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ABSTRACT 

This study examined characteristics of elderly veterans who had suffered 

disability subsequent to catastrophic injury or illness, identified variables common to 

those who maintained rehabilitative gains, and developed a theoretical model that may be 

useful for description and explanation of the experience. The results of six preliminary 

studies laid the foundation for the theoretical model contained in the study. 

The Geriatric Rehabilitation Intervention Program (GRIP) was developed from 

themes gathered from a grounded theory study of elders who had recently suffered 

catastrophic disability. Targeted toward assisting elders with the transition to the 

community after discharge from geriatric rehabilitation, GRIP includes components of 

Adjusting to Disability, Coping with Loss, Life after Rehabilitation, and Maintaining 

Motivation. Those patients that participated in GRIP had significantly greater 

improvement in functional status, health-related quality of life (HRQOL), and self-

efficacy. 

Qualitative and quantitative data were triangulated to form latent variables to 

reflect the nature of the experience from the perspective of the patient. The latent variable 

model demonstrated appropriate fit with this data set; however a confirmatory study is 

needed. 

Predictors of rehabilitative gain are desired by stakeholders in an effort to 

maximize rehabilitative programs and control health care costs. The confidence with 

which patients were able to manage the symptoms secondary to their catastrophic injury 

or illness was identified as a predictor of functional gain. This area provides a target for 
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which to aim nursing interventions. In addition, the ability to plan for survival and 

information gained from the GRIP program were identified as predictors of increased 

general health one month after discharge to the community. 

This study explored client, intervention, and context characteristics of 

catastrophic disability in the elderly. Personal and social factors not yet identified in the 

literature were examined for their influence on rehabilitative outcomes and a theoretical 

model was developed. Further research is needed to refine and test the model. 
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CHAPTER I 

INTRODUCTION 

The intent of this exploratory, descriptive study was to examine the characteristics 

of elderly veterans who had suffered disability subsequent to catastrophic injury or 

illness, to identify variables common to those who have maintained rehabilitative gains, 

and to generate theory that might provide a better understanding of the experience. This 

chapter describes geriatric rehabilitation, discusses views on adjustment to disability, and 

explores concerns surrounding the identification of predictors of rehabilitative success. 

The results of six preliminary studies lay a foundation for the theoretical model presented 

in this study. The chapter concludes with proposed research questions. In order to 

increase understanding, a glossary of terms is included in Table 1. In addition, a table of 

abbreviations is included in the appendices. 

Geriatric Rehabilitation 

Many elderly individuals suffer catastrophic disability each year secondary to 

injury (fall, trauma) or illness (stroke, cardiac event). More than 600,000 elderly patients 

in Arizona alone are limited in activity because of their disability (Arizona Department of 

Health Services, 1999). Elders have a higher than average risk for disability. Older adults 

account for almost one third of all trauma-related expenses, and the majority are related 

to fractures of the hip or pelvis (McGwin, 2000; Perdue, 1998). In addition, elderly 
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TABLE 1 

Definition of Terms Used in this Study 

TERM DEFINITION AS USED IN THIS STUDY 

Catastrophic disability A sudden life-changing alteration in functional status 

Catastrophic illness 

Catastrophic injury 

Sudden and severe illness that results in a life-changing 

alteration in functional status 

Sudden and severe injury that results in a life-changing 

alteration in functional status 

Chronically disabled An individual with a disability that occurred at least 10 

Disability 

Functional status 

years ago 

A life-changing alteration in functional status that is 

considered to be permanent in nature 

The ability to perform activities of daily living, such as 

eating, bathing, toileting, dressing, walking, transferring, 

and climbing stairs 

Geriatric rehabilitation A program of rehabilitation directed toward patients age 

65 or older 



16 

TABLE 1, Continued 

TERM DEFINITION AS USED IN THIS STUDY 

Instrumental Activities 

of Daily Living 

Physical disability 

Rehabilitative gains 

Rehabilitative success 

The ability to perform activities of daily living such as 

shopping, housekeeping, accounting, food preparation, 

and transportation 

A life-changing alteration in physical functioning that is 

considered to be permanent in nature 

Gains in functional status 

Gains in functional status; typically referring to gains that 

enable an individual to return to the workplace 



veterans have higher rates of morbidity and mortality and a higher than average rate of 

accidents (Boyle 1989; Kang 1996; Holloway, 1990). 

Advances in health care have made it possible for elderly patients to survive an 

otherwise fatal illness or injury; however the price of that survival is often a physical 

disability. Rehabilitation services are commonly employed when a patient has suffered 

catastrophic disability. Rehabilitation enables many disabled elderly to prevent or delay 

confinement in a long term care nursing facility. Until the last decade, intensive 

rehabilitative services were rarely offered to the elderly or those with significant co

morbidities. However, the salience of geriatric rehabilitation programs has increased in 

this the "century of old age" (Butler, 1991) and programs targeted toward disabled elders 

have become common. Rehabilitative models of care based on the restoration of 

functional status are now considered essential. 

The goal of rehabilitation is to restore independence and self-sufficiency with 

dignity (Tate, 2002). Geriatric rehabilitation is a specific program of rehabilitative service 

with key components of nursing, physiatry, occupational therapy, physical therapy or 

kinesiotherapy, and pharmacology for older adults who sustain life-changing injury or 

debilitating illness. The paradoxical nature of geriatric rehabilitation is embedded in the 

simultaneously care-oriented and cure-oriented management of concurrent and 

interacting disabilities (Granger, 1986). 
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Significance to Nursing 

Geriatric rehabilitation nursing represents one specialty practice area within the 

scope of professional nursing practice (America Nurses Association & Association of 

Rehabilitation Nurses, 1988) and focuses on health promotion, wellness, and the 

restoration of function in the elderly (Butler, 1991). Geriatric rehabilitation facilitates 

return to previous levels of functioning and/or adjustment to disability. The focus of 

rehabilitation is on quality of life rather than longevity. Rehabilitation adds life to years, 

rather than years to life (Callahan, 1995). 

The evaluation of outcomes is of importance to nursing as it provides the 

opportunity to add to the knowledge base of the profession. Outcomes research 

contributes to the understanding of the effectiveness of interventions by bringing the 

patient perspective into the forefront (Kane, 1997). This study sought to bridge patient 

insights and observational data to provide a better understanding of the process of 

recovering from catastrophic disability. 

An understanding of geriatric rehabilitation is essential to the generation of theory 

that seeks to explain the experience of undergoing rehabilitation. Similarly, one must 

understand the factors surrounding adjustment to disability. These factors will be 

discussed in the next section. 

Adjustment to Disability 

Adjustment to disability is a complicated, individual process. No two persons 

with disability are alike. Similarly, psychosocial adjustment varies greatly. Most 
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rehabilitation theorists have examined individual constructs related to adjustment rather 

than an overall theory, and there is no agreed-upon theory of adjustment (Garske & 

Turpin, 1998). 

Shontz (1971), one of the first to write about disability, dispelled the myth of a 

"disability personality". Although it was possible to categorize disabilities according to 

characteristics, Shontz charged that it was not possible to categorize disability 

personalities (e.g. arthritic or blind personality types), despite attempts by the media at 

the time to do so. Shontz concluded that specific types of disability did not correspond 

with specific personality characteristics, nor do different types of disability result in 

specific kinds of maladjustment. The disabled are not a homogeneous group. 

Atkins (1982), one of the first rehabilitation experts, discussed the psychological, 

social, and disability-related components of rehabilitation and the role they play in 

adjustment to disability. Psychological factors included beliefs, body image, sexual 

identity, values, and expectations. Social factors included reactions of others to the 

disability, family roles and status, and the views of society toward the disabled, Atkins 

points out that the type of disability was a major factor in the adjustment process, but did 

not embark on theoretical thinking about adjustment to disability. 

In 1981, Vash discussed various determinants of one's reaction to becoming 

disabled. The nature of the injury, severity, stability, the person's inner resources, 

temperament, self-image, self-esteem, family support, income, available technology, and 

government funding were all identified as determinants of one's reaction to the 

experience of acquiring a disability. Vash was one of the first to look at gender and 



disability and concluded that women tended to have greater social acceptance of a 

passive, dependent lifestyle than men and that society would punish women less than 

men for having those traits. He charged that women with disabilities did not experience 

the same expectations as non-disabled women to meet the social demand placed on them 

by society to be beautiful and physically perfect. 

Other than the above, the majority of the adjustment literature is divided into 

global events requiring adjustment such as life transitions, and consequences of those 

events such as suffering. Although the term 'adjustment' is commonly used, it has not 

been defined well in the literature and is often used synonymously with adaptation. 

Meleis (1991) describes transitions as periods of change when needs are not met 

in familiar ways and old expectations are no longer congruent with the current and 

changing situation. Life transitions require the person to acquire new knowledge, alter 

their behavior, and change the definition of self in a social context. Armer (1996) studied 

elders whose change in health status resulted in moving to a higher level of care and 

defines adjustment in terms of contentment with the new environment. 

Although there are theories about loss in general, there are few that give insight 

into the process of adjusting to a loss of physical functioning. There is no agreement in 

the literature on a clear definition of "adjustment", yet the concept is arguably vital. 

"Rehabilitative success", the coined term used to describe the gains achieved in geriatric 

rehabilitation, is another vital concept in the process of recovering from catastrophic 

injury or illness and will be discussed next. 
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Predictors of Rehabilitation Outcomes 

Identification of global predictors of rehabilitative success is desired by providers 

of services, payers of services, and recipients of services in an effort to control rising 

health care costs (Wunderlin, 2002). Program outcomes are increasingly under scrutiny 

as payers examine the results of their investment. Most studies of rehabilitation 

outcomes, however, have failed to identify predictors of rehabilitative success and 

maintenance of gains beyond individual functional status and the presence of 

comorbidities. 

The consensus in the literature is that the better the functional status prior to 

entering the rehabilitation program, the better the post-rehabilitation function and long 

term maintenance of gains. Even the findings on age are equivocal; Andrews and 

Bohannon (2001) found age to be a predictor for functional status gains after stroke, but 

Bagg (2002) found that age had a very small effect on functional outcomes after stroke 

rehabilitation. Similarly, findings on depression are also equivocal, since depression can 

be both an antecedent and a confounding variable (McGwin, 2000). In an effort to 

uncover additional predictors of rehabilitative success and validate existing ones, six 

preliminary studies were undertaken and are discussed in the next section. 

Preliminary Studies 

Six preliminary studies have been conducted by this investigator to identify 

predictors of rehabilitative success. They will be discussed in chronological order, as they 

were designed to build upon what was previously learned. 
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Study 1: Health Outcomes of a Geriatric Rehabilitation Program 

The goal of this study was to identify predictors of rehabilitative success and will 

subsequently be referred to as "the health outcomes study" (Forker, Gallup, Walters, 

Saboe, Wilkinson, Abraham, & Dickey, 1994; Saboe, 1994). The sample consisted of 64 

elderly male veterans admitted to a program of geriatric rehabilitation. Instruments 

included the Functional Independence Measure (FIM) (Hamilton & Granger, 1986,1990) 

which was used to measure functional status, the Geriatric Depression Scale (GDS) 

(Yesavage, Brink, Rose, Lum, Huang, Adey & Leirer, 1983) which was used to measure 

depression, the Self Transcendence Scale (STS) (Reed,1986,1991), which was used to 

measure the psychosocial resources and developmental maturity of the subjects, and the 

Medical Outcomes Study (MOS) Social Support Survey (SSS) (Sherboume and Stewart, 

1991) which was used as a measure of social support. Perceived health (PH) was 

measured by a one-item self-rated health question. 

Results of the health outcomes study included: 1) participation in the program had 

a positive effect on functional status, depression, and perceived health; 2) rehabilitative 

gains occurred despite the type of precipitating illnesses or injury; 3) the additive effect 

of social support, perceived health, self-transcendence, and depression had a significant 

positive relationship to discharge functional status; and 4) initial functional status was the 

only predictor of rehabilitative gain (Saboe, 1994). 

Since one of the principles of geriatric health care is the compression of morbidity 

and mortality at the end of life (Granger, 1986), the results of the health outcomes study 

supported efforts to incorporate rehabilitative structures into all geriatric programs. The 



findings of this study were also consistent with other studies in which the best predictor 

of functional status at discharge is found to be the degree of functional status 

demonstrated when entering the program (Lineacre, Heinemann, Wright, Granger, & 

Hamilton, 1994; Silverstein, Fisher, Kilgore, Harley, & Harvey, 1992; Heinemann, 

Linacre, Wright, Hamilton, & Granger, 1994). 

As stated previously, the program of geriatric rehabilitation was found to have a 

significant influence on functional status, depression, and perceived health. The next 

study was designed to further evaluate the variables related to self-transcendence and 

depression. 

Study 2: A Model of Spirituahty among Geriatric Male Veterans 

A secondary analysis of the health outcomes study was conducted to determine 

the role of self-transcendence and depression in elderly veterans and will subsequently be 

referred to as "the spirituality study" (Saboe & Walters, 1994). The sample was 

comprised of the database from the 64 elderly male veterans from the health outcomes 

study (Saboe, 1994). Measures included the GDS, STS, perceived health, and discharge 

disposition after discharge. 

Results of the spirituality study included: 1) self-transcendence emerged as a 

strong correlate and moderator of decreased depression; 2) depression was positively 

related to age and inversely related to perceived health; and 3) the destination of the 

patient upon completion of the rehabilitation program, whether to his or her own home or 

to a skilled nursing facility in the case of suboptimal rehabilitation outcomes, was 
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inversely related to depression. The results of this study as well as the health outcomes 

study led to the design of an interventional study with a chronically disabled population. 

Study 3: The Effectiveness of a Program of Psychological Counseling on Veterans with 

Spinal Cord Injury 

Rehabilitation after spinal cord injury typically includes a component of 

psychology in addition to physical rehabilitation. During the acute phase of 

rehabilitation, this psychological intervention is vital, as the patient learns to adjust to a 

life long disability. Continued psychological assistance, however, is not typically 

available to chronic spinal cord injured (SCI) patients. This research built on the previous 

two studies by adding a counseling intervention to an outpatient rehabilitation clinic and 

will subsequently be referred to as "the SCI study" (Gialle, Henderson, Kanof, Rose, & 

Lawrence, 1997). The sample consisted of 88 veterans with non-recent spinal cord injury. 

The intervention was based on group counseling sessions conducted by a master's 

prepared social worker who had also suffered spinal cord injury. Instruments included the 

Millon Clinical Multiaxial Inventory (Millon, 1983) which measured patterns of 

psychopathology. In addition, data related to utilization of services such as unscheduled 

clinic and life support unit visits was collected. 

Results of the SCI study included: 1) there was a strong relationship between 

clinic resource utilization for psychological reasons and clinic resource utilization for 

medical reasons; 2) the primary concerns raised in counseling related to the process of 

aging, such as life changes, loss of mobility, and independence; and 3) analysis of 
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patterns of use suggested a trend toward increased unscheduled (emergent) clinic 

utilization when combined with psychological intervention. In other words, the clinic 

utilization in a stable chronic SCI population increased with the provision of counseling, 

as a broad range of adjustment issues and stressors emerged with therapy (Gialle, 

Henderson, Kanof, Saboe Rose, & Lawrence, 1997). The results of this study were 

combined with the health outcomes study provided preliminary results sufficient to 

acquire funding for a three-year longitudinal study. 

Study 4: Maintaining Geriatric Rehabilitation Outcomes: The Effect of Longitudinal Care 

Management 

This three-year study added a case management intervention post-discharge for 

rehabilitation patients in an effort to maintain the gains achieved during the geriatric 

rehabilitation program and will subsequently be referred to as "the case management 

study" (Tangeman, Rose, Shah, & Walters, 1996). The sample consisted of 82 elderly 

veterans who had completed a program of geriatric rehabilitation. The intervention was 

based on a case management team that provided follow-up care to individual patients by 

maintaining regular conmiunication with patients, assisting with the coordination of 

patient services, conducting home visits as necessary, providing patient support and 

education in service acquisition, and maintaining regular communication with the 

hospital based interdisciplinary team. Instruments included the FIM, CDS, STS, and the 

MOS social support survey. Perceived health was again measured by a one-item self-

rated health question. 
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The results of the case management study will be discussed in more detail than 

the three previous studies, as they served to lay the foundation for subsequent studies. 

First, the influence of case management was most apparent at one month after discharge 

when a positive correlation was found between the dosage of case management and 

functional status. Numerous interventions studies are designed in the context of 

comparisons between groups. That type of design, however, may result in inaccurate 

information. The use of standard methods to evaluate differences between groups is 

grounded in an assumption that group membership is equivalent to the presence or 

absence of an intervention. In the case-management study, however, merely being in the 

intervention group did not equate to an equal amount of the intervention. Some patients 

required more case management than others; therefore a two-group design was 

inadequate and it was necessary to define the dosage or amount of the intervention that 

each participant received in order to measure the effect of that intervention. As stated, the 

influence of case management was most apparent one month after discharge and not 

statistically significant at other measurement points. 

Secondly, the intensity of the intervention was most apparent at the one-month 

period. In order to determine the effectiveness of the intervention, a variable was created 

to measure the strength of the intervention in each case. That variable, a compilation of 

the number of telephone calls, length of the calls, and number of home or clinic visits, 

was regressed against individual functional status using growth curve analysis. Growth 

curve analysis (GCA) affords the measurement of individuals over time. OCA involves 

the regression of each individual against him or herself over time, in that each individual 



case is treated like an individual study. A bivariate regression was performed, with time 

as the slope and the variable of interest as the intercept. Analysis indicated a relationship 

between the intensity of contact during the first month after discharge and increased 

functional status at that time. Although functional status continued to improve from one 

to four months, it was independent of the amount of the intervention received. In 

addition, the intensity of contact during the first few months after discharge had a 

significant effect on decreasing nursing home length of stay for those patients who 

required skilled nursing services upon discharge from rehabilitation program. 

Consistent with the health outcomes study, there was a significant improvement in 

functional status from admission to discharge. Additionally, the study found that elders 

were able to maintain those physical gains when measured at one, four, and twelve 

months. Similar to the health outcomes study, the only predictor of rehabilitative success 

was initial functional status. 

Lastly, an unexpected inverse relationship between observed health and perceived 

health emerged. Perceived health increased significantly from admission to discharge, as 

in the health outcomes study, but then peaked at one month and declined significantly 

from one month to four months and again at twelve months. Paradoxically, patients rated 

their perceived health as progressively lower despite objective data indicating their 

functional status had not changed (Tangeman, Shah, Rose, et. al, 1996). This finding was 

surprising in view of the significant gains in functional status by the subjects, and a 

decision was made to study this paradox qualitatively. 



Study 5: A Grounded Theory of Adjustment to Catastrophic Illness or Injury in the 

Elderly 

This study was implemented to qualitatively explore factors raised by the case 

management study and will be subsequently referred to as "the grounded theory study" 

(Rose, 2002). Grounded theory is an inductive approach (Glaser, 1978) that uses 

elements of both inductive and deductive processes (Field & Morse, 1985; Stem, 1980), 

and is described as the discovery of theory from data that is systematically obtained from 

social research (Glaser & Strauss, 1967). The purpose of grounded theory is to discover 

or systematically generate theory about a social process or study complex behavioral 

problems where salient variables have not been identified (Stem, 1980). 

The purpose of this study was to determine the social and personal factors that 

may have influenced the maintenance of rehabilitation gains during the post-

rehabilitation period for the elderly person after suffering catastrophic disability, to 

explore the social-interactive processes that were involved in the weeks immediately 

following discharge from a program of geriatric rehabilitation, and to describe the nature 

of long-term adjustment to a catastrophic event in the frail elderly (Rose, 2002). The 

sample for this study consisted of one thousand, seven hundred and two lines of text 

gathered from interviews from veterans over the age of 65 who had completed the 

geriatric rehabilitation program within the past 2 months. Text was coded using open 

coding methods described by Glaser (1978) and Glaser and Strauss (1967) and 172 

meaningful units (significant statements) were extracted. Themes were identified and 
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statements were sorted into categories. Eight categories with defining properties were 

identified and will be discussed briefly. 

Turning Point. Turning Point properties included Self Awareness and Formalized 

Action. The catalyst or trigger to engage oneself in rehabilitation appeared to be a result 

of a physical event or an incident of self-awareness that pushed one toward formalized 

action; "I had a heart attack during an angioplasty and ended up with a bypass surgery.. .1 

got up and looked in the mirror and thought just where in the hell did I get this body?" 

The subjects discussed the overwhelming grief and loss that seemed to 'take them by 

surprise' and force an incident of self-awareness. 

Resourcefulness. Resourcefulness was defined as taking control of the 

environment and daily activities. Properties included Manipulation of the Environment, 

Fixing the Problem, Accepting and Changing the Pattern, and Modifying Activities. For 

example, one subject eliminated all of the trees on his property so he would no longer 

have to rake the leaves while another subject exhibited problem-solving strategies such as 

mixing Ensure® with Pepsi® to eliminate the bland taste. The overall characteristic of this 

category was a pervasiveness of determination despite adversity; "Then the third day 

[after going home] I tried to get out of bed and I couldn't. I called my sister, but she 

wasn't home. So I laid there for awhile and finally did that funny little exercise that they 

teach you and in about 15 minutes I was able to get out of bed again, get in my 

wheelchair, and walk around like I had been doing." 

Prescriptions for Health. Properties for this category included Strategies for 

Prevention and Avoiding the Pitfalls. Prescriptions for health included beliefs about diet 



and exercise, strategies to prevent depression, and the nurturing (feeding and watering) of 

self. Diversionary measures were discussed, as were strategies to prevent depression. 

One individual made sure he exercised every day, another made sure he went out for 

coffee with his friends. One subject realized it depressed him to try to play cards with his 

cohorts that could no longer play as fast as he could, so he turned to working in the 

garden instead. Subjects described their personal formulas for health and acknowledged 

limitations on activities; "I can't just go out to the backyard and start digging for weeds 

or whatever. I have to take my time and be careful" 

Achieving Transcendence. Properties for Achieving Transcendence included 

Creating Meaning and Perspectives on Living and Dying. Subjects sought to create 

meaning from the catastrophe. Time was viewed as a healer, as was the body itself. Pain 

was viewed as a tool and an indication of returned function; "So far the things that have 

been snap, cracking, and popping in my legs are making it possible for me to build up 

some strength and get back on my feet". The catastrophe was viewed philosophically. 

One subject described the ordeal of extensive radical cancer surgery "But it has been an 

experience. It has been a really bad experience. And a really beautiful experience." 

Looking Forward. Properties for this category included Creating a Reconditioned 

Future and Planning for Survival. As one may recondition an automobile, futures were 

reconditioned for additional miles. One individual, after spending extensive time on a 

ventilator and being told his cardiac function was less than 25 percent, simply stated "I 

spent the day in the garden. It's time to plant". Choices were viewed in the context of 

consequences for future meaningful activities. "I've had to change my lifestyle. There are 



always two decisions; you just have to make the best one based on what you know". 

There was some element of planning for survival, as one individual discussed his plan to 

"fatten himself up" in case he again faced a serious illness. 

Looking in the Mirror. Looking in the Mirror included the properties Assessment 

of Self-Worth, Comparison of Self to Others, and Forgiving Self. Self-worth included 

self-respect and a sense of satisfaction with the self: "Yeah, I think that I'm still pushin' 

on." "I'm in a pretty good space, both mentally and physically." Comparison of self to 

others revealed a realization of not fitting in with the others as well as an opportunity for 

self-awareness: "Today I went shopping with a friend who has only one leg and has been 

on crutches for 35 years. I look at her and consider myself lucky." Subjects 

acknowledged that the catastrophe was not self-created and discussed the need to forgive 

themselves for the injury or illness that caused the disability. Overall, subjects felt good 

about themselves and their progress. 

Finding and Sharing the Rewards. Properties for this category included 

Celebrating Success and Sharing Wisdom and Advice. Finding the reward included 

celebrations of small victories, such as tying one's own shoes, petting the dog, or being 

able to drive. "I am now beginning to come to life again. I can even drive again." "I tied 

my shoe all by myself. Hallelujah!" "I was able to lean over and pet the dog." Sharing 

rewards were characterized by imparting wisdom and giving advice. Graduates of the 

rehabilitation program shared rehab lore with newer participants. 

Rising Above the Circumstances. This category was characterized by Humor and 

a Renewed Perspective of Daily Events. "Most of us have become accustomed to the fact 
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that the snap, crack, and pop that we hear when we get up is not our breakfast cereal." 

"The doctor says I now have high frequency hearing loss. Maybe my wife has a high 

frequency voice." Older relatives were viewed as role models, and the benefits of a sense 

of humor were recognized; "So we laughed then, and it was good. These experiences 

don't have to be so traumatic that you can't laugh about it." One participant reflected, "I 

can see a lot of laughter through tears here, or is it tears through the laughter?" 

The grounded theory study provided a better understanding of the psychosocial 

influences surrounding catastrophic illness and injury and underscored the grief and loss 

associated with disability. The results of the study were used to design an educational 

intervention targeted toward improving rehabilitative success. 

Study 6: Geriatric Rehabilitation Intervention Program 

This study added to knowledge gained from the previous studies by providing 

education and support to elders who had suffered catastrophic disability. The curriculum 

was developed directly from the themes and categories that emerged from the grounded 

theory study and comprised the Geriatric Rehabilitation Intervention Program (GRIP) 

(Rose, 2002; Rose & Doyle, 2001). 

The sample for this study was comprised of 688 patients enrolled in GRIP from 

1999 to 2001. Inclusionary criteria included the ability to read and write in English, a 

score of 25 or greater on the Mini Mental State Examination (Folstein, Folstein, & 

McHugh, 1975), and the ability to participate in a group setting. 
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The intervention was offered in addition to standard rehabilitation therapies and 

combined group educational sessions and discussion, individual workbook activities, and 

"homework" to provide a multifaceted approach to adjustment to disability. The four 

sections of the curriculum were based on the results of the qualitative study. For 

example, "Adjustment" explored the overwhelming nature of catastrophic illness or 

injury and incorporated the qualitative themes of Planning for Survival and Creating 

Meaning. "Coping with Loss" emphasized recognition of the loss of function that 

accompanies chronic illness or catastrophic injury and incorporated the qualitative 

themes of Forgiving Self and Creating a Reconditioned Future. "Maintaining Motivation" 

invited former patients who had recently been discharged from the geriatric rehabilitation 

program to lead a group session and incorporated the qualitative theme of Avoiding 

Pitfalls and Giving Advice. "Life after Rehab" explored ways to manipulate the 

environment and the use of community resources to compensate for a change in physical 

status and incorporated the qualitative themes of Manipulating the Environment and 

Celebrating Small Victories. Key components of GRIP are illustrated in Table 2. 

The workbook was comprised of individual activities and information used to 

prepare the participant for the group session and "homework." Homework refers to 

patient-specific activities that are carried out in addition to established weekend therapies. 

A multidisciplinary planning group that included occupational therapy, physical therapy, 

recreational therapy, and social work assigned activities. Assignments addressed 

increasing levels of patient responsibility for self-performance. For example, a patient 
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TABLE 2 

GRIP Key Components. 

CLASSES FACILITATORS WORKBOOK 

CONTENT 

HOMEWORK 

Adjustment Psychology 

Planning for survival resident, social 

Taking ownership of worker 

self 

Preventing 

depression 

Creating meaning 

Late life stressors Complete 

Attitude assessment questionnaires 

Adjusting to Written assignment: 

hospitalization Checklist of 

behavioral, mental, 

and physical cues 

of stress 

Coping with Loss 

Accepting mortality 

Grieving loss of 

function 

Strengthening 

coping skills 

Forgiveness 

Nursing staff, 

former patient 

who has lost use 

of vision 

Dealing with what 

might have 

happened 

Stress management 

tools 

Guide for End of 

Life decisions 

Making a Game 

Plan 

Goals for Discharge 
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TABLE 2, Continued 

CLASSES FACILITATORS WORKBOOK 

CONTENT 

HOMEWORK 

Motivation 

Maintaining 

motivation 

Talking to those 

that have 

"made it" 

Psychology 

resident, social 

worker, former 

patients 

Handling 

procrastination and 

distractions 

Continuing to Grow 

Videos on 

motivation 

Steps to Healthier 

Living 

Procrastination 

exercises 

Life after Rehab 

Manipulating the 

environment 

Modifying daily 

Activities 

Safety 

Physical therapist, 

occupational 

therapist 

Resources for 

safety 

Exercise and rehab 

tips for higher 

functional mobility 

Problem solving 

Nutrition and Aging 

AARP handouts on 

fraud 

Home safety plan 

Getting home ready 
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might be assigned homework of shaving, dressing, completing activities in the workbook, 

or assisting with cooking hotdogs for the rehab barbeque. 

Instruments used to evaluate GRIP included the FIM and STS, as they had 

provided measures of functional status and self-transcendence in the health outcomes and 

case management studies. In addition, health related quality of life (HRQOL) was 

measured by the Short Form 36 (SF-36) (Kazis Miller, Clark, Skinner, Lee, Rogers, 

Spire, Payne, Fincke, Selim, & Linzer, 1998) and self-efficacy was measured with the 

Self-efficacy Scale (SES) (Lorig, Stewart, Ritter, Gonzalez, Laurent, & Lynch, 1996). 

Results of the evaluation supported the permanent placement of GRIP as part of 

the geriatric rehabilitation program. FIM scores were almost identical between GRIP 

participants and those that did not participate in GRIP. This was important, to ensure that 

changes in HRQOL and self-efficacy were related to the GRIP intervention and not to 

functional status differences between groups. 

HRQOL for GRIP participants increased significantly from admission to 

discharge and maintained the higher level at one month after discharge. Those that did 

not participate in GRIP had a decrease in HRQOL from admission to discharge, with an 

additional decrease at one month. Self-efficacy for GRIP participants increased 

significantly from admission to discharge and one month after discharge. Those that did 

not participate in GRIP showed a decrease from admission to discharge, with a slight 

increase at one month (Rose, 2002; Rose & Doyle, 2001). 

GRIP has been incorporated into the geriatric rehabilitation program. As part of 

the Geriatric Evaluation and Management Program (GEM) at the Southern Arizona VA 
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Health Care System, the evaluation of GRIP part of an ongoing GEM evaluation. A 

secondary analysis of the GRIP database provided the dataset for this study. 

Purpose of this Dissertation 

The purpose of this exploratory, descriptive study was to 1) examine the 

characteristics of elders who had suffered disability as a result of catastrophic illness or 

injury, 2) identify variables common to those who maintained rehabilitative gains, and 3) 

generate theory that might provide a better understanding of the rehabilitation experience 

for elderly veterans. Specifically, this study sought to answer the following research 

questions (RQ): 1) What relationships exist between functional status, health-related 

quality of life and self-efficacy in elders who have completed a program of rehabilitation, 

and 2) What relationships exist between the GRIP intervention and program outcomes of 

functional status, health-related quality of life and self-efficacy? 

The third section presents results of a grounded theory approach to quantitative 

data and answers the remaining RQ, namely: 3) are single item measures from this 

dataset available to serve as proxies for variables that have been identified qualitatively; 

4) what is the nature of adjustment to catastrophic disability in the elderly; and 5) are 

there any yet-unexplored predictors of rehabilitative success that might emerge from the 

data? 
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Summary 

Suffering catastrophic disability is a complicated individual process. 

Understanding characteristics of elderly individuals who have suffered disability is 

essential prior to developing interventions targeted toward enhancing rehabilitation 

outcomes. Few studies focus specifically on disabled elders in the context of geriatric 

rehabilitation, and even fewer theories exist about the ability of disabled elders to 

maintain gains achieved in rehabilitation programs. 

A common assumption expressed in the literature is that the elderly perceive 

health in relation to their level of functional status (Gueldner & Spradley, 1988; Schultz, 

et al., 1994). However, previous studies within this population indicated that although 

physical functioning was maintained for a year after completion of geriatric 

rehabilitation, patients' perceptions of their health were not optimistic. This dichotomy 

between observer-rated indicators of health and individual perceptions was further 

investigated qualitatively. Results of a grounded theory study emphasized the 

overwhelming grief and loss associated with loss of function after suffering catastrophic 

disability and became the impetus for the GRIP intervention. 

Identification of predictors of rehabilitative success is desired by stakeholders. 

Review of the literature has identified few predictors of rehabilitative success other than 

previous functional status, namely age, and co-morbidities. Thus, it appears that if there 

are personal and social factors that influence rehabilitation outcomes, they have not yet 

been identified in the literature. Further study is needed to identify variables that may 

contribute to enhancing rehabilitation outcomes. 
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CHAPTER II 

THEORETICAL MODEL 

Walker & Avant (1983) describe concept synthesis as combining isolated pieces 

of information that are as yet theoretically unlinked. The strategy is based on observation, 

quantitative evidence, or literature to acquire new insights. Chinn and Jacobs (1987) 

discuss the qualitative approach as embedded in sensory data, the quantitative approach 

likewise embedded in numerical data, and the literacy approach embedded in the 

literature. The emerging theory of adjustment proposed for this study was developed by 

triangulating qualitative and quantitative data gathered from the preliminary studies. 

Theories are internally consistent groups of statements that present a systematic 

view about phenomena. Walker and Avant (1983) describe four functions of theory, each 

representing a phase of theory development: 1) description; 2) explanation; 3) prediction; 

and 4) control. Theories are represented by models, defined by Baltes (1977) as any 

device used to represent something other than itself. This chapter discusses the evolution 

of an emerging theory of adjustment to catastrophic disability in the elderly based on 

results obtained from the preliminary studies described in Chapter 1. Graphical 

representations of the findings are described. Because of the congeries of variables, they 

were organized using the Systems Research Organizing model (Brewer, et. al, 2002). 

Following a discussion of assumptions, synthesis of quantitative and qualitative data will 

be discussed. Chinn and Jacob's guidelines for critiquing theory are used to provide 

criteria for determining which variables to include in the theory. Only the first phase of 
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theory development (description) is discussed; the remaining phases are beyond the scope 

of this dissertation. 

Relationships among Variables from Previous Research 

Results of the health outcomes study indicated that participation in a program of 

geriatric rehabilitation had a positive effect on functional status, depression, and 

perceived health from admission to discharge. As discussed, in Chapter 1, there was a 

significant increase in functional status, perceived health, and a decrease in depression for 

both the intensive rehabilitation group and those patients that were admitted primarily for 

strengthening and endurance building. The additive effect of social support, perceived 

health, self-transcendence, and depression from T1 was found to have a positive 

relationship to discharge functional status. A model of the findings of this study is 

portrayed in Figure 1. 

As discussed in the spirituality study, self-transcendence emerged as a strong 

correlate and possible moderator of decreased depression. Depression was directly 

correlated with age and inversely related to perceived health. The disposition of the 

patient upon completion of the rehabilitation program, whether to his or her own home or 

to a skilled nursing facility in the case of suboptimal rehabilitation outcomes, was also 

inversely related to depression. A model of the findings of this study is portrayed in 

Figure 2. 

As discussed in Chapter 1, results of the SCI study indicated a strong relationship 

between clinic resource utilization for psychological issues and clinic resource utilization 
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Time 1 

Functionai Status 

Perceived Healtli 

Depression 

Genatnc 
Reliabilitation 

Additive Effect: 
Social Support 

Perceived Health 
Self-Transcendence 

Depression 

Time 2 

Functional Status 

Perceived Health 

Depression 

FIGURE 1. Influence of Geriatric Rehabilitation on Functional Status, Perceived Health, 

and Depression: Model from the Health Outcomes Study. 

Time 1 
Depression 

Age 

Disposition 

Self-
Transcendence 

Time 2 

Depression 

Perceived Health 

FIGURE 2. Influence of Self-transcendence, Age, and Disposition on Depression and 

Perceived Health: A Model of Spirituality among Geriatric Male Veterans. 
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for medical issues. Analysis of patterns of use suggested a trend toward increased 

emergent clinic utilization when combined with psychological intervention. A 

hypothesized link was discussed between issues related to life changes, loss of mobility, 

and independence and the utilization of these services. A model of the findings of this 

study is portrayed in Figure 3. 

As discussed in the previous chapter, the gains achieved during a program of 

rehabilitation were maintained for twelve months; however the patient's perceptions of 

their health were not as optimistic. An intervention of case management had a significant 

influence on functional status which correlated with the intensity of the dosage, however 

the intervention also had a financial impact on utilization of health care services. The 

relationships among variables are depicted in Figure 4. 

The discrepancy between functional status and perceived health was explored 

qualitatively by using a grounded theory approach. The study identified themes that were 

divided into eight categories. 

Turning Point was the precipitating event or catastrophic illness or injury that led 

one into a program of rehabilitation. The turning point may have been triggered by a 

physical event or a self-awareness producing incident. Social and personal factors that 

influenced the maintenance of rehabilitation gains during the post-rehabilitation period 

for the elderly person with a chronic illness were categorized as Resourcefulness, and 

included the ability to manipulate the environment, fix problems, and modify activities. 

Social-interactive processes involved in the weeks immediately following 

discharge from a program of geriatric rehabilitation were categorized as Prescriptions for 
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Counseling 

Time 1 Time 2 

Life Changes 

Emeigent 

Visits 
Loss of mobility 

Loss of independence 

Medical issues 

Psych/soc issues 

Health Services 

Utilization 

FIGURE 3. Relationship between a Counseling Intervention and Resource Utilization; 

Model from the Psychological Counseling in SCI Study. 

Oeriatric 
Rehabilitation 

Admission Discharge 1 Month 12 Month 

Timel Time 2 Time 3 Time 4 

Functional + , Functional + , Functional + , Functional 
Status Status Status Status 

+ 

Perceived 
+ 

Perceived + / Perceived _ Perceived 

Health Heaith Heaith Heaith 

Heaith 
Services 
Utilization 

Case 
Management 

FIGURE 4. Functional Status and Perceived Health over a 12 month period; Model from 

the Case Management Intervention Study. 
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Health and included such themes as nurturing themselves, avoiding pitfalls, learning new 

skills, and diversionary measures. Themes related to the nature of long-term adjustment 

to a catastrophic event in the chronically ill elderly were characterized by overwhelming 

grief and loss associated with disabihty. Categories included Achieving Transcendence, 

which included themes of creating meaning and new perspectives on living and dying. 

Looking Forward, which included planning for survival and creating a reconditioned 

future. Looking into the Mirror and the resultant assessment of self-worth. Finding the 

Reward, and Rising above the Circumstances. These categories and themes are displayed 

in Table 3. 

The themes uncovered in the grounded theory study were used to develop the 

GRIP intervention. Evaluation of the intervention indicated a significant increase in 

functional status in both the intervention group and the control group. The intervention 

did, however, have a significant effect on both HRQOL and self-efficacy. These 

relationships are illustrated in Figure 5. 

The findings of the preliminary studies have provided numerous variables that 

play a part in the emerging theory of adjustment to disability. Organizing this number of 

variables can be troublesome, so the Systems Research Organizing (SRO) model was 

used. This will be discussed in the next section. 

Organizing the Model 

The Quality Health Outcomes Model (Mitchell, Ferketich, & Jennings, 1998) was 

developed by the American Academy of Nursing Expert Panel on Quality Health Care to 
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TABLE 3 

Categories and Themes Explored in a Grounded Theory of Adjustment to Catastrophic 

Illness or Injury in the Elderly. 

CATASTROPHIC SOCIAL AND 

EVENT PERSONAL 

FACTORS 

Turning Point 

Catalyst 

Self-Awareness 

Incident 

Resourcefulness 

Manipulation of the 

Environment 

Determination 

Fixing of Problems 

Acceptance 

Changing Patterns 

SOCUL-

INTERACTIVE 

PROCESSES 

Prescriptions for 

Health 

Nurturing of Self 

Diversionary 

Measures 

Learning New 

Skills 

Strategies for 

Prevention 

Avoiding the 

Pitfalls 

NATURE OF 

ADJUSTMENT 

Achieving 

Transcendence 

Creating Meaning 

Perspectives on 

Living and 

Dying 

Looking Forward 

Creating a 

Reconditioned 

Future 

Planning for 

Survival 

Looking into the 

Mirror 
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Table 3, Continued 

CATASTROPHIC SOCIAL AND SOCIAL- NATURE OF 

EVENT PERSONAL INTERACTIVE ADJUSTMENT 

FACTORS PROCESSES 

Assessing Self-

Worth 

Forgiving Self 

Comparison to 

Others 

Finding the 

Reward 

Celebrating 

Victories 

Giving Advice 

Rising above the 

Circumstances 

Humor 

Renewed Per

spective of 

Daily Events 



Time 1 

Functionai Status 

Time 2 

Functionai Status 

HRQOL HRQOL 

Seif-Efficacy Seif-Efficacy 

FIGURE 5. The Effect of GRIP on HRQOL and Self-Efficacy. 
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assist in delineating the relationships among structural and process variables. The second 

generation of the model, the SRO (Brewer, et. al, 2002) was used to organize the 

variables for this dissertation. The SRO has four components; client, context, 

intervention, and outcomes. These are illustrated in Figure 6. Since the SRO was used to 

organize the variables and not as a model per se, the directions of the arrows were not 

emphasized. 

Salient relationships uncovered in the preliminary studies were organized into the 

components of the SRO. The synthesis involved the triangulation of quantitative and 

qualitative data. Subjects enrolled in the preliminary studies have special concerns and 

these will be discussed in the following section on assumptions. 

Assumptions 

The context of the preliminary studies involve elderly veterans, thus the 

boundaries of this theory are limited to the same. It can be argued that the experiences of 

catastrophic illness or injury and geriatric rehabilitation are different for veterans than for 

others. 

Veterans can be viewed as a vulnerable population for several reasons. Flaskerud 

and Winslow (1998) define vulnerable populations as social groups who have an 

increased susceptibility or higher than the national average risk for health-related 

problems, experience differential patterns of morbidity, mortality, and life expectancy, 

and have fewer resources. As discussed in the previous chapter, elderly veterans 

typically have a higher than average rates of morbidity and mortality (Holloway, 



Context 

Client Outcomes 

Intervention 

FIGURE 6. Components of the Systems Research Organizing Model. 
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Medendorp, & Bromberg, 1990; Zook, Savickis, & Moore, 1980) and a higher than 

average rate of accidents (Boyle et al., 1989; Kang et al., 1996), and are therefore 

considered a vulnerable population. 

Aday (2001) describes vulnerability as susceptibility to harm or neglect, as one 

put in a position of being hurt by others. Elderly veterans comprise a population at risk 

secondary to limited income, limited access to care, and the presence of multiple 

comorbidities. Veterans using Department of Veterans Affairs medical centers tend to be 

those with service-connected disabilities, or chronic medical issues that may be decades 

in duration. 

Kuokkanen and Leino-Kilpi (2000) propose that the real tenant of power is at the 

junction of human relations and consists of the manipulation of thoughts, attitudes, and 

social relationships. Certainly one could argue that the military background of veterans 

predisposes them to a vulnerability to "obey" perceived orders from officers of a 

veteran's medical center and renders them powerless both consciously and 

subconsciously. Given that the majority of veterans using the VA healthcare system are 

those with limited income and likely of lesser rank during military service, the 

professional staff would typically outrank them by virtue of title alone. In addition, a 

large portion of health care staff are either active duty or military reservists and do in 

fact, outrank the majority of patients, whether retired or not. As Gibson (1991) points out, 

one can not look at the individual without looking at the broader context. A history of 

powerlessness in the macro system (the military) leads to powerlessness in the micro 



system (the individual). The next section will discuss the synthesis of quantitative data 

with these assumptions in mind. 

Synthesis of Quantitative Data 

The health outcomes study found that elderly veterans benefited from a program 

of geriatric rehabilitation. Since there are many studies that indicate the efficiency of 

geriatric rehabilitation programs, this variable will not be included in the model. As 

Walker and Avant (1983) point out, a theory that predicts everything predicts nothing. A 

theory that is limited in scope enough to be testable permits researchers to derive 

hypotheses about reality. The more specific the theory, the more readily it will be 

falsified and the more narrow the data that supports the theory. 

The health outcomes study did find a relationship between a constructed variable 

representing the additive effects of social support, perceived health, self-transcendence, 

and depression and increased functional status. This supports the notion of personal 

factors influencing the maintenance of rehabilitative gains, a notion that was consistent 

with the findings of the grounded theory study. Thus it could be hypothesized that there is 

a link between personal factors and functional status, as illustrated in Figure 7. 

The health outcomes study described the variable as an additive effect of social 

support, perceived health, self-transcendence, and depression. Hierarchical partitioning of 

the variance was not performed at that time, however, so the unique contributions of each 

of the variables are not known. 



Functional 
Status 

FIGURE 7. Link between Personal Factors and Functional S btatus. 
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As discussed in the spirituality study, self-transcendence emerged as a strong 

correlate and possible moderator of decreased depression and depression was inversely 

related to perceived health. Since self-transcendence, depression, and perceived health 

are all part of the additive variable, these results would suggest a causal relationship 

within the construct that may be explored in the future. Using the SRO as an organizing 

model, the variables appear as client characteristics and a proposed link is hypothesized 

between the client and the outcome of functional status, as illustrated in Figure 8. 

The destination of the patient upon completion of the rehabilitation program, 

whether to his or her own home or to a skilled nursing facility in the case of suboptimal 

rehabilitation outcomes, was also inversely related to depression, as illustrated in 

Figure 9. 

The SCI study found a relationship between emergent visits and health service 

utilization. Emergent visits were comprised of either medical issues or psychosocial 

issues and were facilitated by presence at the counseling sessions. From the perspective 

of the SRO, these issues could be considered part of the context, in that they were 

facilitated by the participant's presence. In addition, it was hypothesized that issues 

related to life changes, loss of mobility, and loss of independence precipitated the 

context. From the perspective of temporal order, these variables would be placed before 

both context and intervention, thus supporting the reciprocal nature of the SRO (see 

Figure 10). The case management intervention had a significant influence on functional 

status, but a negative impact on health service utilization. This longitudinal study also 

evaluated the effects of time on functional status and perceived health. Under the SRO, 
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Client 

Personal Factors 
Self-Transcendence 
Depression 
Perceived Health 

Outcomes 

Functional Status 

FIGURE 8. Link between Client Factors and Outcomes. 

Client 

Personal Factors 
Self-Transcendence 
Depression 
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Outcomes 

Functional Status 
Discharge Disposition 

FIGURE 9. Client Factors and Outcome of Discharge Disposition. 
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FIGURE 10. Relationship of Client, Context, Intervention and Outcome Characteristics. 



time would be considered context, as illustrated in Figure 11. GRIP was found to have an 

effect on HRQOL and self-efficacy. Adding those variables to the model completes the 

synthesis of quantitative data, as illustrated in Figure 12. 

The synthesis of quantitative data has resulted in a graphical representation of 

possible links between the constructs. Synthesis of qualitative data will be discussed in 

the next section. 

Synthesis of Qualitative Data 

The grounded theory study described the catalyst for action as a self-awareness 

producing incident. For the majority of individuals, the incident was the catastrophe that 

resulted in disability. From the perspective of order, the catalyst provides the impetus for 

action, thus they would be included in the beginning of the model. 

Personal factors, already included in the model under client characteristics, 

included additional themes of resourcefulness, determination, problem-solving, and 

acceptance. When these variables are added to the model, it appears as illustrated in 

Figure 13. 

Social-interactive processes that influenced the maintenance of gains during the 

post-rehabilitative period included prescriptions for health, nurturing of self, diversionary 

measures, learning of new skills, strategies for prevention, and avoiding pitfalls. These 

variables are added to the intervention portion of the model, as illustrated in Figure 14. 

Variables related to the nature of adjustment included Achieving Transcendence, 

which included themes of creating meaning and new perspectives on living and dying; 
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Looking Forward, which included planning for survival and creating a reconditioned 

future; Looking into the Mirror, which included assessing self-worth, forgiving self, and 

comparison to others; Finding the Reward, which included celebration of small victories 

and giving advice; and Rising above the Circumstances, which included the use of 

humor, and renewed perspectives of daily events. Variables related to the nature of 

adjustment are organized in the SRO under context. Adding these variables to the model 

completes the synthesis of qualitative data, as illustrated in Figure 15. 

The above model includes numerous variables; however it is neither practical nor 

desired to include all of the variables in a model. The next section will discuss criteria for 

critiquing theory, which will provide guidelines for determining which variables should 

be removed from the model. 

Guidelines for Critiquing Theory 

Chinn and Jacobs (1987) and Fitzpatrick and Whall (1983) present general criteria 

forjudging nursing theories, namely clarity, simplicity, generality and empirical 

applicability. 

Clarity refers to the lucidness and consistency of the theory. Chinn and Jacobs 

maintain that clarity is the key criterion by which to evaluate theory. Clarity and 

consistency may be both semantic and structural. Semantic clarity refers to the clarity of 

the definitions of the concepts or the degree to which each statement contributes to the 

clarity of the concept. Structural clarity refers to the lucidity of logical connections or 

reasoning within the theory. Semantic consistency refers to the consistency among the 
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definitions and may be obscured if basic assumptions about the concepts are inconsistent. 

Structural consistency refers to the form of the argument, e.g. shifting from the general to 

the particular. 

Applying the criteria of clarity, the proposed theoretical model appears in need of 

modification. In order to increase semantic clarity, client characteristics of Catalyst for 

Action, Determination, and Changing Patterns are eliminated as they are not familiar 

phrases and open to misinterpretation. Likewise the context characteristics of Looking 

into the Mirror, Assessing Self-Worth, Finding the Reward, Rising above the 

Circumstances, and Renewed Perspectives of Daily Events are removed. In addition, 

Achieving Transcendence was removed from the context portion of the model so as to 

not cause confusion between the client characteristic of Self-Transcendence. 

Simplicity refers to the number of structural components and relationships within 

the theory. Theoretical simplicity requires that a minimum number of elements are 

present. Although parsimony is occasionally used synonymously with simplicity, 

parsimony also includes an element of generality. Generality plus simplicity equals 

parsimony. Simplicity depends on whether the theory is intended for description, 

explanation, prediction, or control (Walker and Avant, 1983). 

This theory is intended for description. In an effort to promote simplicity. Loss of 

Mobility was removed from the model as it was not appreciably different from disability 

in general. The intervention variable Avoiding the Pitfalls was removed as it was not 

notably different than Strategies for Prevention. 
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Generality refers to the scope of events covered by the theory. The more limited 

the application, the less general the theory. As previously discussed the generality of this 

theory is limited to adjustment to disability in elderly veterans. 

Empirical applicability refers to the extent to which the concepts in the theory are 

grounded in observable phenomena and the extent to which the empirical indicators are 

readily identified for the concepts. If theory is general and definitions are broad, there is 

less likelihood of empirical applicability. Empirical applicability is basic to research 

testability, and testability enhances practice utility. 

A dataset from the GRIP study was used to explore relationships among variables 

to develop the theory. Some of the variables that emerged from the qualitative study 

lacked empirical indicators. To that extent, the context variables of Emergent issues. 

Creating a Reconditioned Future, and Celebrating Victories were removed from the 

model. In addition, the client variables of Depression and intervention variables of 

Counseling and Case Management were removed as they were not included in the 

database. The revised model is portrayed in Figure 16. 

Summary 

The emerging theory of adjustment proposed for this study was developed by 

triangulating qualitative and quantitative data gathered from the preliminary studies. 

Relationships among variables were identified from preliminary studies. The Systems 

Research Organizing Model was used to delineate and arrange variables. The theory was 

limited to elderly veterans and assumptions related to the vulnerability of this population 
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were discussed. Quantitative and qualitative data were synthesized into a theoretical 

model of adjustment to catastrophic disability. Criteria forjudging theory were discussed 

and the model was revised for clarity, parsimony, and empirical applicability. 
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CHAPTER III 

METHODOLOGY 

The first section of this chapter explains the basic research design for this study. 

Since this is a secondary analysis of data, the methodology for the original GRIP program 

evaluation, including setting, data collection, and sample, will be described next. The 

third section will describe the methodology for the secondary data analysis, including 

sample, data collection, and operationalization of concepts. Sections on human subjects 

and a plan for data analysis finish the chapter. 

Research Design 

This study triangulated the qualitative data from the grounded theory study and 

quantitative data provided from a secondary analysis of data from the GRIP program 

evaluation. The GRIP program was developed in response to the preliminary studies 

described in the earlier chapters. Data for the evaluation was conducted from 1999 to 

2002. GRIP is delivered in addition to standard rehabilitation modalities offered on an 

inpatient subacute rehabilitation unit. 

GRIP Methodology 

Setting 

The GRIP program evaluation was conducted in a 20-bed subacute rehabilitation 

unit housed in the geriatric rehabilitation center of an urban veteran's hospital. Geriatric 



Rehabilitation is not different in principle than general rehabilitation; however, geriatric 

patients need special consideration due to the effects of aging and the presence of 

comorbidities. 

Rehabilitation is defined as the process by which a person is restored physically, 

functionally, psychologically, and vocationally to their fullest potential. Rehabilitative 

care is a holistic and comprehensive approach to medical problem. The focus of 

rehabilitation care is to increase functional status, improve quality of life, promote health 

maintenance, and prevent secondary complication or disability. Treatment strategies in 

chronic disability include enhancement of the functional capacity of affected system, 

enhancement of the unaffected system, prevention of secondary complication or 

disability. Modalities include the use of adaptive equipment to promote function, 

modification of the environment and strategies to promote new learning. 

The GRIP program uses a multidisciplinary approach, including nursing, 

physiatry, occupational and physical therapy, recreational therapy, social work, dental, 

pharmacy, and geriatric medicine. The length of stay in a rehabilitation program 

genereilly ranges from 14 to 30 days. 

Sample 

Although 769 veterans have participated in GRIP, only 149 completed all 

questionnaires at all measurement periods, thus providing the sample for this study. 

Inclusionary criteria for GRIP consisted of veterans over the age of 65 with compromised 

physical functioning, the ability to speak English, the ability to express oneself with self-



67 

rating questionnaires, and the ability to participate in group sessions. Most frequently, 

patients were admitted to the geriatric rehabilitative program after joint replacement, 

fracture, or cerebral vascular accident or for restoration of function following a long 

illness. 

Criteria for exclusion from GRIP included a score of less than 24 on the Mini 

Mental State Exam (Folstein et. al, 1975) or other cognitive impairment likely to interfere 

with the self-report format used by some of the instruments, and the inability to 

participate in a group educational session. Data was collected upon admission to the 

geriatric rehabilitation program (Time 1 or Tl), at discharge (Time 2 or T2), and one 

month after discharge (Time 3 or T3). The data collection period was from 1999 to 2002. 

Instrument Psychometric Properties 

Functional status was measured with the Functional Independence Measure 

(FIM), an observer-rated instrument that has been widely used in elderly veterans 

(Hamilton & Granger, 1990). The rehabilitation staff has undergone extensive training in 

the use of the FIM and must pass an annual certification examination. FIM data was 

collected on every patient and was reported to a national database where it was used to 

benchmark performance on functional gains and program costs. The FIM was completed 

at Tl, T2, and at T3. 

The FIM is comprised of two substantively distinguishable groups of items, 

specific to motor ability (MOTFIM) and cognitive function (COGFIM) (Hamilton & 

Granger, 1986,1990). The measurement capability of the FIM is improved when the 
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motor and cognitive items are separated into two different FIM indicators. That 

procedure, which eUminates the problem of non-linearity (Hamilton & Granger, 1986), 

was followed in the data analysis for this study. Variables reflecting gain scores for the 

motor and cognitive portions of the FIM were created. A higher score indicates better 

functioning. Reliability analysis for the MOTFIM indicated an alpha of .92 at Tl, .92 at 

T2, and .91 at T3. The fit of the instrument to the data set was tested with AMOS. The 

MOTFIM had a CFI of .94 and a NFI of .94. 

Reliability analysis for the COGFIM was .86 at Tl, .83 at T2, and .85 at T3. The 

Comparative Fit Index (CFI) for the COGFIM portion was .99 with a Normed Fit Index 

(NFI) of .99. Table 4 displays the abbreviations for the FIM variables that will be used in 

various tables and figures in this study. 

The Lorig Self Efficacy Scale (SES) (Lorig, et al., 1996) was used to measure 

confidence conducting instrumental activities of daily living, such as obtaining help, 

communicating with physicians, and engaging in daily activities. The SES was also 

completed at Tl, T2, and at T3. 

The stem for the SES states, "How confident are you that you can..." Subscales 

were created for the SES per author guideUnes (Lorig, et. Al, 1996) The following 

subscales were created: 1) exercise regularly; 2) get information about disease or injury; 

3) obtain help from community, family, and friends; 4) communicate with physician; 5) 

manage disease in general; 6) achieve outcomes despite health problems; 7) social/ 

recreational activities; 8) manage symptoms; and 9) control or manage depression. 



69 

TABLE 4 

Abbreviations for FIM Subscales. 

VARIABLE SUBSCALE 

MOTFIM 

COGFIM 

MOTFIMGN 

COGFIMGN 

Motor portion of FIM 

Cognitive portion of FIM 

Gain in motor portion of FIM 

Gain in cognitive portion of FIM 
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As with the FIM, a higher score is positive. Reliability analysis for the SES 

indicated an alpha of .96 at Tl, .97 at T2, and .95 at T3. Alphas for the individual 

subscales are included in Table 5. The fit of the SES to the data set at Tl was also tested 

and indicated a CFI of .98 and a NFI of .97. Table 5 also displays the abbreviations for 

these variables that will be used in various tables and figures in this study. 

Health related quality of life (HRQOL) was measured with the SF-36 (Kazis, et 

al., 1998). Studies have indicated that HRQOL is comprised of more than just physical 

health and is inclusive of psychological well-being and demographic characteristics as 

well as measures of life satisfaction (Heidrich & D'Amico, 1993; Kinney & Coyle, 1992; 

Lehman, 1983) and is interrelated with functional status as both a predictor and a 

criterion variable (Johnson & Wolinsky, 1994). The SF-36 was also completed at Tl, T2, 

and at T3. 

The SF-36 was transformed from raw scores per guidelines from the manual and 

interpretation guide (Ware, 1993) and the following subscales were created : 1) general 

health; 2) physical functioning; 3) social functioning; 4) bodily pain; 5) vitality; 6) mental 

health; 7) role: physical; and 8) role: emotional. As with the previous scales, higher 

scores are positive. In other words, a high score on the bodily pain subscale would 

indicate that pain did not interfere with normal activities. Reliability analysis for the SF-

36 indicated an alpha of .79 at Tl, .79 at T2, and .86 at T3. Alphas for the individual 

subscales are included in Table 3. The fit of the SF-36 to the data set at Tl was also 

tested with a resultant CFI of .97 and NFI of .96. Table 6 displays the abbreviations for 

these variables that will be used in various tables and figures in this study. 
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TABLE 5 

Abbreviations for Self-Efficacy Subscales. 

a a a 
VARIABLE SUBSCALE 

T1 T2 T3 

EXER Perform exercises .81 .79 .78 

INFO Get information about disease or injury .90 .89 .90 

HELP Get help from community, family or friends .84 .84 .79 

TALKMD Communicate with physician .89 .89 .92 

MNGDX Manage disease in general .88 .92 .82 

lADLS Achieve outcomes despite health status .93 .92 .93 

FUN Engage in social or recreational activities .84 .89 .81 

MNGSX Manage symptoms .94 .95 .91 

MNGDP Manage/control depression .96 .97 .97 
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TABLE 6 

Abbreviations for SF-36 Subscales. 

VARIABLE SUBSCALE 
a a a 

T1 T2 T3 

GH General health .90 .85 .87 

PF Physical factors .90 .86 .86 

SF Social functioning .93 .92 .94 

BP Bodily pain .87 .78 .85 

VT Vitality .80 .83 .82 

MH Mental health .74 .82 .93 

RE Role: emotional .96 .93 .88 

RP Role: physical .76 .91 .94 
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Self-transcendence was measured with the Reed Self-Transcendence Scale (STS) (Reed, 

1986). Self-transcendence refers to a strengthened sense of identity, characterized by the 

transcendence of ego and body that provides a perspective of the present based on past 

experience and anticipation of the future. Self-boundaries are expanded 

multidimensionally, inwardly through introspective experiences, outwardly through 

reaching out to others, and temporally by the integration of past and future into the 

present (Reed, 1991). The STS was used by the recreational therapists to explore patient 

strengths that might give them insight for their individual rehabilitation plan of care. The 

STS was completed by the patient upon admission to the rehabilitation program. STS 

data was gathered for the first year of the program evaluation only. 

The STS has no subscales. Two items on the STS required reverse coding; 

"adjusting poorly to retirement or to my life situation" and "dwelling on my past unmet 

dreams or goals". As with the other scales, a higher score is positive. Reliability analysis 

for the STS indicated an alpha of .80. Goodness-of-fit criteria indicated a CFI of .97 and 

an NFI of .96. Table 7 displays a comparison of fit estimates for the instruments used in 

this dataset. 

Methodology for Secondary Data Analysis 

Sample and Data Collection 

The unit of analysis for this research is the individual patient. The sample was 

created by extracting FIM, SF-36, SES, and STS data from the GRIP database. In 

addition, demographic variables such as age, gender, ethnicity, previous living situation, 



TABLE 7 

Goodness-of-Fit Criterion. 

INSTRUMENT a CFI NFI 

Motor FIM .93 .94 .94 

Cognitive FIM .93 .99 .99 

Self-Efficacy Scale .96 .98 .97 

SF-36 Health Survey .79 .97 .96 

Self-Transcendence Scale .80 .97 .96 
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and discharge disposition were available in the database. The database consisted of 149 

patients, the majority of whom were male. All were veterans of at least one branch of the 

United States military. The average length of stay in the geriatric rehabilitation program 

was 21 days. Not all patients attended all GRIP sessions. 

Operationalization of Concepts 

Client variables included the personal factors uncovered in the qualitative data as 

well as quantitative variables. These variables, as well as the measures are displayed in 

Table 8. Subjects were measured at admission (Time 1 or Tl), discharge (Time 2 or T2), 

and one month post-discharge (Time 3 or T3). The use of single items from the Self-

Transcendence Scale as proxy variables was evaluated in the study. 

Context variables included medical and psychosocial issues as discussed in the 

SCI study, as well as variables uncovered qualitatively. These variables and related 

measures are displayed in Table 9. 

As previously, variables with no available measures were then removed from the 

model. In the same manner. Intervention variables are illustrated in 

Table 10. 

The variable for GRIP was calculated by measuring the total number of classes 

attended by each subject. It would have been helpful to calculate a dosage variable based 

on such things as the number of workbook pages and homework activities completed, 

however this data was not collected. 
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TABLE 8 

Operationalization of Client Variables. 

CONSTRUCT VARIABLE MEASURE T1 T2 T3 

Client 

variables 

(includes 

Personal 

Factors) 

Reed Self-Transcendence 
Self-Transcendence 

Depression 

Perceived Health 

Resourcefulness 

Determination 

Acceptance 

Loss of mobility 

situation 

SF36 physical health 

subscale 

X 
Scale (STS) 

SF36 Q16e: depression X 

SF36 general health 
X 

subscale 

No measure available 

No measure available 

STS 5: adjusting to the 

changes in my physical X 

abilities 

Changing patterns No measure available 

STS Q4: adjusting well 

Life Changes to my present life X 

X X 

X X X  
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TABLE 8, Continued 

CONSTRUCT VARIABLE MEASURE T1 T2 T3 

Loss of independence STS 5: adjusting to the X 

changes in my physical 

abilities 

Catalyst for action No measure available 

Self-awareness No measure available 

incident 

Catastrophic 

Disability 

No measure available 
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Operationalization of Context Variables. 
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CONSTRUCT VARIABLE MEASURE T1 T2 T3 

Context 

variables 

Medical 

issues 

SF36 physical health subscale XXX 

STS 5: adjusting to the changes 

in my physical abilities 

SES manage disease subscale 

X 

Psychosocial 

issues 

Time 

Creating 

meaning 

Perspectives 

on living and 

dying 

Looking 

Forward 

Planning for 

survival 

X 

SES manage symptoms subscale X 

SF36 emotional health subscale XXX 

Tl, T2, T3 

STS Q7: finding meaning in my 

past experiences 

STS Qll: accepting death as 

part of life 

No measure available 

No measure available 

X X X  

X 

X 
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TABLE 9, Continued 

CONSTRUCT VARIABLE MEASURE T1 T2 T3 

Forgiving 

self 

Comparison 

to others 

Giving 

advice 

Humor 

No measure available XXX 

SF36 QIOD: comparison 

item 

STS Q6: sharing my wisdom X 

or experiences with others 

No measure available 
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TABLE 10 

Operationalization of Intervention Variables. 

CONSTRUCT VARIABLE MEASURE T1 T2 T3 

GRIP components Number GRIP sessions attended X 

SES exercise subscale XXX 

Prescriptions for 

health 

Nurturing of self 

Diversionary 

measures 

Learning new 

skills 

Strategies for 

Prevention 

SES obtain help subscale 

STS 13: letting others help me 

when I might need it 

STS 1: having hobbies or 

interests I can enjoy 

SF36 social activities subscale 

STS 14: enjoying my pace of 

life 

SES social/recreational 

activities subscale 

No measure available 

SES get information about 

disease or injury subscale 

No measure available 

X X X  

X 

X 

X X X  

X 

X X X  

X X X  
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Outcomes variables are displayed in Table 11. Gain scores were used when subjects were 

measured at different intervals; for example, gain in functional status was measured by 

subtracting FIM score at T2 with the FIM score at Tl. 

Human Subjects 

The GRIP program evaluation was granted an exempt status by the University 

Committee on Human Subjects. The principal investigator for that study and this study 

are the same. Data was coded to remove identifying information and the database was 

kept in a password-protected computer in a locked office that was accessible only to the 

principal investigator and a research assistant. 

Data Analysis Plan 

This study used an exploratory approach to look at constructs linked to an 

emerging theory of catastrophic disability in the elderly. Specific aims were to: 1) 

examine the characteristics of elders who had suffered disability as a result of 

catastrophic illness or injury, 2) identify variables common to those who maintained 

rehabilitative gains, and 3) generate theory that might provide a better understanding of 

the rehabilitation experience for elderly veterans. 

Factor analysis was used to examine the validity of the instruments with this 

dataset. Data were analyzed using the Statistical Package for Social Services (SPSS) v. 

7.5. The level of significance was set at .05, meaning the probability of a given result 

occurring by chance alone is 5 in 100. Latent variables were created with Analysis of 
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TABLE 11 

Operationalization of Intervention Variables. 

CONSTRUCT VARIABLE MEASURE (Gain scores) T1 T2 T3 

Outcome 

variables 

Functional Functional Independence 

status Measure (FM) 

Discharge 
Discharge disposition 

disposition 

Health service 
No measure available 

utilization 

Perceived SF36 general health 

Health subscale 

HRQOL SF36 subscales 

Self-efficacy Self-efficacy scale (SES) 

X X X  

X 

X X X  

X X X  

X X X  
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Moment Structures (AMOS) v. 4.10 (Arbuckle, 1999). AMOS was also used to calculate 

fit indices for models using maximum likelihood (ML) estimation for parameter 

estimates. Goodness-of-fit criteria was set at a comparative fit index (CFI)>.90 and 

Normed fit index (NFI)>.90. 

Specifically, this study sought to answer the following research questions (RQ): 

1) What relationships exist between functional status, health-related quality of life and 

self-efficacy in elders who have completed a program of rehabilitation; 2) What 

relationships exist between the GRIP intervention and program outcomes of functional 

status, health-related quality of life and self-efficacy; 3) are single item measures from 

this dataset available to serve as proxies for variables that have been identified 

qualitatively; 4) what is the nature of catastrophic disability in the elderly; and 5) are 

there any yet-unexplored predictors of rehabilitative success that might emerge from the 

data? 

The first two RQ were included to help understand the data for the unique part of 

the study, namely RQ 3,4, and 5. RQl was answered by using correlation matrices to 

examine relationships among variables. RQ2 also used correlation matrices, but also used 

t-tests to look for differences between those subjects that participated in GRIP and those 

that did not. 

Both qualitative and quantitative data were used to answer RQ3. Definitions from 

the grounded theory study were compared to items on scales and examined for 

similarities. When similarities were found, factor analysis was used to identify single 

item predictors. Upon examination of the analyses, however, it became apparent that the 
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use of latent variables was more appropriate and true to the qualitative data since the 

clusters of variables appeared to be more accurate reflections of the qualitative data. A 

latent variable model was then created to answer RQ4, the nature of catastrophic 

disability in the elderly. The sample was not large enough to allow for simultaneous 

testing with structural equation modeling, so RQ5 (predictors) was answered with the use 

of multiple regression analysis. 

Summary 

This study used a grounded theory approach to explore relationships between 

qualitative and quantitative variables that may be theoretically linked. The secondary data 

analysis used data collected in an evaluation of the GRIP program. GRIP is an 

intervention delivered in addition to standard rehabilitation therapies and has various 

components which are measured separately in order to determine the dosage of the 

intervention. Subjects were measured upon admission to the rehabilitation program, at 

discharge, and one month post discharge with a variety of measures. The unit of analysis 

for this study was the individual. A number of variables had no available measures and 

were subsequently removed from the model; however as part of this exploration, scale 

items were explored to see if they had adequate properties to be used as proxy variables. 

Latent variables were created and a model was developed. Predictors were identified with 

regression analysis. 
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CHAPTER IV 

RESULTS OF DATA ANALYSIS 

The primary purpose of this chapter is to present results of data analysis. The 

dataset for this secondary analysis included 149 patients age 65 years or older admitted to 

the Geriatric Rehabilitation Program from May 1999 to May 2001. Data were collected 

upon admission to the rehabilitation program (Time 1 or Tl), at time of discharge from 

the program (Time 2 or T2), and approximately one month after discharge (Time 3 or T3) 

when patients returned for their follow-up appointment. Measures for functional status, 

health-related quality of life (HRQOL) and self-efficacy were measured at all three time 

periods. Functional status was measured with the Functional Independence Measure 

(FIM), HRQOL was measured with the SF-36, and self-efficacy was measured with the 

Self-efficacy Scale (SES). Self-transcendence was measured with the Self-transcendence 

Scale (STS) and was collected at Tl only. The database was limited to those that had 

completed questionnaires at all three time periods, thus the final sample consisted of 149 

subjects. Human Subjects approval is included in Appendix A. 

Results of this secondary data analysis are divided into three sections. The first 

section will discuss demographic characteristics of the subjects and discusses preparation 

of the data. The second section answers the following research questions: 1) what 

relationships exist between functional status, health-related quality of life and self-

efficacy in elders who have completed a program of rehabilitation; and 2) what 

relationships exist between the GRIP intervention and program outcomes of functional 



status, health-related quality of life and self-efficacy. Although the purpose of this 

dissertation was not to evaluate the GRIP program, the questions were included to better 

understand the data for the unique part of the study. 

The third section presents results of a grounded theory approach to quantitative 

data and answers the research questions for the unique part of the study, namely: 3) are 

single item measures from this dataset available to serve as proxies for variables that have 

been identified qualitatively; 4) what is the nature of adjustment to catastrophic disability 

in the elderly; and 5) are there any yet-unexplored predictors of rehabilitative success that 

might emerge from the data. 

Characteristics of the Sample 

The dataset was comprised of 135 males and 14 females. Ages ranged from 65 

years to 95 years with a mean of 74.4 years {SD = 7.11). The majority (52%) percent 

were married; the remaining were divorced or separated (19%), widowed (18.9 %), or 

had never been married (9.0%). The majority of subjects, (A^=125, 83.9%), were 

Caucasian. Tables 12 and 13 present demographic information for individual subjects. 

Data related to comorbidities were taken from the SF-36. The majority of 

subjects had significant comorbid conditions, including pulmonary disease such as 

asthma, emphysema, or chronic bronchitis (A^= 30, 20.1%), hypertension (N = 70, 

47.0%), rheumatoid or osteoarthritis (N = 82, 55.0%) or heart disease (N = 56, 27.6%). A 

current or past history of depression was reported for 47 subjects (31.5%). 
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TABLE 12 

Subjects by Race. 

American Indian Asian/Pacific Islander Black Hispanic Caucasian 

Number 2(1.3%) 2(1.3%) 10(6 7%) 1^(6.7%) 125(81.1%) 

TABLE 13 

Comorbidities of Subjects. 

Number of Subjects 

Pulmonary disease 30 (20.1%) 

Hypertension 70 (47.0%) 

Arthritis 82 (55.0%) 

Cardiac disease 56 (27.6%) 

Depression 47 (31.5%) 
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The majority of subjects (N = 143, 95.9%) lived at home prior to the catastrophic 

event and were able to return home (N = 140, 93.9%). The remaining subjects were 

discharged to an assisted living facility or a nursing home. 

Data Preparation 

The dataset contained a total of 389 variables collected on 149 subjects. Although 

the database was much larger, many cases were excluded because they contained more 

than 25 percent missing data, were younger than 65 years old, or had not suffered 

catastrophic disability. 

Data were examined for entry errors. Every tenth survey was inspected for 

inconsistencies between the original survey values and database values. Data entry error 

was below the prespecified 10 percent error threshold. Frequency tables were then 

examined for outliers and missing data. Outliers were examined and the individual 

subject's scores were compared to original survey values. There was minimal missing 

data, since the majority of the cases with missing data had already been excluded. Of the 

149 remaining cases, only a few cases had missing data. Missing data were only replaced 

if the total of missing data for that scale was <20%. Missing values were replaced with 

the mean of the 2 values on either side of the missing item in the same scale, which is the 

SPSS primary method for replacing missing data. If the missing score was the first or last 

item in a scale, the mean was computed from the mean of the rest of the scale values for 

that subject. If >20% of item values were missing, no replacement values were 

calculated. Only 3 or 4 cases required replacement of missing data. 
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Scales were converted from raw data to subscales per the instrument author's 

guidelines. All measures were tested for internal consistency reliability with the criteria 

of a Cronbach's alpha (a) level >.80 (Nunnally, 1978). 

Exploring Quantitative Data 

Research Question 1 

RQl asked what relationships exist between functional status, health-related 

quality of life and self-efficacy in elders who have completed a program of rehabilitation. 

The data used to answer this question were taken from Tl, T2, and T3. Correlation 

coefficients were used to answer the question. Only those variables with moderate 

correlation (.30 or higher) and clinically significant will be discussed in this section. 

As stated previously, one of the goals of rehabilitation is to restore previous 

function; therefore, relationships will initially be discussed from the perspective of how 

they relate to functional status. Correlation between the motor and cognitive portions of 

the FIM at Tl was expected and found (r = .47, p<.01). There was a positive relationship 

between the MOTFIM and the Achieving Outcomes (lADLS) subscale (r = .32, p<.01), 

which is expected, as these activities require motor function. The cognitive portion of the 

FIM (COGFIM) also had a positive relationship with lADLS. In addition, there was a 

positive relationship with the Social and Recreational (FUN) subscales. These 

correlation coefficients are displayed in Table 14. 

There was a positive relationship between the COGFIM and the general health 

(GH) subscale of the SF-36. The correlation coefficient between the MOTFIM and GH 



TABLE 14 

Relationships between FIM and SES Subscales. 

MOTFIM COGFIM 

lADLS .32** .31** 

FUN .12 .32** 

* p< 0.05 

** p< 0.01 
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was only .095. Bodily pain (BP) had an inverse relationship with both the MOTFIM and 

the COGFIM. None of the other subscales had significant relationships with either the 

motor or the cognitive portion of the FIM. These correlation coefficients are displayed in 

Table 15. 

None of the comorbidities (heart disease, pulmonary disease, diabetes, arthritis, or 

hypertension) correlated with functional status, but they did correlate with subscales of 

the SF-36. A table of the relationships is displayed in Table 16. 

General health was associated with gains in mental health (r = .34, p<.01), and 

vitality (r = -.33, p<.01). Gains in mental health were associated with gains in exercise (r 

= .34, p<.01), the ability to get help (r = .36, p<.05), control depression (r = .66, p<.01), 

manage symptoms (r = .52, p<.01), mange disease in general (r = .24, p<.01), enjoy 

social or recreational activities (r = .50, p<.01), and achieve outcomes despite heath 

problems (r = .39, p<.05). 

Research Question 2 

RQ2 asked what relationships exist between the GRIP intervention and program 

outcomes of functional status, health-related quality of life and self-efficacy. The data 

used to answer this question were taken from Tl, T2, and T3. T-tests were used to 

answer the question. 

A total of 126 (84.5%) subjects participated in at least 2 GRIP educational 

sessions and 23 (15.4%) did not. Of those, 65 (51.8%) completed all four sessions, 32 

(25.3%) completed 3 sessions, and 28 (22.2%) completed 2 sessions. T-tests were 
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TABLE 15 

Relationships between FIM and SF-36 Subscales. 

MOTFIM COGFIM 

GH .10 .23* 

BP -.24* -.23* 

* P< 0.05 

** P< 0.01 

TABLE 16 

Relationships between Comorbid Conditions and SF-36 Subscales. 

TIGH TIPF TISF TIBP TIVT TIMH TIRP TIRE 

COPD" -.30** -.28** -.09 -.14 -.12 -.11 -.07 .12 

HTN" -.22* -.12 -.19* .16 -.09 -.12 -.12 .05 

ARTH'^ -.12 -.09 .06 -.34** -.07 -.15 .08 .04 

CAD" -.20* -.17* -.14 -.04 -.25** -.13 -.11 .22* 

DEP' -.40** -23** -.26** -.22* -.36** -.42** -.24** .31** 

Note. ̂ Pulmonary disease. ''Hypertension. '^Arthritis. "^Heart disease. ^Depression. 

* p< 0.05; ** p< 0.01 
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conducted to see if subjects completing at least two components of GRIP exhibited 

greater gains in functional status, HRQOL, and self-efficacy from admission (Tl) to 

discharge (T2). Results are displayed in Table 17. 

Since GRIP was targeted toward assisting elders with the transition to the 

community after discharge, the period from discharge (T2) to 1 month post-discharge 

(T3) was one of the main focuses. Table 18 displays t-scores from the target variables at 

T3. 

As illustrated in Table 17, there was an increase in functional status, HRQOL, and 

self-efficacy in both groups; however the GRIP group had significantly greater 

improvement at T2. In addition, the differences between the GRIP group and the non-

GRIP group were more pronounced at T3, as displayed in Table 18. 

Triangulating Data 

This section presents a grounded theory approach to quantitative data and answers 

the remaining research questions; RQ3) are single item measures from this dataset 

available to serve as proxies for variables that have been identified qualitatively; RQ4) 

what is the nature of adjustment to catastrophic disability in the elderly; and RQ5) are 

there any yet-unexplored predictors of rehabilitative success that might emerge from the 

data? The primary outcomes of interest are functional status and general health. 

Functional status is of interest to the stakeholders of rehabilitation programs. General 

health was of interest because this study sought to address the inconsistency between 

observer-rated functional status and self-rated perceived health from a preliminary study. 



TABLE 17 

T Statistic Comparing GRIP to Non-GRIP from T1 to T2. 

Admission to Discharge GRIP Non-GRIP 

SES total 2.62** 1.19 

EXER 2.62** 2.37* 

HELP 2.41** .31 

TALKMD .88 .86 

MNGDX 2.51** 1.96 

lADLS .88 1.80 

MNGSX 1.57 .84 

MNGDP 1.06 .84 

PF 1.86* 1.15 

BP 3.71** -.20 

SF 3.72 .10 

VT 2.76** .27 

MH 2.83** .56 

RP .65 .27 

RE -.82 .74 

MOTFIM 15.69** 8.40* 

COGFIM 2.45** 2.24* 

*p<.05 **p<.01 
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TABLE 18 

T Statistic Comparing GRIP to Non-GRIP from T2 to T3. 

Discharge to 1 month GRIP Non-GRIP 

SES total 7.48** 1.00 

EXER 1.95* 1.02 

HELP .80 .79 

TALKMD 2.04* 1.24 

MNGDX 1.93* 1.03 

lADLS 1.55 1.22 

MNGSX 1.15 1.18 

MNGDP 1.77 1.80 

PF 1.20* 2.20 

BP 2.21* -.29 

SF 3.71** -.43 

VT .79 2.33 

MH 1.02 1.25 

RP -.82 1.00 

RE -.55 1.00 

MOTFIM 1.70 1.72 

COGFIM .99 .96 

*p<.05 **p<.01 
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Research Question 3 

RQ3 sought to determine if single item measures from the dataset were available 

to serve as proxies for variables that were identified in the grounded theory study. The 

data used to answer this question were taken from Tl. Factor analysis was used to answer 

the question. For questions 3,4, and 5, factor analysis was used to triangulate qualitative 

and quantitative data into latent variables which were then confirmed with structural 

equation modeling (SEM). Because the study was exploratory, factor analysis was 

performed first to see if the variables would hold together prior to confirmation with 

SEM. 

The process of triangulation included several steps. Themes and properties 

identified in the grounded theory study were listed. Subscales from the SF-36 and SES, as 

well as single items from the STS, were explored to see if they could serve as proxy 

variables for any of the themes. Consideration was given to the intent of the quantitative 

items as well as the context in which the questionnaires were completed. 

As discussed in Chapter III, themes from the grounded theory study included 

client characteristics of Accepting Change and Loss, Planning for Survival/ Learning 

New Skills, Creating Meaning, Perspectives on Living and Dying, Comparison of Self to 

Others, Giving Advice, and Renewed Perspective. Since the SRO emphasizes temporal 

ordering among variables, items related to Tl were examined because client 

characteristics appear first in the model. The STS contained several items related to the 

identified themes. Several speculations about proxy variables were made in Chapter III; 

for example STS item 6, "sharing my wisdom or experiences with others" might serve a 



proxy for the Giving Advice theme identified in the grounded theory study. It was also 

put forward that item 7, "finding meaning in my past experiences" might be a suitable 

proxy for Creating Meaning and item 11, "accepting death as part of life" might serve as 

a proxy for Perspectives on Living and Dying. It was further speculated that item lOB 

from the SF-36, "I am as healthy as anyone" might serve as a proxy for Comparison of 

Self to Others. It was suggested that item 5 from the STS, "adjusting to the changes in my 

physical abilities" could be a proxy for either Acceptance or Loss of Mobility. 

Factor analysis was performed on the STS items using principal components 

extraction. Kaiser's Normalization measure for sampling adequacy was used to test the 

statistical suitability of data for factor analysis. Eigenvalues, or the standardized 

variances associated with a particular factor were prespecified at .30. A 5-factor solution 

was extracted. After varimax rotation, 14 items loaded significantly on 5 factors. Item 8, 

"helping younger people or others in some way" did not load significantly on any factor 

and was split between Factors 1 (.598) and 2 (.454). Tables 19 and 20 list explained 

variance and factor loadings for the STS. 

Factor 1 accounted for 20.79% of variance and represented the following items: 

"finding meaning in my past experiences, "having an interest in continuing to learn about 

things", "finding meaning in my spiritual beliefs, and "letting others help me when I may 

need it". Factor 2 accounted for 19.75% of variance and represented five items: "having 

hobbies or interests I can enjoy", "accepting myself as I grow older", "being involved 

with other people or my community when possible", "sharing my wisdom or experience 

with others", and "enjoying my pace of life." Factor 3 accounted for 11.52% of variance 



TABLE 19 

Factor Analysis for Self-Transcendence Scale. 

Initial Eigenvalues Extraction Sums of Squared Loadings Rotation Sums of Squared Loadings 

Component Total % of Variance Cumulative % Total % of Variance Cumulative % Total % of Variance Cumulative % 

1 4.7 31.20 31.20 4.68 31.20 31.20 3.15 20,98 20.98 

2 1.94 12,95 44.15 1.94 12.95 44.15 2.96 19.75 40.73 

3 1.73 11.52 55.67 1.73 11.52 55.67 1.75 11.63 52.36 

4 1.15 7,63 63.30 1.15 7.63 63.30 1.42 9.43 61.79 

5 1.11 7,41 70.71 1.11 7.41 70.71 1.34 8.92 70.71 

Extraction Method; Principal Component Analysis. 



TABLE 20 

Factor Loadings for Self-Transcendence Scale (Rotated). 

Component 
1 2 3 4 5 

hobbies/interests .76 

accepting myself .67 .36 

being involved .41 .72 

adjusting well to present .79 

adjusting to change .36 .70 

sharing wisdom .34 .72 .35 

finding meaning in past experiences .76 .31 

helping younger people .60 .45 

interest in continuing to learn .66 .35 

putting aside things that were important .85 

accepting death .90 

meaning in spiritual beliefs .81 

letting others help .73 .42 

enjoying pace .73 

dwelling on past dreams .77 

Extraction Method; Principal Component Analysis. 

Rotation Method: Varimax with Kaiser Normalization. 

a Rotation converged in 8 iterations. 
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and included only 2 items: "adjusting poorly to retirement or to my present life situation" 

and "putting aside some things that I once thought were so important". Factor 4 

accounted for 7.63% of variance and also included only 2 items: "adjusting to the 

changes in my physical abilities", and "dwelling on my past unmet dreams or goals". 

Only one item loaded significantly on Factor 5; item 11, "accepting death as a 

part of life". This item had also been hypothesized a priori as a possible representation for 

the grounded theory variable Perspectives on Living and Dying, thus it was deemed a 

suitable single-item proxy. 

As with the STS, factor analysis was performed on the SF-36 items using 

principal components extraction with varimax rotation and Kaiser's Normalization 

measure for sampling adequacy. Eigenvalues were again prespecified at .30. Twenty 

eight (20) items loaded significantly on 8 factors. Eight items failed to load significantly 

on a factor. 

It had been hypothesized a priori that item lOB, "I am as healthy as anyone" 

might serve as a proxy for Comparison of Self to Others. Item lOB, however loaded with 

items lOA, "I seem to get sick a little easier than other people" and lOD "my health is 

excellent". If item lOB had loaded only with item lOA, it could be argued that the 

combination of these two items could be considered a proxy for the Comparison of Self 

to Others variable. With the addition of the item lOD, however, there is less evidence of 

the comparison intent of the items. 

As with the previous scales, factor analysis was performed on the SES items. 

Twenty-two (22) items loaded significantly on 6 factors. No single item factors emerged. 
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nor had there been any a priori speculation about single item proxies from the SES. There 

had been prespecification, however, about subscales from the SES as well as the SF36 as 

proxies for variables from the grounded theory study and these will be discussed with 

RQ4. 

Although the intent of this RQ was to identify single item proxies, the iterative 

process illustrated the need for variables that would reflect the grounded theory data with 

more accuracy. A decision was made to create latent variables to provide a truer 

reflection of the content of the qualitative data. These will be discussed next. 

Research Question 4 

RQ4 sought to describe the nature of adjustment to catastrophic disability in the 

elderly. The data used to answer this question were primarily taken from T1 and T2. 

SEM was used to answer the question. The grounded theory study had identified 

variables that had been categorized into client, context, or intervention characteristics. 

Latent variables were created and will be discussed individually. 

"Resourcefulness", identified in the grounded theory study as taking control of the 

environment and daily activities, and had properties of Manipulation of the Environment, 

Fixing the Problem, Accepting and Changing the Pattern, and Modifying Activities. 

Subscales from the dataset selected to represent Resourcefulness were lADLS (Achieve 

outcomes despite health condition), MNGDX (Manage disease in general), MNGSX 

(Manage symptoms), and MNGDP (Manage depression). All were taken from Tl. These 
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subscales were used to create a latent variable. Table 21 displays the qualitative and 

quantitative data. The model is displayed in Figure 17. 

As displayed in Table 22, the fit indices suggested adequate fit of the model to the 

data. Latent variables are shown in ellipses and manifest variables are shown in 

rectangles. Standardized coefficients were all significant at /7<.05. Path coefficients were 

then used to create a composite variable to represent this latent variable. 

"Coping with Loss" was identified in the grounded theory study in the themes of 

Rising above the Circumstances and Looking Forward. Coping with Loss was 

represented with the STS items Adjusting to changes in physical abilities. Adjusting to 

present life situation. Accepting self as grow older, and the reverse coded item. Dwelling 

on past unmet dreams or goals. These items (measured at Tl) were also used to create a 

latent variable. Table 23 displays the qualitative and quantitative data. The model is 

displayed in Figure 18. 

As displayed in Table 24, the fit indices suggested adequate fit of the model to the 

data. Again, standardized coefficients were all significant at p<05. Path coefficients were 

then used to create a composite variable to represent this latent variable. 

"Creating Meaning" was identified in the grounded theory study as one of the 

properties of Achieving Transcendence, along with the discussed variable of Perspectives 

on Living and Dying. A latent variable representing Creating Meaning was created using 

following STS items: Finding meaning in past experiences. Finding meaning in spiritual 

beliefs. Accepting death as a part of life, and Sharing wisdom or experience with others. 



103 

TABLE 21 

Triangulated Data for Resourcefulness Latent Variable. 

Qualitative Data Quantitative Data 

Resourcefulness Subscales - SES 

client characteristic Achieve outcomes despite health condition 

Manipulating the environment Manage disease in general 

Problem-solving Manage symptoms 

Modifying daily activities Manage depression 

1.00 

.92 

Resourcefulness 
.86 

.87 

Achieve 
O utc omes 

Manage 
Symptoms 

Manage 
Disease 

Manage 
Depression 

FIGURE 17. Latent Variable Resourcefulness. 
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TABLE 22 

Variables and Fit Indices for Resourcefulness Latent Variable. 

LATENT 
VARIABLES FIT INDICES 

VARIABLE 

Achieve outcomes despite health condition 
CFI.99 

Manage disease in general 
Resourcefulness NFI .99 

Manage symptoms 

Manage depression 
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TABLE 23 

Triangulated Data for Coping with Loss Latent Variable. 

Qualitative Data 

Coping with Loss 

Rising above the circumstances 

Looking forward 

Quantitative Data 

STS items 

Adjusting to changes in physical 

condition 

Adjusting to present life situation 

Accepting myself as I grow older 

Dwelling on past unmet dreams or 

goals (reverse coded) 

1.00 

.42 

Loss 
.57 

.74 

Life situation 

letting older 

'ast dreams 

Physical 

FIGURE 18. Latent Variable Coping with Loss. 
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TABLE 24 

Variables and Fit Indices for Coping with Loss Latent Variable. 

LATENT 
VARIABLES FIT INDICES 

VARIABLE 

Adjusting to changes in physical abilities 
CFI 1.00 

Adjusting to present life situation 
Coping with Loss NFI .99 

Accepting self as grow older 

Dwelling on past unmet dreams or goals 
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Again, the variables were from Tl. Table 25 displays the qualitative and quantitative 

data. The latent variable is illustrated in Figure 19. 

As displayed in Table 26, the fit indices suggested adequate fit of the model to the 

data. Standardized coefficients were all significant at p<.000. As with the other latent 

variables, path coefficients were then used to create a composite variable to represent 

Creating Meaning. 

The Intervention characteristic "Prescriptions for Health" was identified in the 

grounded theory study in the themes of Strategies for Prevention and Avoiding the 

Pitfalls. Prescriptions for health included beliefs about diet and exercise, strategies to 

prevent depression, and the nurturing of self. A latent variable for Prescriptions for 

Health was created with the SES subscales EXER, FUN, and HELP, and the STS items 

Hobbies and Interests and Allowing Others to Help. Since the intervention likely occurs 

second in the model, data were taken from T2 for the SES subscales. STS data were from 

Tl since it was not collected at T2. Table 27 displays the qualitative and quantitative 

data. The model is displayed in Figure 20. 

As displayed in Table 28, the fit indices suggested adequate fit of the model to the 

data. As illustrated, however. Allowing Help and Hobbies contributed little to the model. 

The standardized coefficients for those two items were not significant. Since they were 

also the variables not collected at T2, there was additional support to drop them from the 

model. The remaining path coefficients were used to create a composite variable to 

represent Prescriptions for Health. 



108 

TABLE 25 

Triangulated Data for Creating Meaning Latent Variable. 

Qualitative Data 

Creating Meaning 

Perspectives on living and dying 

Finding meaning 

Sharing wisdom 

Quantitative Data 

STS items 

Accepting death as part of life 

Finding meaning in past experiences 

Finding meaning in spiritual beliefs 

Sharing wisdom or experience with 

others 

Past 

1.00 

.64 Spiritual 

Meaning .22 
Death 

.62 

Wisdom 

FIGURE 19. Latent Variable Creating Meaning. 
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TABLE 26 

Variables and Fit Indices for Creating Meaning Latent Variable. 

LATENT 
VARIABLES FIT INDICES 

VARIABLE 

Finding meaning in past experiences 
CFI: 1.00 

Finding meaning in spiritual beliefs 
Creating Meaning NFI 1.00 

Accepting death as a part of life 

Sharing wisdom or experience with others 
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TABLE 27 

Triangulated Data for Prescriptions for Health Latent Variable. 

Qualitative Data Quantitative Data 

Prescriptions for Health 

Strategies for prevention 

Avoiding the pitfalls 

Beliefs about diet and exercise 

Nurturing oneself 

SES subscales 

Exercise 

Enjoy social and recreational activities 

Getting help from others 

STS items 

Having hobbies and interests 

Allowing others to help 



1.00 

.06 

- J02 Prescriptions 
for Healtli 

.92 

.71 

Allow help 

Hobbies 

Get help 

Exercise 

Fun 

FIGURE 20. Latent Variable Prescriptions for Health. 
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TABLE 28 

Variables and Fit Indices for Prescriptions for Health Latent Variable. 

LATENT 

VARIABLE 
VARIABLES FIT INDICES 

Exercise 

Allowing others to help [removed] 

Prescriptions for Hobbies and interests [removed] 

Health Social and Recreational activities 

Getting help from community, family, or 

friends 

CFI: .99 

NFI .99 
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The Intervention characteristic "Planning for Survival" also emerged from the 

grounded theory study. It was theorized that this theme, in conjunction with Creating a 

Reconditioned Future had to do with the nature of rehabilitation and could therefore be a 

characteristic of intervention rather than client. Variables included TALKMD and INFO. 

Items from the STS included Being Involved with Others and Putting Aside things that 

were Important. It was theorized that the item "putting aside some things that I once 

thought were so important" may have different meanings secondary to the context of 

rehabilitation and it was discussed with the creator of the STS whether or not the item 

should be reverse coded [Reed, 2003 personal communication]. From a life span 

development perspective, the "putting aside" of unimportant things is an indicator of 

developmental maturity. From the perspective of the recently disabled, however, it may 

be perceived as an indicator of giving up, or surrender, although that perception needs to 

be validated with the subjects. It may also be an indicator of the willingness to let others 

help, which also needs to be validated with the subjects. It was included in this latent 

variable as a proxy for the sense of survival, thus congruent with the intent of the latent 

variable, Planning for Survival. As displayed in Figure 21, the item had an inverse 

relationship to the latent variable, thus supporting this position. SES subscales TALKMD 

and INFO were from T2. As discussed, STS items were from Tl. Table 29 displays the 

qualitative and quantitative data. 

As displayed in Table 30, the fit indices suggested adequate fit of the model to the 

data. Being involved with others was also inversely related and the standardized 

coefficient for that variable was non-significant. Standardized coefficients for the rest of 
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TABLE 29 

Triangulated Data for Planning for Survival Latent Variable. 

Qualitative Data Quantitative Data 

Planning for Survival 

Creating a reconditioned future 

Gathering information 

SES subscales 

Communicate with physician 

Get information on disease or injury 

STS items 

Being involved with others 

Putting aside things that once were so 

important 

1.00 

- .14 
Plan for 
Survival .67 

- 25 

Put aside 

Involved 

Get Info 

TalkMD 

FIGURE 21. Latent Variable Planning for Survival. 
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TABLE 30 

Variables and Fit Indices for Planning for Survival Latent Variable. 

LATENT 

VARIABLE 

Planning for 

Survival 

VARIABLES FIT INDICES 

Communicate with physician 

Being involved with others [removed] CFI: .99 

Get information on disease from community NFI .99 

resources 

Putting aside things that were important 
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the variables were significant at p<.05 and were used to create a composite variable to 

represent Planning for Survival. 

A model was then created with the Client variables of Resourcefulness, Coping 

with Loss, and Creating Meaning from Tl. Prescriptions for Success and Planning for 

Survival at T2 were used as Intervention variables. 

Although GRIP had been identified as an intervention characteristic in Chapter 3, 

it was changed to context because GRIP became a normal part of geriatric rehabilitation 

and represented the normal delivery of care. It was theorized that GRIP would have an 

effect on both intervention variables; since the themes surrounding Prescriptions for 

Health and Planning for Survival were included in the GRIP curriculum. An arrow was 

drawn from the now context variable of GRIP to the intervention variables of 

Prescriptions and Planning to represent the effect. The GRIP variable represented the 

number of classes attended in an effort to reflect dosage. It was assumed that there would 

be correlation between the client variables, so bidirectional arrows were added to 

represent those correlations. General Health (GH) at T3 was selected as the dependent 

variable (DV). Figure 22 illustrates the model. 

The model was tested. Fit indices indicated an adequate fit of the data to the 

model. CFI was .99 with a NFI of .99. was .09. Standardized regression weights 

between GRIP and Prescriptions for Health were not significant (p = .72), so that arrow 

was removed. The relationship between Resourcefulness and Planning for Survival was 

nonsignificant (p = .94) so that arrow was also removed. The client characteristics of 

Resourcefulness, Coping with Loss, and Creating Meaning had no direct effects on the 



CLIENT CONTEXT OUTCOME 

GRIP 

Resourcefulness 

General 
Health 

Coping with 
Loss 

Creating 
Meaning 

Prescriptions 
for Health 

Planning for 
Survival 

FIGURE 22. Hypothesized GH model. 
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DV so the direct arrows from the client characteristics to the outcome construct were 

removed. Additionally, the regression weight on the path between Prescriptions for 

Health and the DV was nonsignificant so that path arrow was removed. 

The resulting model had a CFI of .99 and an NFI of .99 and is illustrated as 

Figure 23. All coefficients were significant at the p<.05 level. 

As illustrated, the strongest relationship was reflected by the path coefficient of 

.96 between the client characteristic of Creating Meaning and Planning for Survival 

(p<.000). The path coefficient between GRIP and the DV was .24 (p<.005). The path 

coefficient between Prescriptions for Health and the DV was .19 (p<.03). 

Research Question 5 

The aim of RQ5 was to determine if there were any yet-unexplored predictors of 

rehabilitative success that might emerge from the data. The data used to answer this 

question were taken from T1 and T3. Multiple regression analysis was used to estimate 

causal relationships among Client characteristics (first block). Context characteristics 

(second block), and Intervention characteristics (third block). SEM was not used because 

of sample size with the number of variables. 

A variable for Client was created containing the latent variables Resourcefulness, 

Coping with Loss, and Creating Meaning from Tl. There was little variability in age 

among subjects in that they were all over the age of 65, so age was not entered into the 

model. Since both the literature and previous studies indicated the predictive ability of 
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CLIENT CONTEXT OUTCOME 

.24 
Resourcefulness .31 

,35 .091 Coping with Loss 

eating Meaning 

.96 .15 

T2 Ranning 
for Survival 

"2 Prescriptions 
for Health 

General Health 

GRIP 

FIGURE 23. Confirmed GH model. 
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functional status on rehabilitative success, MOTFIM and COMFIM were also added (see 

Figure 24). 

As displayed in Table 31, the fit indices suggested adequate fit of the model to the 

data. Although Resourcefulness, Coping with Loss, and Creating Meaning appear to 

contribute little to the model, they had a trend toward significance atp = .10, p =.064, and 

p =.065. In addition, they had theoretical importance to the model and were left in. The 

coefficients were used to create a manifest variable to represent the construct of Client in 

regressions. 

Although Planning for Survival did not have a direct effect on the DV in the 

model, it was theorized that it might be a context characteristic since it had to do with the 

nature of adjustment to rehabilitation, thus it was added on the second block as a context 

variable. Prescriptions for Health and GRIP were added as intervention variables on the 

third block. The DV remained GH at T3. Prior to specifying the regression equation, a 

correlation matrix was explored and is displayed as Table 32. 

Since there was not a relationship between GH and the Client variable or 

Prescriptions for Health, they were removed from the regression equation as they were 

unlikely to emerge as predictors. The individual variables of the Client construct, 

(Resourcefulness, Coping with Loss, and Creating Meaning) were entered into the 

correlation matrix, but none had a significant relationship with the DV. With the removal 

of the client variables, Planning for Survival was instead entered on the first block and 

GRIP on the second. The GRIP sessions were left in as they were individual components 
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1.00, 

.32 

.04 
CLIENT 

.06 

.07 

T1C0MFIM 

MEANING 

LOSS 

RESOURCE 

T1M0TFIM 

FIGURE 24. Client Construct 

TABLE 31 

Variables and Fit Indices for Client Construct. 

LATENT 

VARIABLE 
VARIABLES FIT INDICES 

MOTFIM 

COGFIM 

Client Construct Resourcefulness 

Coping with Loss 

Creating Meaning 

CFI .98 

NFI .98 
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TABLE 32 

Relationships among Client, Context, Intervention, and Outcome Variables. 

T3GH CLIENT SCRIPT PLAN GRIP 1 GRIP 2 GRIP 3 

T3GH 

CLIENT .215 

SCRIPT .047 .172* 

PLAN .526** .215** .457** 

GRIP Session 1 .372* .177* .143 .155 

GRIP Session 2 .094 .221** .142 .182* .534** 

GRIP Session 3 .133 -.025 .105 .155 .313** .12 

GRIP Session 4 .314* -.003 .146 .302** .237** .203* .568** 

*p<.05 

**p<.Ol 
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of the overall program. Variables were entered in a stepwise fashion. GRIP sessions 2, 3, 

and 4 were excluded. Results of the regression are included in Table 33. 

One of the intents of RQ5 was to search for predictors of rehabilitative success, 

the question sought by stakeholders. To answer this question, a variable was created to 

reflect functional gain from T1 to T3. Prior to use of that variable in a regression, it was 

entered into a correlation matrix with demographic variables, STS items, and subscales 

from the SES and SF-36. Correlation with admission functional status was expected. 

There were no significant associations with any of the demographic variables, 

including age and comorbidities. Neither were there any associations with any of the 

items from the STS. Functional gain was related to two subscales at Tl, specifically the 

ability to achieve lADLs (r = .888, p<.01) and mental health (MH) (r = .514, p<.05). 

These variables were then entered into a regression with functional gain as the dependent 

variable (DV). Since the ability to achieve ADLs is likely related to physical functioning, 

it was entered in the second block; and mental health was entered first. MH initially 

emerged as a predictor (t = 2.86, p=.014), although the significance level dropped slightly 

when the lADLs variable was added (t = 2.10, p<.059). 

At T2, functional gain was related to the ability to manage symptoms (r = .713, 

p<.05), and vitality (r = .705, p<.05). These variables were also entered into a regression 

with functional gain as the dependent variable (DV). Both variables were entered on the 

first block. Neither variable emerged as a predictor. 

All four variables were then entered with functional gain as the DV. MH was 

entered on the first block, since it was a Tl variable. The manage symptoms and vitality 
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TABLE 33 

Planning for Survival and GRIP Components Regressed on GH. 

Adj 
Block Variable B SE Beta T SigT R2 F SigF 

R2 

Planning 

1 for .186 .046 .526 4.010 .000 .277 .260 16.078 .000 

Survival 

Planning 

2 for .170 .044 .482 3.828 .000 .365 .334 11.785 .000 

Survival 

GRIPl .598 .251 .300 2.386 .022 
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subscales were entered on block 2. lADLS was entered on block 3. MH initially had a 

trend toward significance (.07), but dropped out when the other variables were added. 

When variables were entered in a stepwise fashion, the manage symptoms variable did 

emerge as a predictor (t = 2.87, p<. 05) and remained at that level of significance even 

when the lADLS variable was removed from the equation. 

Summary 

This chapter presented the results of the data analysis. The sample consisted of a 

dataset of 149 veterans, primarily male, Caucasian, and with an average age of 74. 

Overall, their functional status improved significantly from admission (Tl) to discharge 

(T2) in both motor and cognitive function. Motor function was associated with achieving 

outcomes such as activities of daily life. Cognitive function was also associated with 

achieve outcomes as well as participation in social and recreational activities. General 

health was associated with gains in mental health and vitality. Subjects that participated 

in at least 2 sessions of GRIP had greater gains in functional status, HRQOL, and self-

efficacy from TI to T2 and more pronounced improvement from T2 to T3. 

Although many single items speculated to serve as proxies for variables that had 

been identified qualitatively, only one item "accepting death as part of life" from the STS 

was selected. Instead, latent variables were created to represent the themes identified in 

the grounded theory study. 

Client characteristics of resourcefulness, coping with loss, and creating meaning 

were represented by latent variables which were then entered into a model and tested to 
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see if they fit the data. Intervention characteristics of Prescriptions for Health and 

Planning for Survival were also represented by latent variables that were tested. GRIP 

was used as a context variable. With General Health one month after discharge as the 

DV, a confirmatory factor analysis was performed. The resultant model may be useful for 

description and explanation of an emerging theory of the nature of catastrophic disability. 

Two primary outcomes were general health and functional status. Regression 

analysis with a DV of General Health indicated that session one in GRIP (Adjustment to 

Disability) and Planning for Survival had predictive value. When functional status was 

used as a DV, the ability to manage symptoms emerged as a predictor. These results will 

be discussed in Chapter 5. 



CHAPTER V 

DISCUSSION 

The intent of this research was to examine the characteristics of elderly veterans 

who had suffered disability subsequent to catastrophic injury or illness, to identify 

variables common to those who have maintained rehabilitative gains, and to generate 

theory that might provide a better understanding of the experience. In order to do so, a 

secondary analysis of an existing database was explored, latent variables were created, 

and a theoretical model was developed. Correlation matrices provided an initial 

understanding of the relationships among variables and regression analysis provided 

insight into a possible theoretical model. Discussion of the research findings will be 

organized by research questions. Following a discussion of the questions, limitations will 

be discussed. The last section will discuss relevance of the findings for future research. 

Research Question 1 

This section will discuss the findings of the first research question (RQl), what 

relationships exist between functional status, health-related quality of life (HRQOL) and 

self-efficacy in elders who have completed a program of rehabilitation? The answer to 

RQl is that elders perceive general health as not dependent upon physical functioning. 

The correlation coefficient between the functional status and general health was only 

.095, which was interesting given that it has long been presumed that the elderly perceive 

health in relation to their level of functional status (Gueldner & Spradley, 1988; Schultz, 
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et al., 1994). This finding of a difference between observer-rated functional status and 

self-reported general health is consistent with the results of the case management study 

and the subsequent grounded theory study; namely that there is more to elder's 

perceptions of health than functional status. 

Not surprisingly, functional status had a significant relationship with the ability to 

achieve outcomes such as household chores and other instrumental activities of daily 

living. This was expected, as these are largely dependent upon physical functioning. 

Cognitive functional status was linked to the ability to perform exercises and participate 

in social and recreational activities; again, not surprising as these activities require a 

higher level of cognitive abilities. Bodily pain was inversely related to both motor and 

cognitive functional status, again not a surprising finding. 

General health a month after discharge was associated with gains in mental health 

and vitality from the time period of the catastrophic event until discharge, which provides 

a target toward which to aim interventions during the rehabilitation period. Gains in 

mental health were related to the ability to perform exercises, get help from community 

resources, manage symptoms, enjoy social or recreational activities, and achieve 

outcomes despite health problems, again providing direction for nursing interventions 

during the rehabilitation period. 

The presence of comorbid conditions increases with age, and in this dataset, the 

majority of subjects had one or more comorbid conditions. There were significant 

negative relationships between general health and the presence of pulmonary disease, 

cardiac disease, hypertension, and depression. Vitality was inversely related to cardiac 
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disease and depression. Arthritis was inversely related to bodily pain. Since arthritis was 

the most frequently seen comorbidity, involving 55% of the subjects and since bodily 

pain was inversely related to motor and cognitive function, this further supports the need 

for nursing interventions directed toward teaching elders to manage arthritic pain. 

Physical functioning was inversely related to pulmonary disease, cardiac disease, 

and depression. Social functioning was inversely related to hypertension and depression. 

Since depression is common, even expected, after a catastrophic event, this highlights 

another area for intervention. 

Research Question 2 

The purpose of this section is to discuss findings related to the second research 

question (RQ2); what relationships exist between individual components of the GRIP 

intervention and program outcomes of functional status, health-related quality of life and 

self-efficacy? The answer to this question is that those subjects who participated in two or 

more GRIP sessions had greater physical functioning, self-efficacy, and HRQOL after 

returning to the community than those that did not. 

GRIP Session 1, "Adjusting to Disability", and Session 4, "Life after Rehab", 

emerged as predictors of increased self-efficacy one-month post-discharge, which was 

the intent of the sessions. The fourth session. Life after Rehab, also emerged as a 

predictor of the ability to get help from community, family, and friends and 

communicating with physicians. The strength of Session 4 is likely related to its unique 
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format in that the facilitators are former patients who return to talk about their 

experiences after discharge from the program. 

Session 1, Adjusting to Disability also was a predictor of general health, social 

functioning, managing depression, and the role of emotions. Co-facilitated by nursing, 

psychology, and social work, this session focuses on adjusting to the catastrophic injury 

or illness that precipitated the need for rehabilitation. RQ 1 and 2 were included to 

provide a better understanding of the data and lay the groundwork for the important part 

of the study, namely RQ 3,4, and 5. 

Research Question 3 

This section will focus on the third research question which asked if single item 

measures from the dataset were available to serve as proxies for variables that had been 

identified qualitatively. Both qualitative and quantitative data were used to answer RQ3. 

Definitions from the grounded theory study were compared to items on scales and 

examined for similarities. When similarities were found, factor analysis was used to 

identify single item predictors. Upon examination of the analyses, however, it became 

apparent that the use of latent variables was more appropriate and true to the qualitative 

data since the clusters of variables appeared to be more accurate reflections of the 

qualitative data. 

Several items from instruments had been hypothesized to serve as single item 

proxies prior to the analysis. The majority of the items were from the STS, as the themes 
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generated from the grounded theory study centered could be theoretically linked to the 

construct of self-transcendence. 

One item from the STS, "accepting death as a part of life" was deemed a suitable 

single-item proxy for the grounded theory variable Perspectives on Living and Dying. 

Several other items were considered, namely items 4 and 10, however the context in 

which the subjects answered the STS complicated the deliberation. The STS is completed 

upon admission to the rehabilitation program; the subjects had just suffered a catastrophic 

injury or illness and had been moved to the rehabilitation program as soon as they were 

clinically stable. Item 4 is reverse coded and states "At this time of my life, I see myself 

as adjusting poorly to retirement or to my present life situation". It could be argued that 

the item asks two different questions: adjusting to retirement OR adjusting to my present 

life situation". Since the majority of subjects were already retired, but had suffered a life-

threatening change, responses are not easily distinguishable, and thus not suitable for a 

single item proxy measure. 

The context is also particularly important with item 10: "putting aside some things 

that I once thought were so important". This item may have also different meanings 

secondary to the context. From a life span development perspective, the "putting aside" 

of unimportant things is an indicator of developmental maturity. From the perspective of 

the recently disabled, however, it may be perceived as an indicator of giving up, or 

surrender. It could be argued that at T1 subjects are concerned with new "important 

things" such as the ability to walk again or recover completely from the effects of a 

stroke. The "putting aside" question may be interpreted differently by these subjects. 
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Since the response to this question could also be ambiguous, it was also not suitable for a 

single item proxy. 

One item from the SF-36 was considered for a proxy for Comparison of Self to 

Others, namely Item lOB; "I am as healthy as anyone". On factor analysis, however, the 

item loaded with similar items that measured more than comparison to others, thus 

reducing the support for use as a single-item proxy. 

The use of items as single proxies was deemed important because one of the aims 

of the study was to capture the essence of the experience of adjusting to catastrophic 

disability, as stated in Chapter I. As discussed in Chapter 3, many of the themes and 

properties uncovered in the grounded theory study could be matched with single items 

from the STS. As the analysis progressed, however, it appeared that latent variables could 

more accurately reflect the qualitative data and the use of single item proxies became less 

important. 

Research Question 4 

This section will discuss research results related to the fourth question which 

sought to describe the nature of adjustment to catastrophic disability in the elderly. The 

grounded theory study had identified themes that were explored in this study by creating 

and testing latent variables. 

The notion of resourcefulness was qualitatively linked to such things as the ability 

to modify the environment, take control of daily activities, fix problems, and accept or 

change patterns. A latent variable was created with subscales of managing symptoms. 
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achieving outcomes, manage disease in general, and controlling depression. The model fit 

the data appropriately. Resourcefulness was found to have inverse relationships with age, 

pulmonary and cardiac disease, and depression. Resourcefulness had positive significant 

relationships with general health, physical and social functioning, vitality, and mental 

health at discharge and physical functioning, vitality, and mental health at one-month 

after discharge. Resourcefulness was found to have predictive value in the gains made in 

mental health from discharge to one-month post-discharge. 

The idea of resourcefulness is important for rehabilitative nursing as patients 

adjust to life with a disability. As nurses, we frequently want to "fix the problem" for our 

patients, however, teaching patients to think creatively about problems allows for more 

inventive solutions. For example, it is not likely that nurses would advise adding Pepsi® 

to Ensure®, however one patient noted that it worked very well for her. 

The notion of Coping with Loss was qualitatively linked to such things as rising 

above the circumstances, adjusting to changes, looking forward, and accepting oneself as 

one gets older. A latent variable was created with four items from the self-transcendence 

scale and demonstrated appropriate fit to the data. Coping with loss was found to have an 

inverse relationship with depression. Coping with loss also had inverse relationships with 

gains in physical functioning, and motor functional status. Given the ceiling effect of the 

measures, these inverse relationships may suggest a higher degree of functioning at 

admission, thus those subjects may have been more able to cope with loss than those who 

had more physical limitations. 



134 

The qualitative theme of Creating Meaning was linked to such things as achieving 

transcendence, perspectives on living and dying, and sharing advice. A latent variable 

was created from STS items related to finding meaning in past experiences and spiritual 

beliefs, accepting death as part of life, and sharing wisdom or experience with others. The 

model adequately fit the data and the variable was found to have an inverse relationship 

with gains in physical functioning and vitality. As with Coping with Loss, the ceiling 

effect of physical status measures may play a part in this relationship. 

Prescriptions for Health were qualitatively linked to strategies for prevention, 

beliefs about diet and exercise, strategies to avoid pitfalls such as depression, and the 

nurturing of oneself. A latent variable was created to reflect exercise, social and 

recreational activities, and getting help from the community, family, and friends. 

Prescriptions for Health had positive relationships with vitality and mental health. This 

finding also helps provide a target toward which to aim interventions, particularly in 

sharing strategies for prevention and avoiding depression. 

Planning for Survival was qualitatively linked to the notion of creating a 

reconditioned future. A latent variable was created that included the ability to 

communicate with one's physician, get information on disease or injury, and put aside 

things that were no longer important. It was theorized that the inverse relationship of the 

"putting aside" variable may be a proxy for survival, however further research is needed 

to clarify the response. The latent variable fit the data appropriately and was related to 

general health, social functioning, vitality, and mental health. In addition. Planning for 
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Survival had predictive value in gains in physical functioning and bodily pain. As with 

Prescriptions for Health, this finding provides another area in which to aim interventions. 

When entered into a path analysis model, Coping with Loss had an effect on 

Prescriptions for Health, which in turn had an effect on general health one month after 

discharge. Resourcefulness and Creating Meaning had an effect on both Prescriptions for 

Health and Planning for Survival. These findings suggest that the nature of catastrophic 

disability is at first one of loss; consistent with the grounded theory study findings which 

underscored the overwhelming grief and sorrow of the newly disabled. The expression of 

grief in a population that consists of primarily male World War II veterans requires 

sensitivity to the unique needs of this population; however the ability to create meaning 

from the experience will go a long way toward improved general health. 

Research Question 5 

This section will discuss the final research question which asked if there any yet-

unexplored predictors of rehabilitative success that might emerge from the data. As 

discussed in Chapter 1, functional status at admission is a strong predictor of functional 

status at discharge and this statement was supported in this study. Consistent with the 

literature, age was not found to have predictive value in rehabilitative success. None of 

the self-transcendence items emerged as predictors. Mental health appeared to have 

partial predictive value of functional gain; however there was shared variance among 

vitality and the ability to perform ADLs. The ability to manage symptoms, however, did 

emerge as a predictor of functional gain. This is of clinical significance, as it provides 
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direction for patient education. In addition, this finding highlights the importance of 

nursing in the interdisciplinary composition of rehabilitation programs since the role of 

symptom management is typically provided by nursing. 

Limitations 

This section will discuss the limitations of the study. The study was designed as a 

secondary data analysis of an existing database. One of the main limitations has to do 

with the size of the sample. Despite the existence of a database containing 403 subjects, 

the sample was reduced to 149, highlighting some of the issues that need to be resolved 

as databases are used for nursing research. 

One of the primary reasons for reduction in sample had to do with a change in 

instruments. The self-transcendence instrument was only collected at the beginning of the 

program evaluation from which the dataset was derived. The instrument was used to give 

recreational therapy staff insight into the needs of the individual patient in an effort to 

create meaningful homework for the patient. A change in recreational therapists resulted 

in a change in determination of homework and the instrument was replaced with a 

different measure. 

There was a significant problem with missing data at the third measurement 

period (T3) which was one month after discharge. Since the rehabilitation program serves 

the southwest portion of the state, numerous subjects had to travel quite a distance to 

return for their one-month follow-up appointment and many chose not to do so. In order 

to assist with data collection for the program evaluation, many T3 questionnaires were 



completed by telephone with a trained volunteer; thus increasing measurement bias and 

threat to reliability. 

In addition, the small sample size restricted the simultaneous estimation of 

variables in the analysis. Future research with a larger sample size is needed to test the 

variables examined in the model. 

Another limitation of the study had to do with the ceiling effect of the measures. 

Since subjects had varying levels of disability, the gains in physical functioning were 

related to levels of function on admission. Those subjects with higher function at 

admission had "less far to go" to reach the top measures of the instruments, thus gains in 

physical functioning are difficult to interpret. The variety in functional status is a major 

concern, as the distribution of scores must approximate the normal curve in order to meet 

the assumptions for a correlational matrix (Munro, Visintainer, & Page, 1986). Growth 

curve analysis may have provided a more accurate measure of individual progression 

over time. 

An additional limitation had to do with the structure of the rehabilitation program. 

In 2001 there was a change in the surgical staff of the acute care section of the institution. 

As a result, less surgical admissions meant more beds were available for medical patients, 

which meant a shift in the mix of subjects. Prior to 2001, the majority of subjects were 

admitted after catastrophic injury, such as a fractured hip. With the decrease in surgical 

admission, more subjects were admitted after medical events, such as strokes. Although 

the exact diagnoses of subjects were not captured in the database, the change in mix 
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affected GRIP outcomes. Stroke patients, for example, tended to have more cognitive 

impairment and thus had more difficulty participating in the GRIP sessions. 

The sample used in this study was drawn from a database of subjects from a 

single rehabilitation unit without randomization; therefore generalization is limited. 

Replication of the study in another setting is needed. 

In summary, the research reported here has several limitations to its findings, such 

as sample size, measurement bias and threats to reliability, ceiling effects of instruments, 

change in medical and surgical subject composition, and lack of randomization. 

Implications for Future Research 

Few studies focus specifically on disabled elders in the context of geriatric 

rehabilitation, and even fewer theories exist about the ability of disabled elders to 

maintain gains achieved in rehabilitation programs. This study built on previous research 

and provides an important base for future studies. The grounded theory study interviewed 

patients that had adjusted fairly well after a catastrophic event. Interviewing patients that 

did not do well would provide valuable information for the emerging theoretical model. 

The limitations of this study provide ample opportunities for future research. This 

study was limited to one month post-discharge because of the drop off of subjects. 

Longitudinal studies are needed to evaluate variables over the course of time. 

The current research was limited by sample size. Future research aimed at 

refining and testing the model in a larger sample will likely improve the model 

components. Simultaneous estimation of variables was unsuccessfiil in this study because 
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of the size of the sample, thus a larger sample would provide an opportunity for 

evaluation of the reciprocal nature of variables organized with the SRO model. 

Replication of the study in another setting is needed to test the relationships of the 

variables with and without the context of GRIP. GRIP is now a permanent part of the 

geriatric rehabilitation program, thus there are few subjects that do not participate in at 

least one session. A sample drawn from settings without GRIP would provide valuable 

comparison. In addition, data related to the strength and integrity of GRIP were not 

available in the dataset other than the number of sessions attended. 

Summary 

This study triangulated qualitative and quantitative data in an effort to explore 

constructs that may be linked to an emerging theory of catastrophic disability in the 

elderly. The first research question looked the relationships between functional status, 

health-related quality of life and self-efficacy in elders who had completed a program of 

rehabilitation. Motor function was associated with achieving outcomes such as activities 

of daily life. Cognitive function was also associated with achieve outcomes as well as 

participation in social and recreational activities. General health was associated with 

gains in mental health and vitality. 

Question 2 focused on the relationships that existed between individual 

components of the GRIP intervention and program outcomes of functional status, health-

related quality of life and self-efficacy. GRIP session 1, Adjusting to Disability, and 

session 4, Life after Rehab emerged as predictors of increased self-efficacy one-month 
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post-discharge. The first two questions were included to help understand the data that 

provided the backdrop to the unique part of the study, namely questions 3,4, and 5. 

Question 3 evaluated single item responses to see if any could serve as proxy 

variables. Although many single items speculated to serve as proxies for variables that 

had been identified qualitatively, only one item "accepting death as part of life" from the 

STS was selected. In the process of identifying single items, however, it became apparent 

that latent variables could be created to more accurately reflect the qualitative data. 

The fourth question sought to describe the nature of adjustment to catastrophic 

disability in the elderly. Client characteristics included resourcefulness, coping with loss, 

and creating meaning. Intervention characteristics included prescriptions for health and 

planning for survival. A theoretical model was developed and several areas for nursing 

intervention were highUghted. 

The last research question, asked if there any yet-unexplored predictors of 

rehabilitative success that might emerge from the data. The ability to manage symptoms 

emerged as a predictor of rehabilitative success, which has clinical significance both for 

the rehabilitation program and for nursing in particular. 

The majority of limitations of the study were related to sample size and raised 

concerns about some of the issues that nursing will need to address as the use of database 

analysis continues in the future. Replication studies of longer duration are also needed to 

verify the findings of this study. The limitations of this study provide ample opportunities 

for future research. Longitudinal studies are needed to evaluate variables over the course 

of time. Refining and retesting the model is needed to improve model components. 
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This study explored client, intervention, and context characteristics of 

catastrophic disability in the elderly. Personal and social factors not yet identified in the 

literature were examined for their influence on rehabilitative outcomes and a theoretical 

model was developed. Further research is needed to refine and test the model. 



APPENDIX A 

HUMAN SUBJECTS APPROVAL 



143 

ARIZONA. 
THtUNlVtRSITYOF 

Human Subjects Committee 1622 E, Mabel St. 
P.O. Box 245137 HtALTH SCIENCES CENTER Tucsotl, Arizona ft,'?724-'>137 
(520) 626-6721 

8 June 1999 

Susan S. Rose, MS, RN 
Geriatric Evaluation/Management (3-! lNI-1) 
Building 60, Room NE-102 
VA Medical Center 

RE: GERIATRIC REHABILITATION INTERVENTION PROGRAM (GRIP) 

Dear Ms. Rose: 

We received documents concerning your above cited project. Regulations published by the U.S. 
Department of Health and Human Services [45 CFR Part 46.101 (b) (2)] exempt this type of research 
from review by our Committee. 

Please be advised that approval for this project and tlie requirement of a subject's consent form is to 
be determined by your department. Thank you for informing us of your work. If you have any 
questions concerning the above, please contact this office. 

Sincerely, 

UA Institutional Review BoarcrMember 
Human Subjects Committee 

IRB/js 
cc: Department/College Review Committee 
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Table of Abbreviations 

AMOS Analysis of Moment Structures 
ARTH Arthritis 
BP Bodily pain 
CAD Heart Disease 
CFI comparative fit index 
COGFIM Cognitive portion of FIM 
COGFIMGN Gain in cognitive portion of FIM 
COPD Chronic Obstructive Pulmonary Disease 
DEP Depression 
DV Dependent Variable 
EXER Perform exercises 
FIM Functional Independence Measure 
FUN Engage in social or recreational activities 
GCA Growth curve analysis 
GDS Geriatric Depression Scale 
GEM Geriatric Evaluation and Management Program 
GH General health 
GRIP Geriatric Rehabilitation Intervention Program 
HELP Get help from community, family, or friends 
HRQOL health related quality of life 
HTN Hypertension 
lADLS Achieve outcomes despite health status 
INFO Get information about disease or injury 
MH Mental health 
ML maximum likelihood 
MNGDP Manage/control depression 
MNGDX Manage disease in general 
MNGSX Manage symptoms 
MOS Medical Outcomes Study 
MOTFIM Motor portion of FIM 
MOTFIMGN Gain in motor portion of FIM 
N Number 
NFI Normed fit index 
PF Physical factors 
PH Perceived Health 
RE Role: emotional 
RP Role: physical 
RQ research questions 
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SAVAHCS 
Southern Arizona Veterans Administration Health Care 
System 

SCI spinal cord injured 
SD Standard Deviation 
SES Self-Efficacy Scale 
SF Social functioning 
SF-36 Short Form 36 
SPSS Statistical Package for Social Services 
SRO Systems Research Organizing 
SSS Social Support Survey 
STS Self Transcendence Scale 
T1 Time 1 
T2 Time 2 
T3 Time 3 
TALKMD Communicate with physician 
VA Veterans Affairs 
VT Vitality 
a Alpha 
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APPENDIX C 

GRIP INFORMATION SHEET 

GRIP PROTOCOL 

GRIP PROGRAM MATERIALS 



GERIATRIC KEHABIttTATlOlM [NlT.RVT;NTiON PKOCR.'yvl 

GRIP offers education and support for elderly patients who have recently experienced a catastrophic 
illness or injury. The program includes group education and support, individual activities and workbooks, 
and "homevrork" (patient-specific activities that are carried out in addition to established weekend 
therapies). 

CLASSES FACILITATORS WORKBOOK 
CONTENT HOMEWORK 

Adjustment 
Life after rehab: planning for 
survival 
Taking ownership of self 
Accepting loss and moving on 
Preventing depression 
Creating meaning out of experience 

Psychology 
resident, social 
vwDrker 

Late "life stressors 
Attitude assessment 

Written assignment: 
Checklist of fciehavioral, 
mental, and physical 
cues of stress 

Complete 
questionnaires 
(SF-36 and Self-
Efficacy Scale) 
Videos on stress 
reduction 
Relaxation tapes 

Coping with Loss 
Accepting mortality 
Grieving loss of function 
Strengthening coping skills 
Forgiving self for illness or injury 

Nursing staff, 
fomner patient who 
has lost use of 
vision 

Dealing with what might 
have happened 
Stress management 
tools 

Guide for End of Life 
decisions 
Making a Game Plan 
Goals for Discharge 

Motivation 
Maintaining motivation 
Talking to those that have "made it" 

Psychology 
resident, social 
worker, former 
patients 

Handling procrastination 
and distractions 
Continuing to Grow 

Videos on motivaiion 
Steps to Healthier 
Living exercises 
Procrastination 
exercises 

Life after Rehab 
Manipulating the environment 
Modifying daily activities 
Safety 

Kinesiotherapist, 
physical therapist, 
occupational 
therapist 

TPD crime prevention 
Resources for personal 
and home safety 
Exercise and rehab tips 
for higher functional 
mobility 

Problem solving 
OT recommendations 

Vkleo: Nutrition and 
Aging 
TPD pamphlets 
AARP handouts for 
phone and 
telemarketing fraud 
Home safety plan 
Getting home ready 
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GRIP PROTOCOL 

GOAL; The Geriatric Rehabilitation Intervention Program (GRIP) is designed to 

increase the effectiveness of the geriatric rehabilitation program by adding a 

psychoeducational component to explore issues of adjustment to catastrophic injury or 

illness, maintaining motivation, dealing with grief and loss, and preparing for life after 

rehabilitation. 

BEHAVIORAL OBJECTIVES: 

1. Session One - Adjustment to Disability 

• Patients will be introduced to the GRIP program. 

• Patients will understand that adjustment and loss reactions are a process rather 
than a singular event. 

• Patients will be encouraged to discuss their emotional reactions to their situations 
in an open forum. 

• Patients will learn and discuss cognitive-behavioral techniques to help manage 
emotional reactions. 

• Patients will receive support from the facilitators that validates and normalizes 
their experiences. 

2. Session Two - Grief and Loss 

• Patients will identify past, present and future losses. 

• Patients will discuss ways to achieve acceptance. 

• Patients will have the opportunity to discuss end of life decisions available to 
them. 

3. Session Three - Maintaining Motivation 

• Patients will be introduced to the GRIP program. 

• Patients will understand that staying motivated is a process of setting goals. 
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• Patients will discuss in an open forum with past graduates of the sub acute rehab 
program successful problem solving techniques. 

• Patients will be able to identify at least one post discharge goal and develop a plan 
of accomplishment. 

• Patients will explore techniques to reduce procrastination and distractions that 
might limit the maintenance of desired accomplishments. 

4. Session Four - Life after Rehabilitation 

• Patients will be introduced to the GRIP program. 

• Patients will be able to identify tips for making themselves, their home, property 
and activities as safe as possible 

• Patients will learn conmiunity resources available to assist with home and 
personal safety. 

• Patients will begin to explore the physical demands of everyday activities that 
they intend to return to after discharge. 

• Patient will identify personal assessments of potential problems and solutions to 
maximize safety and accomplishment of daily tasks. 

• Patients will be exposed to current community resources for assistance with travel 
if needed. 
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GRIP PROGRAM MATERIALS 

Session One - Adjustment to Disability 

Workbook Content: 

Late life stressors 

Attitude assessment 

Written assignment: Checklist of behavioral, mental and physical cues of stress 

Group work: 

Review of workbook and exercise 

Four basic approaches to coping 

Reorganizing yourself 

Managing your environment 

Change your attitude 

Build strength and endurance 

Session Two - Grief and Loss 

Workbook Content: 

Dealing with what might have happened 

Attitudes and Beliefs about Death 

Group work 

Stages of Grief and Loss 

Session Three - Maintaining Motivation 

Workbook Content: 

TPD Crime prevention for senior citizens 

Home safety 

While you are out 

Resources for improving home and personal safety checklist 

Locks for the elderly 

Crime prevention league of Tucson 

Home security surveys by TPD 



Rehab tips for higher functional mobility 

Exercise for problem solving mobility 

OT recommendations for getting lADL's completed 

Cooking and cleaning 

Crock pot and microwave cooking 

House cleaning resources 

Group work: 

Safety lesson plan reviewed 

Developing a home safety network; lifeline v. cordless phone 

Obstacles in the home 

Height of closet racks, cupboards, and beds 

Stairs and steps 

Outside yard care and home maintenance 

Transportation/Travel 

Session Four - Life after Rehabilitation 

Workbook Content: 

Handling procrastination and distractions 

Continuing to Grow 

Self understanding 

Improving your mind 

Developing healthy attitudes 

Controlling your emotions 

Strengthening your body 

Improving personal relationships 

Lift your Spirits 

Live a healthy lifestyle 

Group work 

Review of workbook 

Patient support from former patient volunteers 

Questions and discussion of real life situations faced by former patients 
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