.000 

PSS13 .141 -.055 .194* -.052 -.139 -.097 1.000 

*p < .05; **p < .001; tp £ .01 

Table M-6. Perceived Social Supports Tool: Part-to-Whole Correlations 

PSS1 PSS3 PSS5 PSS7 PSS9 PSS11 PSS13 

PSST .432** .287+ .355** .230* .262* .386** .057 

*p <_ .05; **p <_ .001; tp <_ .01 



288 

Table M-7. Perceived Service Giving Supports Tool: Inter-Item 
Correlations 

PSGS1 PSGS3 PSGS5 PSGS7 PSGS9 

PSGS1 1.000 

PSGS3 -.034 1.000 

PSGS5 .184 .499** 1.000 

PSGS7 -.284 .104 -.043 1.000 

PSGS9 -.091 .062 -.101 .011 1.000 

**p < .001 

Table M-8. Perceived Service Giving Supports Tool: Part-
Correlations 

-to-Whole 

PSGS1 PSGS3 PSGS5 PSGS7 PSGS9 

PSGST .252 .768** .804** .263 .193 

**p < .001 
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Table M-9. Aging Person Subscale, Role Tool: Inter-Item Correlations 

API AP2 AP3 AP4 

API 1.000 

AP2 .689 1.000 

AP3 .605 .741 

AP4 .504 .811 

1.000 

.674 1.000 

All numbers significant at .001. 

Table M-1Q. Aging Person Subscale, 
Correlations 

Role Tool: Part-to-Whole 

API AP2 AP3 AP4 

AP .805 .935 .891 .906 

All numbers significant at .001 
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Table M-ll. Help Giver Subscale, Role Tool: Inter-Item Correlations 

HG1 HG2 HG3 HG4 

HG1 1.000 

HG2 .827 1.000 

HG3 .801 .890 1.000 

HG4 .852 .813 .801 1.000 

All numbers significant at .001. 

Table M-12. Help Giver Subscale, Role Tool: Part-to-Whole 
Correlations 

HG1 HG2 HG3 HG4 

HG .930 .946 .937 .924 

All numbers significant at .001. 
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Table M-13. Advice Giver Subscale, Role Tool: Inter-Item Correlations 

AG1 AG2 AG3 AG4 

AG1 1.000 

AG2 .672 1.000 

AG3 .510 .751 1.000 

AG4 .564 .619 .750 1.000 

All numbers significant at .001. 

Table M-14. Advice Giver Subscale, Role Tool: Part-to-Whole 
Correlations 

AG1 AG2 AG3 AG4 

AG .807 .892 .880 .845 

All numbers significant at .001. 
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Table M-15. Family Member Subscale, Role Tool: Inter-Item Correlations 

FM1 FM2 FM3 FM4 

FM1 1.000 

FM2 .586 1.000 

EM3 .715 .823 1.000 

FM4 .628 .677 .599 1.000 

All numbers significant at .001. 

Table M-16. Family Member 
Correlations 

Subscale, Role Tool: Part-to-Whole 

IM1 FM2 FM3 FM4 

FM .832 .877 .903 .858 

All numbers significant at .001. 
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Table M-17. Decision Maker Subscale, Role Tool: Inter-Item 
Correlations 

DM1 DM2 DM3 DM4 

DM1 1.000 

DM2 .746 1.000 

DM3 .771 .750 1.000 

DM4 .778 .812 .797 1.000 

All numbers significant at . ,001 

Table M-18. Decision Maker 
Correlations 

Subscale, Role Tool: Part--to-Whole 

DM1 DM2 DM3 DM4 

D/M .903 .889 .907 .930 

All numbers significant at .001 
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Table M-19. Parent Subscale, Role Tool: Inter-Item Correlations 

PA1 PA2 PA3 PA4 

PA1 1.000 

PA2 .740 1.000 

PA3 .913 .827 

PA4 .778 .938 

1.000 

.863 1.000 

All numbers significant at .001. 

Table M-20. Parent Subscale, Role Tool: Part-to-Whole Correlations 

PA1 PA2 PA3 PA4 

PA .917 .928 .961 .950 

All numbers significant at .001. 
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Table M-21. Spouse Subscale, Role Tool: Inter-Item Correlations 

SP1 SP2 SP3 SP4 

SP1 1.000 

SP2 .727 

SP3 .903 

SP4 .551 

1.000 

.757 

.349 

1.000 

.268 1.000 

All numbers significant at .001. 

Table M-22. Spouse Subscale, Role Tool: Part-to--Whole Correlations 

SP1 SP2 SP3 SP4 

SP .956 .827 .870 .802 

All numbers significant at .001. 



Table M-23. Role Tool Subscales: Inter-Item Correlations 

AP HG PA AG SP FM DM 

AP 1.000 

HG .725** 1.000 

PA .402 .502 1.000 

AG .664*** .742** .106 1.000 

SP .959** .358 -.352 1.000 

FM .527* .498* .677* .282 .855* 1.000 

DM .769** .404* -.158 .644*** .754* .093 1.000 

*p < .05; **p < .001; ***p < .005. 

Table M-24. Role Tool Subscales: Part-to-Whole Correlations 

AP HG PA AG SP FM DM 

Role Tool 
Total .654* .793* .409* .526* .804* .600* .601* 

*p < .05. 
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Table M-25. Expectation of Alter Tool: Inter-Item Correlations 

E0A1 E0A2 E0A3 E0A4 E0A5 E0A6 E0A7 E0A8 

E0A1 1.000 

E0A2 .661 1.000 

E0A3 .428*** .290* 1.000 

E0A4 .637** .745** .423*** 1.000 

E0A5 .682** .575** .443** .482** 1.000 

E0A6 .535** .504** .390*** .458** .606** 1.000 

E0A7 .520** .280* .322* .318** .581** .490** 1.000 

E0A8 .522** .547** .280* .656** .384*** .627** .193 1.000 

*p < .05 ; **p < .001 j ***p < .005. 

Table M-26. Expectation of Alter Tool: Part-to--Whole Correlations 

E0A1 E0A2 E0A3 E0A4 E0A5 E0A6 E0A7 E0A8 

EOAT .791 .612 .621 .609 .759 .746 .658 .512 

All numbers significant at .001. 



Table M-27. Perception of Alter Tool: Inter-Item Correlations 

P0A1 P0A2 P0A3 P0A4 P0A5 P0A6 P0A7 P0A8 

P0A1 1.000 

P0A2 .737** 1.000 

P0A3 .462** .558** 1.000 

P0A4 .668** .686** .598** 1.000 

P0A5 .671** .737** .557** .486** 1.000 

P0A6 .530** .678** .575** .405** .687** 1.000 

P0A7 .395*** .405** .567** .290* .530** .550** 1.000 

P0A8 .771** .702** .557** .710** .678** .527** .367** 1.000 

*p < .05; **p < .001 ; ***p < .005. 

Table M-28 . Perception of Alter Tool: Part-to-Whole Correlations 

P0A1 P0A2 P0A3 P0A4 P0A5 P0A6 P0A7 P0A8 

POAT .806 .832 .775 .740 .825 .723 .684 .776 

All numbers significant at .001. 



Table M-29. Tension-Anxiety Scale, Profile of Mood States: Inter-Item Correlations 

MS2 MS10 MS16 MS 20 MS22 MS26 MS27 MS34 MS41 

MS2 1.000 

MS10 .042 1.000 

MS16 .472** .162 1.000 

MS20 .128 .209 .226* 1.000 

MS22 -.302* -.204 -.321+ -.227* 1.000 

MS26 .247* .317+ .549** .468** -.498** 1.000 

MS27 .501** .258* .550** .268* -.445** .517** 1.000 

MS 34 .348*** .182 .482** .222* -.146 .450** .509** 1.000 

MS41 .064 -.116 .075 .192 .039 .191 .208 .400** 1.000 

*p £ . ,05; **p < .001 ; ***p < . 005; +p < .01 

Table M-30. Tension-Anxiety Scale, Profile of Mood States: Part-to-Whole Correlations 

MS2 MS10 MS16 MS 20 MS22 MS26 MS27 MS34 MS41 

T/A .530** .371*** .680** .495** -.299* .682** .728** .759** .465** 

*p <_ .05; **p < .001; ***p < .005. 
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Table M-31. Depression-Dejection Scale, Profile of Mood States: Inter-Item Correlations 

HSS MS9 MS14 MS18 NS21 MS23 MS32 MS35 HS36 MS44 MS45 MS48 MS 58 MS61 MS62 

MS5 1.000 
MS9 -.003 1.000 
MS14 .433** -.014 1.000 
MS18 .433** .025 .594** 1.000 
MS22 .282* .059 .101 .205 1.000 
MS23 -.119 -.118 .061 .029 .131 1.000 
HS32 .519** .000 .220*** .167 .307+ -.079 1.000 
MS35 .403** -.061 .559** . 357*** .219 -.062 .139 1.000 
MS 36 .124 -.037 .102 .116 .381** .112 .430** .171 1.000 
MS44 .346*** .096 .296* .244* .372*** -.091 .354*** .432** .351 1.000 

MSA 5 .193 .185 .099 .298 .109 -.041 .267* .152 .117 .347*** 1.000 
MS48 .074 .011 .134 .364*** .341*** .050 .152 .173 .328 .289 .324+ 1.000 
MS58 .147 .023 .086 .119 . 307t .173 .348*** -.021 .237* .075 .070 .305* 1.000 

MS61 .165 .183 .262* .181 .154 -.068 .055 .496** .381*** .398** .256* .138 .036 1.000 

HS62 . 353*** .305 .219 .187 .029 -.153 .205 .324+ .078 .492** .649** .209 .054 .528** 1.000 

*P < .05; **p < .001; *** p < .005; t < .01. 

Table M-32. Depression-Dejection Scale, Profile of Mood States: Part-to-Whole Correlations 

MS5 MS9 HS14 HS18 MS21 HS23 MS 32 MS35 MS36 MS44 MS45 MS48 MS58 MS61 MS62 

D/D .583** .176 .585** .591** .531** .124** .560** .590** .532** .653** .487** .540** .400** .522** .533** 

**P < .001 



Table M-33. Anger-Hostility Scale, Profile of Mood States: Inter-Item 
Correlations 

MS3 MS12 MSI 7 MS24 MS31 MS33 MS39 MS42 MS47 MS52 HS53 NS57 

HS3 1.000 
HS12 .223* 1.000 
MSI 7 .253* .256* 1.000 
HS24 -.012 .093 .226* 1.000 
HS31 . 331t .32 It .175 .130 1.000 
HS33 .120 .068 .049 .434** 1.000 
HS39 .228* .551** ,370*** . 312t .287* .266* 1.000 
MS42 .019 .492** .275* .091 .250* .006 .356*** 1.000 
MS47 .077 .403** .322** .171 .270* .264* .251 . 347*** 1.000 
MS52 .286* .434** .063 .225* .207 .022 .626** .124 .040 1.000 

HS53 .227* .713** .269* .205 .338*** .221* .578** .364*** .392** .655** 1.000 

NS57 .305* .670** .467** .016 . 324+ .208 .477** .575** .386*** .224* .574** 1.000 

*p £ .05; **p < .001; ***p < .005; t .01. 

Table M-34. Anger-Hostility Scale, Profile of Mood States: Part-to-Whole 
Correlations 

MS3 MSI 2 MSI 7 MS24 MS31 MS33 MS 39 MS42 MS47 MS52 MS53 MS57 

.482 .748 .561 .297 .616 .420 .737 .598 .542 .549 .783 .764 

All numbers significant ac .001. 



Table M-35. Fatigue-Inertia Scale, Profile of Mood States: Inter-Item Correlations 

MS4 MS11 MS29 MS40 MS46 MS49 MS65 

MS4 1.000 

MS11 .439** 1.000 

MS29 .303t .212 1.000 

MS40 .645** .378*** .447** 1.000 

MS46 .350*** .446** .057 .349*** 1.000 

MS49 .237 .351*** .042 .422** .388** 1.000 

MS65 .507** .340** .331+ .510** .309** .322+ 1.000 

**p < .001; ***p < .005 ; t £ .01. 

Table M-36. Fatigue-Inertia Scale, Profile of Mood States: Part-to--Whole Correlations 

MS4 MS11 MS29 MS40 MS46 MS49 MS65 

FI .745 .644 .500 .790 .559 .575 .671 

All numbers significant at .001. 



Table M-37. Confusion-Bewilderment Scale, Profile of Mood States: Inter-Item Correlations 

MS8 MS28 MS37 MS50 MS54 MS59 MS64 

MS8 1.000 

MS28 .317 1.000 

MS37 .502** .326+ 1.000 

MS50 . 313+ .208 .333+ 1.000 

MS54 -.299* -.257* -.122 .118 1.000 

MS 59 .141 .370* .303* .239* -.122 1.000 

MS64 .218 .316+ .313+ .226* -.060 .434** 1.000 

*p <_ . 05; **p < .001; +p < .01 

Table M-38. Confusion Bewilderment Scale, Profile of Mood States: Part-to-Whole Correlations 

MS8 MS28 MS 37 MS50 MS54 MS59 MS64 

C/B .539 .605 .645 .598 .088 .639 .684 

All numbers significant at .001. 



Table M-39. Abuse Report Form: Inter-Item Correlations 

PT PST MT RT MDT ET 

PT 

PST 

MT 

RT 

MDT 

ET 

1.000 

.168 

.468*** 

-.106 

.574** 

.743** 

1.000 

.709** 

.010 

.506*** 

.253 

1.000 

-.024 

.586** 

.564** 

1.000 

-.149 

-.179 

1.000 

.610** 1.000 

**p < .001; ***p £ .005. 

Table M-40. Abuse Report Form: Part--to-Whole Correlations 

PT PST MT RT MDT ET 

AGT .791** .676** .814** .050 .750** .822** 

**p < .001. 
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