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ABSTRACT 

Until recently, intensive rehabilitative services were rarely offered to the 

elderly or those with significant comorbidities. However, the salience of geriatric 

rehabilitation programs has increased in this the "century of old age" (Butler, 

1991 ). This study, a secondary data analysis, evaluated the outcomes of one 

such program on three identified variables of depression, self-transcendence, 

and perceived health and explored the relationships of those variables and 

social support as predictors of functional status, the traditional marker of 

rehabilitative success. 

Sixty-four veterans were evaluated before and after a program of geriatric 

rehabilitation. Results indicated a significant increase in functional status and 

perceived health. Consistent with previous studies, the degree of functional 

status on admission to the program was the only significant predictor of 

discharge functional status. 

These findings support the utility of geriatric rehabilitation programs in 

increasing functional status in the elderly. 



CHAPTER I 

INTRODUCTION 
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There is an urgent need for the development and evaluation of programs 

tailored to meet the specific needs of the aging veteran. Hospital recidivism 

rates are higher for veterans than for other hospitalized groups of individuals 

(Zook, Savickis, & Moore, 1980), and the economic cost of care is higher in the 

Veterans Affairs (VA) system than in the private sector (Holloway, Medendorp, & 

Bromberg, 1990). Advances in health care have made it possible for elderly 

patients to survive otherwise fatal illness or injury; however, the price of that 

survival is often a physical disability (Steinberg & Dean, 1990). Rehabilitation 

enables many disabled elderly to prevent or delay confinement in custodial 

institutions~ 

Prediction of rehabilitation outcomes is desired by providers of services, 

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

care costs. Functional status is one relevant indicator of rehabilitation 

outcomes, and proposals to develop a rehabilitative prospective payment system 

include measures of functional status (Heinemann, Linacre, Wright, Hamilton, & 

Granger, 1994; Wilkerson, Batavia, & DeJong, 1992). Most studies of functional 

status outcomes are limited to physical measures (Calvani & Douris, 1991 ; Elam, 

Graney, Beaver, el Derwi, Applegate, & Miller, 1991; Sullivan, 1992), or 
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utilization of services (Mayer-Oakes, Hoenig, Atchison, Lubben, De Jong, & 

Schweitzer, 1992). Function in the elderly individual depends upon physical 

health, mental health and cognitive ability, social and economic resources, and 

environmental situations (Calvani & Douris, 1991 ), yet emotional, social, or 

spiritual dimensions are not always incorporated in the study of physical status 

outcomes (Lefton, Bonstelle, & Frengley, 1983; Narain, Rubenstein, Wieland, 

Rosbrook, Strome, Pietrruska, & Morley, 1988; Norris, Stephens, & Kinney, 

1990). 

Purpose 

One purpose of this study was to describe outcomes of a geriatric 

rehabilitation program that reflect psychosocial as well as physical dimensions of 

health of older adults. There appears to be a much-needed shift in the focus of 

efficacy research, as extra-program variables are emerging as vital areas for 

research along with traditional evaluations of program effectiveness (Marfa & 

Dinero, 1991 ). A second purpose was to examine the effect of psychospiritual 

variables on physical status. Thus, the goal of the study was to identify 

predictors of rehabilitative success, explore relationships among these 

predictors, and generate questions for future research. 
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Significance to Nursing 

Changes in emotional and spiritual dimensions, along with changes in 

physical or functional status are, in combination, better predictors of outcomes of 

a rehabilitative care program (Hegyvary, 1991 ). This more holistic approach is 

particularly critical when studying older adulthood, one stage in life-span 

development in which well-being is expressed through mental and spiritual, as 

well as physical, health (Erikson, 1986; Reed, 1983; Ryff, 1982). A life-span 

developmental approach recognizes the non-normative change which results 

from debilitating illness or injury and the developmental resources that may 

emerge. As the focus of nursing is the person in his or her entirety, interventions 

aimed toward uncovering or promoting those developmental resources may 

enable the individual in rehabilitation to achieve better functional ability when 

confronted with the magnitude of disruptions to physical, social, emotional, and 

economic status. 

Background 

Until recently, rehabilitation was generally not deemed applicable to the 

elderly veteran population. However, the nascent emergence of rehabilitation 

outcomes into the forefront of geriatric medicine during this "century of old age" 

(Butler, 1991) has re-emphasized the importance of restorative measures. The 
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use of rehabilitative models of care based on the restoration of functional ability 

are now considered essential. 

Tucker (1993) describes a geriatric rehabilitation program that revolves 

around four stages: adjustment, progress, plateau, and impending discharge. 

Adjustment commences at admission, when the patient becomes the recipient of 

attention and information overload. Progress is a rewarding stage, when the 

patient is familiar with the program expectations and begins intensive therapy 

sessions. The plateau stage occurs when progress slows and the patient 

overcomes minor hurdles. Linacre, Heinemann, Wright, Granger, and Hamilton 

(1994) describe this stage in terms of the non-linearity of the regression line 

when the assessment instruments reach the upper limits of measurement. The 

final stage occurs when discharge is imminent. Although this stage is 

characterized by variability in goals and themes of discharge, it is most 

frequently a time of intensive planning. Thus, rehabilitation is a complex 

procedure in which many variables likely work together to influence outcomes. 

Some of the most commonly studied predictors of rehabilitation outcomes 

are functional status at admission and age. Heinemann, Linacre, Wright, 

Hamilton, and Granger ( 1994) evaluated the extent to which rehabilitation 

outcomes could be predicted by functional status measures. Using the 

Functional Independence Measure (FIM), 27,699 rehabilitation patients (mean 

age 62.1 years) were evaluated at admission and discharge for linear measures 
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of motor and cognitive function. Admission motor function was found to be the 

most powerful predictor of discharge motor function, regardless of diagnosis, 

and was a strong predictor of length of stay. Admission cognitive function was 

also found to be a significant predictor of discharge cognitive function. Overall, 

physical functioning at admission was found to be a strong predictor of 

discharge motor and cognitive functional gain in numerous studies (Carey, 

Seibert, & Posavac, 1988; Heinemann, Linacre, Wright, Hamilton, & Granger, 

1993; Heinemann, Sahgal, Cichowski, Ginsburg, Tuel, & Betts, 1990; Stineman 

& Williams, 1990). 

Age was also found to a be a predictor of rehabilitation outcomes in a 

study of 251 individuals with spinal cord injuries by Roth, Lovell, Heinemann, 

and Yarkony (1992). Patients over the age of 55 had longer lengths of stay, and 

tended to be discharged to custodial care rather than situations in which they 

could function independently. Increased age was also found to predict early 

readmission in a study aimed at veterans (Holloway, Medendorp, & Bromberg, 

1990). In that study, 6,704 veterans were evaluated for risk factors for early 

readmission to geriatrics or intermediate care. In addition to age, chronic illness 

and the number of surgical procedures were also identified as risk factors. 



In summary, motor function, cognitive function, and age have been 

studied as predictors of rehabilitation outcomes. For this study, new variables 

are examined as other potentially significant predictors of discharge functional 

status, namely, depression, self-transcendence, perceived health, and social 

support. 

Conceptual Framework 
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The framework for this study draws from a life-span developmental view 

of aging, a contextually oriented perspective that emphasizes the potential for 

progressive change across life (de Vries, Bluck, & Birren, 1993). The human 

being is characterized as on a trajectory of increasing complexity and 

organization, integral with environment, and capable of change arising from a 

combination of influences, including biological, physical, social, historical, or 

evolutionary (Reed, 1986). Development is viewed as a pattern of changes that 

has an underlying temporal and logical order that results in systematic and 

progressive alterations in organization (Lerner, 1986). Development occurs at 

all points in the life span, is multi-directional, and provides the person with the 

potential for well-being in various illness experiences. 

Integral to the life-span developmental perspective is the embeddedness 

of person and environment or context (Lerner, 1986). Dichotomies between 

context and individual, heredity and environment, are de-emphasized (Reed, 
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1983), and the focus is on the cumulative effects of the interaction, rather than 

the individual influencing factors. Unique resources emerge as contexts change, 

particularly during aging (Reed, 1986). The inevitable biologic experiences of 

aging and non-normative life events, such as those necessitating rehabilitation, 

may act as a catalyst for developmental progress toward integrity and life 

satisfaction. Involvement in a rehabilitative program can provide older adults the 

opportunity for growth to higher levels of psychosocial and physical functioning. 

Geriatric rehabilitation is a specific program of rehabilitative service with 

key components of physiatry, occupational therapy, physical therapy or 

kinesiotherapy, pharmacology, and nursing for older adults who sustain life

changing injury or debilitating illness. Geriatric rehabilitation nursing represents 

one specialty practice area within the scope of professional nursing practice 

(American Nurses Association & Association of Rehabilitation Nurses, 1988) and 

focuses on health promotion, wellness, and the restoration of function in the 

elderly (Butler, 1991; Wieland, Rubenstein, Ouslander, & Martin, 1986). 

The effectiveness of a geriatric rehabilitation program on three identified 

variables of depression, self-transcendence, and perceived health are 

evaluated in this study and the relationships of these variables and social 

support as predictors of functional status are explored. 
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Functional status is a central principle of geriatric care and is inclusive of 

physical functioning, mental health, and cognitive ability (Calvani & Douris, 

1991 ). Patients are admitted to the Geriatric Rehabilitation Program with varying 

degrees of injury and comorbid conditions and may be admitted for an intensive 

program of rehabilitation or for strengthening and endurance building. 

Depression is a major concern in the elderly (Alexopoulos & Chester, 

1992). Depression has been defined as a heterogenenous disorder with 

multivariate antecedents that interact to produce a varied set of symptoms 

responsive to biological or psychological interventions or a combination of both 

(Badger, Cardea, Biocca, & Mishel, 1990, p.236). For this study, depression is 

defined as self-reported depressed symptoms which may include depressed 

mood, loss of interest or pleasure, changes in function, decreased appetite, 

insomnia, loss of energy, or feelings of worthlessness. Recognition of the 

effects of depression on functional status are vital to the success of rehabilitative 

efforts, as depression has been indicated as a contributor to impaired physical 

health in the elderly (Yu, Johnson, Kalteider, Craighead, & Hu, 1993). Heidrich 

and D'Amico found that depression was related to physical health status as did 

Tucker (1983) and others (Carabellese, Appollonio, Rozzini, Bianchetti, Frisoni, 

Frattola, & Trabucchi, 1993; Parmelee, Katz, & Lawton; 1992). Badger (1993) 

found greater physical health impairment associated with greater number of 

depressed symptoms. Thus, the relationship between depression and physical 
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functioning may be one of predictability. Involvement in a program of 

rehabilitation may decrease depressive symptoms in older adults and the 

degree of depression may emerge as a predictor of discharge functional status, 

the traditional marker of rehabilitative success. 

Self-transcendence refers to behaviors and perspectives that express 

expanded self-awareness and connectedness with others (Reed, 1994 ). 

Although the relationship between self-transcendence and functional status has 

not been studied, involvement in a program of rehabilitation is expected to act 

as a catalyst for the emergence of developmental resources, including increased 

self-transcendence. Self-transcendence was found to influence levels of 

depression in a study by Reed (1986). Coward (1991) found self-transcendence 

to be a moderating factor between psychosocial resources and well-being. It is 

anticipated that self-transcendence, like depression, may predict functional 

status. 

The individual's perception of their own health was anticipated to be 

valuable, as self-perception of health has shown to directly affect function in the 

elderly (Parent & Whall, 1984 ). The global self-evaluation has been used in 

other studies and has been shown to primarily measure physical health 

problems in the elderly. The individual's self-rating of his or her own health is 

likely to increase during the course of the rehabilitation program. In addition, 
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perceptions of health are expected to predict success in rehabilitation (Schultz

Larsen, Avlund, & Kreiner, 1992). 

Social support, defined by Weinberger, Hiner, and Tierny (1987) as 

relationships that provide emotional, tangible, and informational assistance, has 

been associated with increased physical function (Laschinger, 1984) and 

decreased depression (Blazer, 1982; Powers, 1988). Social support was not 

expected to change within the time interval of this study, but was examined with 

the main study variables for an influence on discharge functional status. 

Conceptual Model 

The model of the framework outlines the main study variables and their 

relationships. Geriatric Rehabilitation provided the context in which 

development was expected to occur. The variables of functional status, 

depression, self-transcendence, and perceived health were examined before 

and after a program of rehabilitation. Social Support was measured only on 

admission to the program. The dotted lines indicate the progression from 

admission functional status, depression, self-transcendence, and perceived 

health to discharge functional status, depression, self-transcendence, and 

perceived health as a result of a program of rehabilitation. The solid lines 

indicate the expected predictive relationship of admission functional status, 



20 

depression, self-transcendence, perceived health, and social support to 

discharge functional status. 

The conceptual model for the study is displayed in Figure 1. 

Figure 1. Conceptual model. Health outcomes of a geriatric rehabilitation 

program. 

Admission Discharge 
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Additional Variables 

Recent studies have described the relationships between several of the 

variables included in this study (Badger, 1993; Coward, 1991; Kujawinski, 

Bigelow, Diedrich, Kikkebusch, Korpan, Walxzak, Maxon, Ropski, and Ferran, 

1993; Nelson, 1989). Those variables, including such demographics as age, 

comorbidities, destination of the patient upon discharge (a marker of 

rehabilitative success), and length of stay were examined in this study to explore 

possible relationships. It was expected that age, comorbidities, length of stay 

and discharge destination would be related. Age and comorbidities were also 

expected to negatively influence functional status and positively influence 

depression. 

Research Questions 

When physical illness or injury necessitates rehabilitation, it is essential 

that the whole person be considered as the focus of care. In this study, it was 

hypothesized that the program of geriatric rehabilitation would significantly 

increase functional status and self-transcendence and improve the individual's 

perception of his or her own health. It was also expected that depression would 

significantly decrease in conjunction with improved physical functioning. 

Although social support was measured only at admission since it was not 

expected to change during the course of the hospitalization, it was anticipated 



that the degree of support would be a significant predictor of discharge 

functional status. Additionally, it was hypothesized that depression, self

transcendence, and perceived health would be significant predictors of 

discharge functional status. In the absence of an empirical base, research 

questions were posed as follows: 

22 

1. What is the effect of a program of rehabilitation on the discharge functional 

status, depression, self-transcendence, and perceived health of older adults? 

2. Are admission depression, self-transcendence, perceived health, and social 

support predictors of discharge functional status after a program of geriatric 

rehabilitation? 

Summary 

The evaluation of program outcomes are vital to maintain a cost-efficient 

approach to care of the aging veteran. Couched in a life-span developmental 

framework, this study evaluated physical and psychosocial outcomes of a 

program of geriatric rehabilitation at an urban Veteran's Administration Medical 

Center. Specifically, this study examined the influence of such a program on key 

variables of functional status, depression, self-transcendence, and perceived 

health. Additionally, this study identified depression, self-transcendence, 

perceived health, and social support as potential predictors of discharge 

functional status. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

Identification of predictors of patient outcomes allows the practitioner to 

direct specific efforts to maximize individual gains, resulting in more effective 

management of resources, support, and patient energy. This review of the 

literature is organized by such potential predictors, namely depression, self

transcendence, perceived health, and social support. The chapter beings with a 

review of the assessment of functional status. 

Assessment of functional status 

Calvani and Douris (1991) describe functional assessment in terms of a 

central principle of geriatric care. Functional status is viewed more broadly than 

purely physical functioning, and includes mental health and cognitive ability, 

social and economic resources, environment, and caregiver strain. Functional 

assessment refers to the clinical interpretation of data and the use of 

standardized scales. 

One of the most salient debates in recent rehabilitation literature has to 

do with the assessment of function. Recent advances in measurement theory 

have led to a de-emphasis on conceptualization of function and an emphasis on 

the technical aspects of measurement (Unsworth, 1993). The literature is 
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saturated with analysis of reliability and validity of certain measures, rather than 

the extent to which the design and function of the measures form the most 

appropriate conceptualization of function (Linacre, Heinemann, Wright, Granger, 

& Hamilton, 1994; Merbitz, Morris & Grip, 1989; Silverstein, Fisher, Kilgore, 

Harley, & Harvey, 1992; Wright & Lineacre, 1989). 

Most functional assessment scales are not designed within the structural 

limitations of ordinal data (Silverstein, Fisher, Kilgore, Harley, & Harvey, 1992). 

Some applications of functional assessment scales may produce spurious or 

inaccurate results when subjected to mathematical operations that require 

interval rather than ordinal data. The Functional Independence Measure (FIM), 

one of the instruments used in this study, has been criticized for the 

inappropriate use of ordinal data (Silverstein, et. al, 1992). However, Rasch 

analysis (a transformation of ordinal, raw scores into the measurements they 

imply on an interval, additive scale) demonstrated appropriate linear measures 

(Li nacre, Heinemann, Wright, Granger, & Hamilton, 1994 ). The authors of the 

FIM suggest separating the motor portion and cognitive portion of the FIM into 

two variables to eliminate the problem of non-linearity. That procedure was 

followed in this study. 

Panicucci (1983) suggested that functional assessment of individuals 

consisted of three levels: control over body, control over home environment, and 

the ability to function independently in the community. However, in the past 



decade, advances in restorative medicine and the emergence of refined 

assistive devices have complicated the distinctions within and among levels. 

Some elderly clients may be physically unable to move, but able to care for 

themselves independently. Others may be independently mobile, but lack 

cognitive skills (Butler, 1991 ). 
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Granger, Cotter, Hamilton, and Fiedler (1993) used functional 

assessment to predict the burden of care (measured in minutes of assistance) 

provided by caregivers. Using the Functional Independence Measure (FIM) and 

the Sickness Impact Profile (SIP), the influence of physical disability on 

caregiver resources was measured for patients suffering from stroke (Granger, 

Cotter, Hamilton, & Fiedler, 1993) and from multiple sclerosis (Granger, Cotter, 

Hamilton, Fiedler, & Hens, 1990). The FIM was also found to be an accurate 

predictor of rehabilitation outcomes for 68 amputees (Muecke, Shekar, Dwyer, 

Israel, & Flynn, 1992). 

Kujawinski and colleagues (1993) describe an outcome-based evaluation 

of a geropsychiatric unit. Recognizing the validity of self-esteem and 

independence as measures of cognitive and functional status, the authors 

conducted an evaluation of therapeutic milieu on a 21-bed geropsychiatric unit. 

Using the Mini Mental Status Examination (MMSE) and the Geriatric Psychiatric 

Nurse Rating Scale (GPNRS), cognitive ability and activities of daily living were 

measured within 24 hour of admission and 48 hours after discharge. The results 
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of the MMSE and the GPNRS indicated an improvement in both cognitive and 

functional status over the course of hospitalization. The authors also suggest a 

consistent improvement in the functional abilities of severely depressed patients 

as their symptoms of depression began to improve, however, depression is not 

directly measured in the study. 

In summary, the focus in rehabilitative literature has shifted from efforts to 

define the concept of function into efforts to define the measurement of function. 

For this study, functional status refers to a measure of physical functioning, 

specifically the motor portion of the Functional Independence Measure (Hamilton 

& Granger, 1990). Issues of possible non-linearity have been addressed by 

separation of the motor and cognitive portions of the instruments per the authors' 

guidelines. 

Depression 

Depression is a prevalent problem in the elderly ( Badger, 1994; 

Parmelee, Katz, & Lawton, 1992; Steiner & Marcopulos, 1991) and presumed to 

be prevalent in the rehabilitative population as well. Tucker (1983) describes 

depression as a common occurrence during geriatric rehabilitation, particularly 

during what she describes as the plateau stage. Recently, however, the notion 

of depression invariably accompanying rehabilitation has been challenged by 
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studies that have found depression to be less prevalent than previously thought 

(Kinney & Coyle, 1992; McColl & Skinner, 1992). 

The assessment of depression in the physically disabled is difficult to 

measure, due to elevated levels of somatic symptoms that may be resultant from 

the disability itself, leading to measurement bias. It has been noted that 

depression is associated with poor social functioning and increased mortality 

(Parmelee, Katz, & Lawton, 1992; Steiner & Marcopulos, 1991 ), which in itsE3lf 

may necessitate the need for restorative functioning to build strength and 

endurance and compress morbidity in the compromised elderly. 

Kinney and Coyle ( 1992) evaluated 790 adults with physical disabilities 

and found physical health and the acquisition of a disability to explain less than 

11 percent of the variance in life satisfaction. In contrast, Heidrich & D'Amico 

(1993) found that depression was related to physical health status in 24 percent 

of a sample of 37 elderly. 

The relationship between depression and functional status as been 

evaluated in the context of elderly women in long-term care settings (Yu, et al., 

1993). Although the purpose of that study was to measure the effectiveness of a 

program to reduce incontinence, they did evaluate the influence of age, 

cognitive ability, and functional status on depression in a subsample of 

institutionalized elderly. They did not find age or functional status to be 

predictors of depression for that sample, however, the added variable of 



cognitive status may have had an interactive effect, as the differentiation 

between depression and dementia may be difficult. This study excluded those 

individuals with decreased cognition. 
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Badger (1993) studied the effects of physical health impairment, mastery, 

and social support on depression. A convenience sample of 25 males and 55 

females age 60 to 75 were evaluated using the Older Americans Resources and 

Services Multidimensional Functional Assessment Questionnaire (OMFAQ) and 

the Center for Epidemiological Studies-Depression Scale (CESD). Participants 

with greater physical health impairment reported greater number of depressive 

symptoms. In addition, physical impairment, mastery (defined as the 

generalized belief in one's ability to affect or control the important outcomes of 

one's life), social resources, and economic resources were all identified as 

predictors of depression in the sample. 

In summary, depression has been associated with impaired functional 

status and appears to be a common occurance during rehabilitation. For this 

study, depression is defined as depressive symptomatology as measured by use 

of ~he Geriatric Depression Scale (Yesavage, Brink, Rose, Lum, Huang, Adey, & 

Leirer, 1983). 

Self-Transcendence 

The theory of self-transcendence was developed using the method of 

deductive reformulation of life-span theories on adult social-cognitive and 
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transpersonal development (Reed, 1991 ). Deductive reformulation refers to the 

construction of middle-range theory whereby existing knowledge from non

nursing theories is reformulated using knowledge deduced from nursing 

conceptual models. From the life-span developmental perspective, development 

was defined as a life-long non-linear process of increasing complexity and 

integration (Lerner, 1986). Late adulthood was regarded as possessing unique 

resources for mental health, one of which is self-transcendence. During this 

stage of adulthood, the individual is able to confront existential concerns and 

metaphysical issues and synthesize the paradoxical and conflicting elements of 

life (Reed, 1983, 1991 ). Self-transcendence is defined as 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. 

Self-transcendence was shown to have an influence on emotional well

being in a factor analytic structural equations modeling approach to 107 women 

with advanced breast cancer (Coward, 1991 ). Factor analytic structural 

equations modeling allows the simultaneous examination of conceptual and 

methodological relationships. Self-transcendence was found to have a direct 

effect on emotional well-being, and was a mediating factor between 
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psychosocial resources and emotional well-being. In addition, a causal 

tendency for the emergence of developmental resources to influence levels of 

depression was indicated in a study of 56 depressed and nondepressed older 

adults (Reed, 1986). In Reed's study, self-transcendence, defined as a 

developmental resource of later adulthood, effected a decrease in depressive 

symptoms in mentally healthy older adults. A trend was identified for the reverse 

to occur in clinically depressed elders such that depression effected a decrease 

in self-transcendence at subsequent measurement times. 

In summary, self-transcendence, a developmental resource, has been 

associated with both increased and decreased depression and is measured in 

this study with Reed's Self-Transcendence Scale (Reed, 1986, 1991 ). 

Perceived Health 

It has been presumed that the elderly commonly perceive health in 

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

Mittelmark, Kronmal, Polak, Hirsch, German, & Bookwala, 1994), and therefore 

one of the precepts of geriatric rehabilitation is to facilitate return to previous 

levels of functioning or adjustment to disability (Butler, 1991 ). However, the 

paradoxical nature of geriatric rehabilitation (Granger, 1986) is embedded in the 

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

interacting disabilities. Studies have indicated that perceived health is 
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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). Schultz et. al (1994) found both functional 

status and depression to be predictors of perceived health in a study of over five 

thousand elderly. 

For this study, perceived health was defined as a global rating from one 

to ten by the individual as an completion of the statement: "Overall, I would rate 

my health ... ',. One of the most widely used measures of health status consists of 

a single item self-rated health question which is used extensively because it 

provides a succinct way of summarizing the diversity within the definition of 

health status. Global single-item indicators have been found to be appealing 

measures of the concept of interest (Baranowski, 1985) with acceptable 

psychometric properties (Youngblut & Casper, 1993). 

Social Support 

Interest in the concept of social support has increased in the last decade 

due to the belief that the availability of support may impact on a person's health 

and emotional well-being and must be considered as an important factor in 

physical functioning (Sherbourne & Stewart, 1991) and is considered necessary 
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throughout the lifespan (Norbeck, 1981 ). Although there are numerous 

operational definitions of social support (Weinberger, Hiner, & Tierney, 1987), in 

this study social support is defined in terms of relationships that provide for 

individual's emotional, tangible, and informational needs. 

Numerous studies suggest that social support is positively associated with 

health status (Laschinger, 1984) and negatively associated with depression 

(Blazer, 1982; Powers, 1988; Weinberger, Hiner, & Teirney, 1987). Nelson 

(1989) found a significant correlation between depression and the amount of 

social support available to twenty six institutionalized elders. Similarly, Badger 

(1993) identified social support (defined in terms of social resources and 

economic resources) as a predictor of depression in eighty community-dwel ling 

elderly. In addition, that study linked decreased social support with increased 

physical health impairment, resulting in greater loneliness and less "dependable 

help in time of need" (Badger, 1993, p.328). 

In a study of 193 elderly patients with symptomatic osteoarthritis of the 

knee or hip, Weinberger, Hiner, & Teirney (1987) found no relationship between 

social support and functional disability. In that study, social support was defined 

by scales identifying marital status, the number of friends or family 

geographically available, and frequency of encounters. 

Preston and Grimes (1987), studied interviews of 900 elders to examine 

patterns of social support relative to gender and marital status in the aged. The 
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results of their study indicated the need for multidimensional aspects of social 

support to be used as measures. Muhlenkamp and Sayles (1986), tested a 

causal model to determine the effect of social support and self-esteem on 

lifestyle choices. Although their study did not focus on the elderly, it did identify 

social support as a predictor of positive health behaviors. 

Tucker (1983) describes social support from the perspective of potential 

"problems" for nurses. Embedded in geriatric rehabilitation is the fear that goals 

may not be achievable. The patient's supports, whether family or friends, may 

choose to vent frustrations toward staff. The interdependence of caregiver and 

care recipient is a pivotal factor in issues of elder mistreatment and abuse 

(Sayles-Cross, 1993), and has been reported to negatively affect family 

relationships and financial resources. 

In summary, social support has been associated with increased physical 

functioning and decreased depression. In this study, social support refers to 

relationships that provide for emotional, tangible, and informational needs and is 

measured by the Medical Outcomes Study (MOS) Social Support Survey 

(Sherbourne & Stewart, 1991 ). 

Summary 

Functional status, the traditional marker of rehabilitative success, is a 

global concept that includes physical functioning, cognition, social and economic 

resources, environment, and caregiver strain. The assessment of functional 
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status has been widely debated in the literature and is usually inclusive of 

measures of motor and cognitive function. Depression refers to the incidence of 

depressive symptomatology and has been associated with impaired functional 

status. Depression has also been directly and inversely associated with self

transcendence, a developmental resource of later adulthood. Perceived health 

refers to a succinct measure of health status that includes physical health and 

psychological well-being and has been identified as a predictor of functional 

status. Social support, defined in terms of relationships that provide emotional, 

tangible, and informational needs, has been positively associated with perceived 

health and negatively associated with depression. 



CHAPTER Ill 

METHODOLOGY 

Design 
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This pre- and post-test design was applied to a secondary data set. A 

new program of geriatric rehabilitation had been initiated at an urban Veterans 

Affairs Medical Center (VAMC). The evaluation component of that program 

included measurement of physical, emotional, and social health upon admission 

and at discharge. 

The first research question in this study evaluated the influence of that 

program on identified variables of admission and discharge functional status, 

depression, self-transcendence, and perceived health. The second research 

question evaluated depression, self-transcendence, perceived health, and social 

support as predictors of discharge functional status. 

Sample 

A minimum of 60 subjects were sought for this study. Determination of 

sample size and apriori estimation of design parameters are necessary for the 

computation of statistical power (Cook & Campbell, 1979). Power analysis was 

performed for both t-test and multiple regression using Power Analysis and 

Sample Size software (Heintze, 1992). A minimum of 40 subjects was necessary 
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for comparison of means to answer the first research question (a=.05, b=.03). 

The second research question used multiple regression and required a minimum 

of 60 subjects (b=.003, a=.05) to maintain sufficient power (.975). 

The available data set for this study included 64 patients admitted to a 

program of geriatric rehabilitation at an urban Veterans Administration (VA) 

medical center. lnclusionary criteria consisted of veterans over the age of 60 

with compromised physical functioning, the ability to speak English and the 

ability to express oneself with a self-rating questionnaire. Most frequently, 

patients enter the geriatric rehabilitative program after joint replacement, 

fracture, or cerebral vascular accident. Criteria for exclusion included dementia 

or other cognitive impairments likely to interfere with the self-report format used 

by some of the instruments. 

Treatment: Geriatric Rehabilitation Program 

Geriatric rehabilitation is a specific program within the Geriatrics and 

Extended Care umbrella of the Department of Veterans Affairs. Geared toward 

older veterans who sustain life-changing injury or debilitating illness, the 

program normally includes key components of nursing, pharmacology, physiatry, 

occupational therapy, and physical therapy or kinesiotherapy. An 

interdisciplinary team, which includes the patient and his or her family, maintains 



responsibility for development of goals, identification and implementation of a 

plan of care, and evaluation of outcomes. 

The geriatric rehabilitation interdisciplinary team includes a physiatrist, 

geriatrician, nursing program coordinator, nurse practitioner, pharmacist, 

kinesiotherapist, occupational therapist, psychologist, dietitian, geriatric social 

worker, rehabilitation clinical nurse specialist, and nurse researcher. 
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The most frequent interactions occur daily between the patient, the nurse 

practitioner, the nursing program coordinator, and the kinesiotherapist. A 

multidisciplinary team, led by a nurse practitioner and consisting of nursing staff, 

physiatrist, pharmacist, social worker, and geriatrician, conduct rounds on each 

patient weekly. The patient and his or her family members meet monthly with 

the rest of the interdisciplinary team to review the plan of care. The length of 

stay in a rehabilitation program generally ranges from several weeks to several 

months, with daily or twice-daily physical therapy. 

Instruments 

Five instruments were used in this study to measure the study variables of 

functional status, depression, self-transcendence, perceived health, and social 

support. 

The Functional Independence Measure (FIM) was used to measure 

functional status. The FIM is comprised of two substantively-distinguishable 



38 

groups of items, specific to motor ability and cognitive function (Hamilton & 

Granger, 1990) and was developed to describe the severity of patient disability 

and to identify outcomes of medical rehabilitation. Patients are rated on seven 

levels, from complete independence to complete dependence for 18 different 

items related to self-care, bowel and bladder management, mobility, locomotion, 

communication and social cognition. The measurement capability of the FIM is 

improved when the motor and cognitive items are separated into two different 

FIM indicators. That procedure, which eliminates the problem of non-additivity 

and non-linearity, was followed in the data analysis for this study (Hamilton & 

Granger, 1990). The range of possible scores for the motor portion of the FIM is 

from 15 to 105, with higher scores indicating greater ability to function 

independently. The cognitive portion of the FIM was not used. The FIM is 

considered to be a valid and reliable measure with a reported interrater reliability 

coefficient of .86 or higher (Hamilton and Granger, 1990) and is considered 

sensitive to changes in patient's functional status over time. 

The Geriatric Depression Scale (GOS) is a 30-item questionnaire 

specifically designed for rating depression in the elderly (Yesavage, Brink, Rose, 

Lum, Huang, Adey & Leirer, 1983). The questionnaire is used primarily for 

screening for depression and has been validated within the elderly population. 

In the development of the scale the unique problems of the aged were taken into 

consideration to enhance discriminative power. The scale has a high degree of 
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internal consistency (Cronbach's alpha= 0.94). The GOS is scored by adding 

the number of "depressed" answers after appropriate items are recoded. Scores 

range from O to 30, with a score of 15 (plus or minus 6) indicating mild 

depression, and a score of 23 (plus or minus 5) indicating severe depression. 

The Self Transcendence Scale (STS), developed by Reed (1986, 1991 ), 

measures the psychosocial resources and developmental maturity of older 

adults. This 15-item Likert scale was constructed to assess developmental 

abilities of later adulthood by identifying intrapersonal , interpersonal, and 

temporal experiences characteristic of later life. Administered as an interview, 

the respondents identify the degree to which they experience each item in their 

current life. Possible scores range from 15 to 60, with higher scores indicating 

more self-transcendence. Construct validity has been supported by consistent 

correlations with mental health measures and among groups who scored as 

theorized. The reliability coefficient for the STS (Cronbach's alpha) has ranged 

from .80 to .88 (Reed, 1991 ; Reed & McGaffic, 1994). 

Perceived Health was measured by a one-item self-rated health question. 

Subjects were asked to report how they felt about their health on a scale of one 

to ten, with one indicating poor health and ten indicating excellent health. Single

item indicators represent a holistic way to measure subjects' perceptions of 

many concepts of interest to nursing and demonstrate appropriate psychometric 

properties (Youngblut & Casper, 1993). 
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The Medical Outcomes Study Social Support Survey (MOS), a 20-item 

measure developed for use with patients with chronic conditions ( Sherbourne 

and Stewart, 1991 ), was used as a measure of social support in this study. It 

includes four dimensions: emotional/informational, tangible, affectionate, and 

positive social interaction. For each item, respondents are asked how often 

support is available to them on a scale of 1-5, ranging from none of the time to 

all of the time. Total scores are averaged and range from 1 to 5. Items are short 

and easy to comprehend. Sherbourne and Stewart (1991) report that each of 

the four sub-scales are reliable (all Alpha coefficients >0.91) and show a fair 

degree of stability over time (one year re-test) . Support for construct validity was 

obtained by correlating a number of physical and mental health status measures 

with the social support survey. All correlations were significant at p <0.01. The 

MOS social support survey does not rely on a structural measure for social 

support ( a count of the number of close friends or relatives) as is common with 

other measures of social support, but rather, attempts to measure the functional 

components of the construct. 

Demographic data was available for the data set from the program 

assistant. These data were: the patient's age, gender, marital status, branch of 

service, prisoner of war status, length of stay in acute care prior to beginning the 

rehabilitation program as well as the length of stay in the program, primary and 



underlying health conditions, destination of the patient upon discharge, and 

whether or not the patient lived alone. 

Procedure 

Data to be used for this study were collected as part of a program 

evaluation from January 1993 to July 1993. Permission was granted from the 

program director and the Institutional Research Committee to conduct a 

secondary analysis of that data. The questionaires were completed in an 

interview format with the patients as they were admitted to the Geriatric 

Rehabilitation program. Protection of human subjects was ensured for the 

original study by selection of voluntary participants and use of code numbers. 

The code numbers were used as the only identification for this secondary 

analysis: no linkages to original patient names were possible. 
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The original evaluation screened all admissions to the geriatric 

rehabilitation program within 48 hours of admission and within 2 days of 

discharge for functional status by use of the Functional Independence Measure 

(FIM}, depression by use of the Geriatric Depression Scale (GOS}, and self

transcendence perspective, using the Reed Self-Transcendence Scale (STS). 

In addition, demographic characteristics were gathered from medical 

records and included such characteristics as age, gender, marital status, and 

primary and secondary clinical diagnoses. Social support was assessed by 
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completion of the Medical Outcomes Study (MOS) social support survey during 

the course of the rehabilitation program. Intensity and severity of illness or injury 

were not evaluated in the original program evaluation, and therefore not 

available for this study. Exclusionary criteria included inability or unwillingness 

to complete questionnaires or a score of less than 25 on the Mini Mental Status 

Examination (MMSE). The MMSE is a 30 item test used to provide initial 

cognitive screening (Folstein, Folstein, & McHugh, 1975) and was completed on 

all patients by a geriatric nurse practitioner. The FIM was completed on 

admission and discharge by the rehabilitation program coordinator, a nurse who 

has completed additional training in the use of the FIM. The MOS social 

support survey was completed by the geriatrics social worker. The STS, GOS, 

and the one item self-report of health questionnaire were administered as an 

interview by the clinical nurse manager for the rehabilitation program. 

Summary 

Secondary analysis was conducted on data set of 64 patients admitted to 

a program of geriatric rehabilitation. Key variables of functional status, 

depression, self-transcendence, perceived health, and social support were 

measured at admission and at discharge using the Functional Independence 

Measure, Geriatric Depression Scale, Self-Transcendence Scale, a single-item 

self-rated health question, and the MOS social support survey. 



CHAPTER IV 

RESULTS 

Data were analyzed using the Statistical Package for Social Services 

(SPSS). The level of significance was set at .05, meaning the probability of a 

given result occurring by chance alone is 5 in 100. Sample characteristics, 

psychometric properties of the instruments, results of the research questions, 

and additional analyses are presented in this chapter. 

Sample Characteristics 
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The data set consisted of 61 males and 3 females. The ages of the 

subjects ranged from 61 to 90 with a median of 73 and a mean of 7 4.1 years (SD 

6.99). Forty three (67 percent) were married, 6 (9 percent) had not married, 12 

( 18 percent) had separated from their spouses, 2 (3 percent) had divorced, and 

1 (2 percent) was widowed. Nineteen individuals lived alone at the time of the 

admission to rehabilitation. Forty seven individuals lived with others, including 

family members or friends, or lived in boarding homes or extended care facilities . 

Forty six subjects were Caucasian, 11 were Hispanic, 2 were Black, and five 

were not indicated. The majority of subjects (26) had completed 12 years of 

education. Seventeen individuals had completed some college courses. Data 

related to income was unavailable. 
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Prior to admission to the geriatric rehabilitation program, 57 of the 

patients had been hospitalized in the acute care portion of the VA. Three were 

admitted from private homes, one from a nursing home, and one individual had 

been transferred from another rehabilitation facility. Of the 57 patients admitted 

from the acute care setting, the average length of stay (LOS) in acute care was 

31 days, with a median of 21 and a range of 123. The majority of admissions to 

rehabilitation were for orthopedic diagnoses (25, or 39 percent), including 

fractures and limb amputations. Twenty one patients (34 percent) were 

admitted with neurological diagnoses; and of those, sixteen patients were 

admitted after a cerebral vascular accident (CVA). One patie.nt was admitted 

with a primary diagnosis of Chronic Obstructive Pulmonary Disease (COPD). 

Nine individuals were classified as cardiac, including peripheral vascular 

disease (PVD), congestive heart failure (CHF), coronary artery disease (CAD), 

and recent myocardial infarction (Ml). Those 9 patients, along with the 

remainder of admissions (8) for patients with diabetes, renal failure, or 

polycomorbitity, were for general strengthening and endurance building. Twenty 

nine percent of the subjects had underlying cardiac disease and 13 percent had 

pulmonary complications in addition to their primary reason for rehabilitation. 

The mean length of stay (LOS) in the geriatric rehabilitation program was 

40. 9 days, with a median of 32 days. The shortest stay was 1 O days. One 

individual was treated for 150 days. Upon completion of the rehabilitation 



program, 89 percent were discharged to private homes or to a boarding home. 

Seven patients required transfer to a contracted nursing home. 

Veteran Status 
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The majority of subjects (69 percent) had served in the Army, 11 percent 

had served in the Navy, 8 percent Air Force, and 11 percent Marines. No 

veterans were identified as having served in more than one branch of service. 

Two veterans were identified as having Prisoner-of-War (POW) status. 

Sixty four percent of the subjects had service-connected disabilities, and 

of those 39 individuals, 17 had a service-connection percentage of 50 or higher. 

Six individuals were classified as 100 percent service-connected, the veteran's 

system equivalent of a full disability. Ninety seven percent of the admissions, 

however, were classified as non-service-connected, meaning the admission was 

not related to the illness or injury that caused the disability. 

Psychometric properties of Instruments 

Assessment of the psychometric properties of the instruments for use in 

this study were completed using Cronbach's alpha for reliability estimates. 

Reliability coefficients as estimated by Cronbach's alpha for the 

Functional Independence Measure (FIM) for this study were .92. The Geriatric 

Depression Scale (GDS) has a reported Cronbach's alpha of .94 (Yesavage, 



Brink, Rose, Lum, Huang, Adey, & Leirer, 1983). Measures of reliability 

performed on the GOS in this study indicated a Cronbach's alpha of . 90. 
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The reliability coefficient for the Self-Transcendence Scale (STS) is 

reported as .88 (Reed & McGaffic, 1994 ). Cronbach's alpha for the STS in this 

population was .81. Test-retest reliability for the single-item measure of 

perceived health was not available due to the secondary nature of this analysis. 

The MOS Social Support Survey reports alpha coefficients greater than 

.94 (Sherbourne & Stewart, 1991 ). Cronbach's alpha for the MOS in this study 

was .95. 

Research Question 1: What is the effect of a program of rehabilitation on the 

discharge functional status, depression, self-transcendence. and perceived 

health of older adults? 

Program participants completed the GOS, STS, and the one item self

report of health perceived health (PH) upon admission to the rehabilitation 

program and within two days of discharge. The scores were individually summed 

and averaged for the group. As shown in Table 1, group means for the FIM 

increased from 68.08 on admission to 92.55 at time of discharge. The GOS 

indicated a decrease from a group mean of 9.8 to 8.6, both measures indicating 

extremely mild depression. At admission, the group score on hte STS was 48.6, 

and at discharge, 48.51. The measure of perceived health increased from 4.81 
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on admission to 6. 77. The MOS social support survey was measured only at 

admission and indicated a group mean of 3. 9. A summary of the group scores 

on the study variables is presented in Table 1. 

Table 1: Group means and standard deviations for perceived health, functional 

status, self-transcendence, depression, and social support (n=64). 

Admission 
.·.· :::: •:.•·•:::::: :•:•: 

..... ::nr ·.·.·: :.:::.: ::::: 
··•· :::: 

:-: 

Instrument Possible Range Mean SD 
~~i' :::: 

.·.· 

Range 
,:,/} ::: 

·:·.·: 

Functional lndep. 15-105 29-98 68.08 16.75 ::::::::: :::: ::::: :,:: 
Measure -:-:-:- ) : 

<:::::::: 
·:·: 

Geriatric Depression 1-30 1-21 9.8 5.74 :-:-

Scale 
:-:·:::::::::: 

Self-Transcendence 15-60 32-59 48.56 6.11 
:::U Scale :(}7 ::::::-:-:· 

.· , 

>> ): :: -:::: ..... 

Perceived Health 0-10 0-9 4.815 2.033 
... 

i: -::::::<-:-:• 

: 
':-:::::: 

::):: :-. :-. 

Social Support Survey 1-5 2-5 3.9 1.04 
:: 

-:-:-::-::-:-:· ... :-

:::>:{: :-::- ::- :: ::::: ::::::::: :,: ::: u::u: >::-:-: -: -:-::: ·> 

Functional status was assessed on admission and within two days of 

discharge from the rehabilitation program and increased significantly from 68.08 

to 92.55 (t=-12.98, p=.000). 

As shown in Table 2, scores on the Geriatric Depression Scale decreased 

significantly from a mean of 9.8 with an standard deviation (SD) of 5. 7 4 to a 
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mean of 8.6 with an SD of 5.28, indicating a decrease in depression. Paired 

sample t-test was significant (t= 2.18, p=.034). Group means for the Self-

Transcendence Scale did not change significantly. Means decreased from 

48.56 to 48.51 (t= .06, p=.952). Perceived health did change significantly (t= -

7.06, p=.000) as scores increased from a group mean of 4.75 to 6.81. Results of 

paired sample t-tests are displayed in Table 2. 

Table 2: Comparison of admission and discharge scores on Functional 

Independence Measure {FIM). Geriatric Depression Scale {GOS). Self-

Transcendence Scale {STS). and Perceived Health {PH) by paired t-test {n=64). 

MEAN (SD) MEAN (SD) p 

FIM 68.08 (16.74) 92.54 (11.56) -12.98 .000 

GOS 9.8 (5.74) 8.6 (5.29) 2.18 .034 

STS 48.56 (6.11) 48.50 (6.809) .06 .952 

PH 4.75 (2.06) 6.80 (1 .929) -7.06 .000 
T•,n,r,nr.Jll)rJr.,rJI'.~.,.....,__.-,...,,,..._~.,.-.-. • ... 'lll)l :.r..-"Jl:tr11:Jr• • -.· -,. • .,,,.,.-.YXY •'.JoY o>:,,·,.y_,.y_..._._~_..y . -..,,-... ·.-,r..,,· Y •Y .••f ,rre »-.• X TIP?Yr -,r )I~ -" 

Thus, following a program of geriatric rehabilitation, there was an 

increase in functional status and a decrease in depression. There appeared to 

be no significant change in self-transcendence. In addition, there was a 



significant increase in perceived health. Visual comparisons of admission and 

discharge scores are displayed as follows. 

Figure 2. Visual comparisons of admission and discharge functional status, 

depression, self-transcendence, and perceived health 
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Research Question 2: Are admission depression, self-transcendence, perceived 

health, and social support predictors of discharge functional status after a 

program of geriatric rehabilitation? 

Pearson correlations and multiple regression techniques were used to 

answer the second question. Correlation coefficients between main variables 

were examined to explore possible relationships among variables prior to 
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evaluating predictors. The variables of depression, social support, perceived 

health, and self-transcendence were measured at admission and treated as 

predictors. The variable of discharge functional status was treated as the 

outcome variable. 

The following table displays the correlations among the main study 

variables. 

Table 3: Pearson correlations between depression, self-transcendence. 

perceived health,and social support at admission and functional status at time of 

discharge (n=64 ). 

· · · · Depression · Self- · Perceived Social Support Functional 
•••·· /.· · ... : .. · •... ··-•··. · .·. ·. _ ...... Transcendence .. Health Status 
- ..... .... • .. --· ~ ... .,. ...... . .. ·.,. · ... · ......... .. ...... -.,.., .. .,. ................ .,.., . .,. · ....... --·.,.,..,..,.,,.. .,._............... ._.,.;: ................................ .,..,._.,..,. -............. · ..... .-.. ................... -.... -..... . -................. .................................... .-.. .,. ............. .-.......................................... ~ .............. ...... ............ , ............................. _ _._. ...... .. .,. .. __ ........................... .,. .................................... ... . 

Depression 1 . O 

Self- -.42*** 1.0 
Transcendence 

Perceived -.32** .21 1.0 
Health 

Social -.19 .19 .01 1.0 
Support 

Functional -.02 .02 -.17 .28* 1.0 
Status 

* p<.05 

** p<.01 

*** p<.001 
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Since social support was the only main study variable that was found to 

have a significant relationship with functional status, regression analysis was 

done to determine if social support would emerge as a predictor when controlling 

for functional status at admission. 

Because the amount of physical functioning on admission has been 

identified as a significant predictor of functional improvement in other geriatric 

rehabilitation programs (Lineacre, Heinemann, Wright, Granger, & Hamilton, 

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

Wright, Hamilton, & Granger, 1994 ), the measure of functional status from 

admission was added to the equation. In the presence of admission functional 

status, social support was no longer significant. Functional status on admission 

explained 34 percent of the variance on functional status on discharge, a trend 

well-supported in the literature. In the presence of social support, functional 

status on admission explained 32 percent of the variance and social support did 

not add significantly to the explained variance. Results are displayed in Table 4. 
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Table 4: Discharge functional status regressed on admission functional status 

and social support (n=64 ). 
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Functional .38 .07 .55 4.8 .00 
Status .36 .34 14.09 .00 

Social 2.0 1.33 .18 1.56 .12 

,, Support------,,,,--,,--,,-.. -~-~,,,,,_,,,,,,-,,,,,,,,,,_,,,, 

Other predictors of Functional Status 

A correlation matrix was then used to determine what other potentially 

relevant variables might be identified as predictors of functional status, i.e. age, 

gender, length of stay and intensity and severity of illness. Medical indices of of 

severity and intensity of illness were not available. There was, however, data 

indicating the amount of illness or injury obtained during active duty for each 

patient, the percentage of which is an indicator of disability in the VA system. 

Gender was not added as a variable in this matrix, since the sample was 

predominately male. Length of stay was calculated for both the time in the 

rehabilitation program and the length of time the patient spent in the acute care 

setting prior to admission to the rehabilitation program. Thus, of the variables, 

disability rating, age, length of stay in acute care and rehabilitation, only length 

of stay in acute care was found to approach significance in correlating with 
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functional status (r=.20, p=.10). Correlational coefficients are displayed in 

Table 5. 

Table 5: Pearson correlations between Discharge Functional Status {DFS}i age. 

length of stay in rehab (LOS-R). length of stay in acute care (LOS-AC), and 

Disability Rating {DR} {n=64 }. 

DFR 

Age 

LOS-R 

LOS-AC 

DR 

* p<.10 
**p<.05 

1.00 

-.11 

-.12 

-.20* 

-.15 

1.00 

-.11 1.00 

-.18* .21* 

.14 -.20 

Applications of Geriatric Rehabilitation 

1.00 

-.20 

One of the debates central to geriatric rehabilitation is the use of the 

program for those patients who are not in need of an intensive program of 

rehabilitation, as might be necessary following CVA or orthopedic surgery, and 

those patients who are suffering from chronic health conditions such as COPD 

1.00 
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or cardiac insufficiency that are in need of general strengthening or endurance 

building. While the majority of patients in this study presented with diminished 

functional status and limited motor function, the distribution of scores on 

admission functional status was positively skewed, indicating that there were a 

number of patients who had moderate motor function and were in need of 

strengthening or conditioning only. 

A histogram of admission functional status is displayed in Figure 2. Bars 

represent scores on the FIM, with lower scores indicating poorer functional 

status and higher scores indicating better functional status. 

Figure 2. Histogram of admission functional status as compared to normal 

distribution curve. 

Admission Functional Status 
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Partitioning the sample by health condition resulted in subsamples that 

were too small to meet the conditions for parameter estimates. However, 46 

patients were admitted to the geriatric rehabilitation program because of a CVA, 

fracture, limb amputation, or orthopedic surgery, most predominately open 

reduction internal fixation (ORIF) of a hip. Since those patients required a more 

intensive program of rehabilitation than the remainder of the sample, Pearson 

correlations among the study variables were examined in this subgroup, 

excluding higher functioning subjects. The mean age for that group was 7 4 

years. Correlation coefficients for this subgroup are as listed in Table 6. 

Table 6: Pearson correlations between discharge functional status, and 

admission depression, self-transcendence, perceived health, and social support 

for those patients requiring intensive rehabilitation (n=46). 

; / n;:~na1 .. \DepresSion ·-.... T rans~!~dence _ _ P::::d ·-· .. _ $:~~;~ -
Functional 1.0 
Status 

Depression 

Self
Transcendence 

Perceived 
Health 

Social 

.00 

.03 

-.26 

.33* 

1.0 

-.43** 1.0 

-.48** .19 1.0 

-.22 .21 -.09 1.0 

_S_u..,,,,.,e~eo~rt-------~------- ------------~-------------------------------------------------------------------------------·--------------------------------· 
* p<.05 

** p<.001 
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Again, only social support emerged as a significant predictor of discharge 

functional status. 

ADDITIONAL ANALYSIS 

Depression and Self-Transcendence 

Because the analysis of the research questions consistently indicated 

significant relationships between admission self-transcendence and discharge 

depression (see Tables 3 and 6), relationships between these variables were 

analyzed more closely. 

Self-Transcendence was measured upon admission to the rehabilitation 

program and within two days of discharge. Pearson correlation coefficients were 

performed to examine the relationships of self-transcendence and depression. A 

significant negative correlation was found between the measure of admission 

self-transcendence and admission depression (r=-.43, p=.004) and admission 

self-transcendence and discharge depression (r=-.43, p=.006). In addition, 

significant negative correlations were found between discharge self

transcendence and admission depression (r=-.46, p=.003) and between 

discharge self-transcendence and discharge depression (-.67, p=.000). 

The destination of the patient at time of discharge, a measure of whether 

the patient is able to be discharged to his or her own home or transferred to an 

extended care facility, was also related to self-transcendence (r=.50, p=.001) at 

time of discharge. 
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Admission depression was inversely related to the admission perceived 

health (r=-.48, p=.001 ). Discharge depression was related to age (r=.32, 

p=.041 ), destination of the patient at discharge (r=.39, p=.014) and inversely 

related to perceived health (r=-.35, p=.029). 

Pearson correlations are displayed in Table 7. 

Table 7: Relationships among self-transcendence and depression at admission 

and discharge and perceived health. age. and discharge destination for those 

patients requiring intensive rehabilitation (n=46). 

.. • ................... · · · Admission .... Discharge Admission Discharge Age Perceived Discharge ·· 
< .. > >•· ......... ·· Self-Trans.~_< Self..;Trans ...... Depression ___ ... Depression .................. ....... Health .............. ~~~ti~~~~.!?,~ ...... . 
Admission 1.0 
Self-Trans 

Discharge .53*** 1.0 
Self-Trans 

Admission -.43** -.46** 1.0 
Depression 

Discharge -.43** -.67*** .75*** 1.0 
Depression 

Age -.06 -.20 .23 .32* 1.0 

Perceived .19 .21 -.48*** -.36* -.07 1.0 
Health 

Discharge -.20 -.50** .36* .39* .22 -.20 1.0 
Destination 

*p<.05 
**p<.01 

***p<.001 
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Admission self-transcendence, age, perceived health, and discharge 

destination were added to an equation to examine the extent to which they could 

predict discharge depression for those patients requiring intensive rehabilitation. 

Thirty four percent of the variance was explained by admission self-

trancendence, and age. Discharge destination did not enter. However, when 

the equation was controlled for admission depression, self-transcendence and 

perceived health were no longer significant, indicating shared variance. Results 

of the regression are displayed in Table 8. 

Table 8: Discharge depression regressed on self-transcendence, age, perceived 

health, and discharge destination for those patients requiring intensive 

rehabilitation {n=46). 

Self- -.25 .11 -.32 -2.22 .03 
Transcendence .38 .32 5.27 .00 

Age .19 .10 .26 1.88 .07 

Perceived -.69 .42 -.24 -1.64 .11 
Health 
Discharge 6.95 1.32 .21 1.49 .14 
Destination 
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In summary, a program of geriatric rehabilitation statistically increased 

functional status and perceived health and statistically reduced depression. 

Consistant with the literature, functional status on admission was the only 

significant predictor of functional status on discharge. However, depression and 

self-transcendence were significantly related to discharge destination, an 

additional marker of rehabilitative success. 

Additional analysis indicated that self-transcendence is a strong correlate 

and predictor of decreased depression. Depression was also correlated with 

age and inversely related to perceived health and discharge destination. 



CHAPTER V 

DISCUSSION 

Findings on each of the research questions and additional analyses will 

be discussed in this section in addition to study limitations and implications for 

future research. 

Research Question 1: What is the effect of a program of rehabilitation on the 

discharge functional status. depression. self-transcendence. and perceived 

health of older adults? 

This question was answered by use of a paired t-test. Participation in a 

program of geriatric rehabilitation appeared to have a positive effect on 

functional status and perceived health. 
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Until recently, rehabilitative services were not routinely offered to the 

elderly, particularly those with comorbid conditions. Since one of the principles 

of geriatric health care is the compression of mortality at the end of life (Granger, 

1986), the results of these findings support the more recent efforts to incorporate 

rehabilitative structures into all geriatric programs. According to the literature, 

rehabilitative gains occur despite precipitating illnesses or injury, a trend found 

in this study as well. A significant increase in functional status after a program 

of rehabilitation was noted for both the intensive rehabilitation group and those 

patients that were admitted primarily for strengthening and endurance building. 



The decrease in depression, although statistically significant, was not 

clinically significant, as both measures indicated extremely mild depression. 
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This may be a reflection of the generally optimistic environment the rehabilitation 

program as well as the length of time since the original injury or illness 

necessitating rehabilitation. The measurement of depression closer to the 

precipitating event is recommended. 

Self-transcendence did not change significantly. The nature of the 

concept is one of an emerging developmental resource in response to a 

changing context, and was thus expected to increase. Perhaps the concept is 

more stable than previously thought, at least within the context of a rehabilitation 

program. Despite the stability, given the significant decrease in depression and 

significant relationships between self-transcendence and depression at all 

measurement times, it is possible that self-transcendence acted as a moderator. 

This would be consistent with previous research in which self-transcendence 

was found to have a moderating effect on psychosocial resources and well-being 

(Coward, 1991 ). Further exploration of a possible moderating effect would be 

best explored in a situation in which the decrease in depression achieved both 

clinical and statistical significance. 
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Research Question 2: Are admission depression. self-transcendence. perceived 

health. and social support predictors of discharge functional status after a 

program of geriatric rehabilitation? 

Multiple regression techniques were used to answer this research 

question. The findings of this study were 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. Therefore it was unlikely that any one of these variables alone would 

emerge as a predictor of functional status. A variable was created to represent 

the additive effect of social support, perceived health, self-transcendence, and 

depression. That variable was found to have a positive correlation on discharge 

functional status (r=.38, p=.004). Further analysis of an additive effect is 

recommended in future studies. 

The variable of self-transcendence was examined in view of the 

surprisingly nonsignificant relationship between functional status and self

transcendence. Forty seven subjects (73 percent) had a mean score greater 
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than or equal to 45 on the STS. For those who scored above 44 on the STS, 

Pearson correlations were significant for admission self-transcendence and 

discharge functional status (r=.3260, p=.04). This finding of a significant 

relationship when less variability on self-transcendence may indicate a more 

accurate measure when outliers are removed or may be a reflection of central 

tendency. Further analysis was not pursued because of limitations of sample 

size and alpha slippage. At the least, these findings suggest the for those who 

score higher on the Self-Transcendence Scale, self-transcendence is predictive 

of discharge functional status. 

Self-Transcendence and Depression 

A previous study on self-transcendence and depression found an inverse 

relationship between depression and self-transcendence (Reed, 1986). In that 

study, depressed older adults consistently scored lower on self-transcendence 

than a group of mentally healthy older adults over three measurement periods 

and a causal tendency for developmental resources to effect depressive 

symptoms was found in the mentally healthy group. In the depressed group, 

there was a causal tendency for depression to influence self-transcendence. 

The results of this study support the significant inverse relationship between 

depression and self-transcendence, however, inferences to causality must be 

couched in the recognition that the patients in this study were not severely 
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depressed. The Geriatric Depression Scale defines depression with scores that 

are considerably higher than the distribution of means attained in this study. 

Regardless, self-transcendence may be predictive of minor depression or other 

depressive symptomatology not severe enough to qualify as Major Depression. 

Limitations of study 

The use of secondary data sets, although economical (Gleit & Graham, 

1989), has its disadvantages. The nature of a secondary data analysis lends 

itself to concerns over how the data was collected. The information of interest is 

frequently collected in units of analysis that cannot be altered and the fit 

between available data and the research question may be uncertain (McArt & 

McDougal, 1985). 

The variety in the range of scores indicating functional status among 

patients enrolled in an intensive program of rehabilitation and those patients who 

are suffering from chronic health conditions that are in need of general 

strengthening 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. 

Approximately one-fourth of the patients in this study were of Hispanic 

origin, yet the instruments used in this study were not evaluated for use with this 



population. Although the instruments demonstrated appropriate reliability 

coefficients, review of the literature should have been more comprehensive. 
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Types of illnesses or antecedents to rehabilitation were not clearly 

identified in this study. Measurements of comorbidity were grouped by 

procedure, rather than health condition. All amputations were classified as 

orthopedic, even those resulting from peripheral vascular disease or diabetes, 

resulting in the inability to differentiate comorbidities to examine their influence 

on functional status. In addition, medical indices or measures of severity and 

intensity of morbidity were unavailable. 

Implications for Further Research 

The role of the caregiver is pivotal to success in geriatric rehabilitation as 

the patient adjusts to living with a disability or compromised physical status. 

However, the multidimensional costs of caregiving have not been studied 

extensively (Sayles-Cross, 1993). Social distance measures the grades and 

degrees of sympathetic understanding in relationships and may have utility in 

the promotion of developmental resources. Inclusion of primary caregivers into 

a study of rehabilitation outcomes may provide useful information. 

In addition, the social support instrument used in this study had not been 

validated for use with different ethnic groups. The construct of social support 



likely varies dependent upon cultural influences. Validation of the instruments 

used in this study for a Hispanic population would be worthwhile. 
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Further exploration of discharge destination may provide useful 

information. Upon successful completion of the program, the patient returns to 

his or her home. In the case of suboptimal rehabilitation outcomes, the patient 

may be discharged to an extended care facility. However, many extended care 

facilities now offer rehabilitation services and it is conceivable that the individual 

may continue to progress in an alternate setting. Additionally, little is known 

about the maintenance of gains over time following successful rehabilitation. A 

longitudinal evaluation of maintenance of rehabilitative gains may provide useful 

information. 

Further questions that may be explored include: 

1. What moderating role may self-transcendence play in geriatric rehabilitation 

to decrease depression? 

2. What gender differences exist in health outcomes of geriatric rehabilitation 

programs? 

3. What relationships exist among functional status, depression, and self

transcendence between individuals who have successfully completed a 

program of rehabilitation and those who have not? 

4. What is the effect of a program of rehabilitation on older adults in decreasing 

uti I ization of health services? 
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Conclusions 

A program of geriatric rehabilitation has demonstrated utility in increasing 

discharge functional status among older veterans. In addition to increasing 

functional independence, perceived health appears to be enhanced in the 

context of a program of intensive rehabilitation. The amount of functional status 

on admission to such a program tends to predict the amount of functional status 

upon completion, regardless of diagnosis or comorbid conditions. 

Additional analyses indicated the role of self-transcendence as a strong 

correlate and possible moderator of decreased depression. Depression was 

also correlated with age and inversely related to perceived health. The 

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

to his or her own home or to a skilled nursing facility, was also inversely related 

to depression. Further studies of the relationships between depression, self

transcendence, perceived health, and functional status in this population are 

recommended. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL 



Coll<'gt' o( Nu~mg 

April 7. 1995 

~v1s . Susan Saboe. BSN. RN 
Master· s Student 

TH£ UN!VE.R5ITY Of 

ARIZONA 
H£ALTI-i Sc1£NCE.S CE.NTt.R 

1:'" .e.:--a.; 

University of Arizona College of Nursing 
Tucson. AZ 85745 

Dear Susan : 
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Tucson. AriwN s;n1 
(t,02) 626-6154 
FAX 160::'.) 1>2&-221 I 

Your request to complete a secondary data analysis of the data collected by Dr. Judith Forker has 
been approwd by the Office of Nursing Research . 

We wish ~ ou success with your research . 

z:~~!Lfr 
Leanna J. Crosby, DNSc. RN 
Director of Intramural & Laboratory Research 

LJC/ga 



Department of 
Veterans Affairs 

Date September 9, 1993 

From Research Service (151) 
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Memorandum 

suoi Secondary Data Analysis From Dr. Judith Forker's - #0002 
Entitled "Health Outcomes Of A Geriatric Rehabilitation Program" 

To Sue Saboe, R.N. (NHCU West) 

1. Your request for Human Subjects Exemption for secondary 
analysis on the protocol listed above was approved by the R&D Committee on August 25, 1993. 

2. No number or assignment was given to this request for exemption owing to the secondary analytic nature of the request. 

Murray A. Kaz, M.D. 
ACOS/Resear 
Executive Secretary 
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/. 
EXHIBIT5A 

FUNCTIONAL INDEPENDENCE MEASURE 

1 ~lele Jode~nden~ (1imely, Safety) NO 
e Moo;riod Independence (Device) HELPER 

L M odlflod De pe nde ne. 
E I S~lon 
V 4 Minfmaf AssJsl (SubJ&ci • 75%+) 
E t Moderate Assist (SubJect • 50%+) HELPER 
L 

Complete Oependenc. s 
2 Ma:dmal Assist (SubJoct • 25%+) 
I To«al Assist (Subloct • 0%+) 

~_Ml ADMIT GOAL OISCHQ 

F~UP A. E'.aling 

~ ~ ~ 
B. Grooming 
C. Bathing 
D. D<esslog-Upp« Body 
E. Oresstng-lowe< Body 
F. T0<1eting 

s~ 
i 

O. Bladder M~m&ol 

\ 
H. Bowel Management B B B B 

I MQb lllty!Tra osftc 
I. Bed, Cha~. Weelchaw § § § § J. ronee 
K. Tub, Showe, 

loco mo~ 

'EB LW~ ~ :EH IE:{3 
M. Sta1tl 

~mrmmkallog 
N. Co~eheoslon im im m UE 0. Expresston 

~.gnlt[QQ 

§ § § § P. Social lnteradJon 
O.Probrem~ 

., R.Memo<y 

TOTAL CJ CJ CJ CJ 
ADMISSION OATI IMPIJRMENT OROUI' 

DISCH.A.ROE OATI MAM! 

fOllOW-UP OATI u., 

• 39 

Copyright 1990 Research Foundation - State University of New York. Used by 
permission. 
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Choose the~ answer for how rou-fclt o~r the pa.st week 

I. Arc you baskally satisfied with your life? ..... . .......... . ...........•..........•....... 
2. Have you dropped many of your activicies and interests? 
J. Do you fed that your life is empty? 
4. Do you often get bored? 
S. Arc you hopeful about the future? .....•••.............................•............... 
6. Arc you bothered by thoughts you can't get out of your head? 
7. Arc you in good spirits most of the time? 
8. Arc you afraid that somcthina bad is going to happen to you? 
9. Do you feel happy most of the timd 

10. Do you often feel helpless? .......................................................... . 
11. Do you often get rcstle~ and fidgety? 
12. Do you prefer to stay at home, ratha than going out and doing new things? 
I 3. Do you frequently worry about the fwwe? 
14. Oo you feel you have more problems with memory than most? 
IS. Do you think it is wonderful to be alive now? •.....•........•... • •...••••.•........•...•• 16. Do you often feel downhearted and blue? 
17. Do you feel pretty worthless the way you arc now? 
18. Do you worry a lot about the past? 
19. Do you finp life v~ry exciting? 
20. Is it hard for you to get started on new proj~ts? .........................•.........•....• 21. Do you feel fuJI of energy? 
22. Do you feel that your situation is hopdcss? 
B. Do you think that most people arc beucr off than you arc? 
?4. Do you frequcnrJy get upset over little things? is. Do you frequcn,Jy feel Jil~ crying? ••.•..•.•....•.•••..•.•••.......•••..••.....••.•.•.. ~6. Do you have troubf~ cocta-ntratin1? 
!7. Do you enjoy getting up in the inomin&? 
!8. Do you prefer to avoid social ptbttinp? 
!9. Is it easy for you to make decisions? 
10. Is your mind as clear as it used to bd 

yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes I no 
yes/ no 
yes I no 
yes I no 
yes I no 
yes I no 
ycs I no 
ycs I no 
yes I no 
yes I no 

Yesavage, J., Brink, T., Rose, T., Lum, 0., Huang, V. , Adey, M., & Leirer, V., 
(1983). Development and validity of a geriatric depression screening scale: A 
preliminary report. Journal of Psychiatric Research, 1I(1 ), 37-49. 
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c.~~o. ---

S<l/ · TN nsa a & OC'f So \c 

DtRECllONS: P1c.ue indic~tl ~ w.cnt ';O which wh itl?'_bdow ~n~ t°"· 'Jl.(rc a.re no 
n,hl or W1on& ll'ls .. cr1. I a.rn ll\ltrt.St.cd U\ )'Our fru\k op1ruon. At )()I.J rt~r.d to tlch ittm 
lhl/\k or how rou ~ rovn(l( ~OJJLJ.ih, Circle the numkc tN.t II t.N t,.w rcs~r.~ 
(or )'OY, 

AT TlflS TIME OF MY~ NOT AT VERY \'UY 
I SEE MYSELF AS: . ALL_ LITilE SOMEJ\'HA I M1J.CH 

I. Hivini hobbiu or intm . .stJ I I 2 , 4 
OJ'\ tl'1J01, 

2. Ac<cptil'& mi~I( 11 I crow o!~u. 2 ) 4 

3. &in, uwohcd with olhel ~p1e 2 , 4 
or my rommuruty v.·kn pow'ble. 

... Adjuslin& pooclf ...to retue.mtl\t l 2 3 4 
or co my prew,t life ritv.ltiOft. 

,. Adjustini lo tJ\e chl/\gcs ii\ my 2 ) ' physiuJ 1bititic.s. 

6. Sharln~my wi~om oc openu~ 2 , 4 
with o en. 

7. firJ :r.& rr,c.2.."i:~, in rr,y p..ut 2 3 4 
c ,;--:r:l!n,ts. 

8. H~lping )'Oun,cr prople or olhm 2 3 4 
in ~me w1y. 

9. Having an lntm.st in eootinvin& 2 3 4 
to Je.un about thin&I. 

10. Puttin~ uide some thiti&t Cw I I 2 , 
' O<K.C ou,ht wuc ,o Im~ 

II, Acoeptin& &.lrh as a part ol li(e.. I 2 , • 
12. F'Lnd"ln, ~ n& IA my tptritu.al 

bcUdt. 
I 2 , 4 

13. Lettin& ~fl Mp me w~ I m&J 
n«d k.. 

2 , 4 

J.C. EtljO)'U'tl my pa<."t o( life.. I 2 , 4 

lj. Dwc1tin& on my pa5t unmd dreams I 2 , 4 
or ,ooa. 

°fhAl'\ )'OU Yery mlXh (ot compleun, \}\('~ qutstions. PJc..u.e red r,c-c to Ust bdow or 00 L•-e Nck 
M'f 0~1cr inuu lhit are impc,ru.tlt to you at this time of )Our life l•~, -ere r,)( Lr~ ;~,: ,c 

-------
0T~~,H~ --------·-----

Copyright 1987 Pamela G. Reed. University of Arizona College of Nursing. 
Tucson, Arizona. 85721. · 
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Code No. 

Self-Report of Health 

Circle the number h i h 
sow ng ow you rate your present health. 

10 indicates excellent health; s indicates average health; and 

0 indicates poor health. 

0 1 2 3 4 5 6 7 ' 9 10 

Self-rated health questionaire used to measure Perceived Health for a program 

evaluation at the Geriatrics and Extended Care Center of the Tucson VA Medical 

Center. 



MOS $«id Swpp«t ~1 

'\ut ut some QUe$lion1 about lhc S\Jpport that is ava.il1bk to )'°"-
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Code No. 

1. About how many ck>tc (ri(ndJ and dose ~tativcs do yov haw (peopk yo\l fed at tue with and can tafk lO 
about what is on yout rrundl'! 

Write ie aumbct o( clo~ fri(nds and [I] dose re 11 ti YU: 

Ptoptc somctime1 look to othm ror companionship. usisunce. or other types or support How onen is ~cb 
"' the followina kinds ot support available to you if you a«d ic! 

(Circle One Number On Each Lioc) 

None A Littlt Some MOiC 
o( 11M of the of the or the 
Time Tmit TU'l'wt Time 

' Someone to help )'OU it )'OU ~-ere con ti~ to bed ..... I 2 ) ' -· .. Somrone ~-ou can count on to listen to you when you ·' 
netd to talk ................................................................. 2 J ' 

4. Someooc to J>Ve you aood advice about a aisil ........ I 2 J 4 s. Som¢0oe to ule you to the doe1or if you o«ded it I 2 , 4 

6. Somcooc 111'bO show1 you love and a.Jf ection .............. 2 ) 4 
7. Someooc to ba\·e a aood time with .. .......................... 2 J ' •• Someone to J>VC you information to help you W>dcr· 

stand a situation .......................................................... 2 J 4 

9. Someooc to cootide ia or talk to about youncl( or 
your probkms ............................................................. 2 J .. 

10. Somrooc lfbo hup you ......................... ..................... 2 ) 4 
11. Somrooc to ,ct toiethcr v,·it.h for rcluation .............. 2 J " 12. Someooc ro prepare your m~s if you were unable to 

do it you.rsic:U' ............................................................... 2 ) ' 13. Socneooc .. -~ advict )'OU rully want... ................... 2 l ' 14. Somrooe to do trunp with to help you aet )'Out miod 
otr t.h.jnp _ ................................................................... 2 J ' IS. Somcooc to help with d.a.iJy chores i( you were ~t 2 , 

' 16. $omCQDe to Wre )'Out m~ private wonie-s and (CIJ'I 
witla ..... ---•••••••••••••••••oo•••••••H•""•"••••••"•••••••••oo•-••• 2 J 4 

11. Sor::oteoe to turu IO ror sua,cstions a bout how to deal 
'fritll I pcrtoul problem .... -.... - ............................. _ I 2 , 

' II. Someooe &o do somethina ffljoyablc .;.i. ........... .-.- I 2 J ' 19. Someooc wbo undmlll>ds yow tobktna .............. _ I 2 J ' 20. Someone lO 1oYe U>d make you ed nnted .: ........ _ I 2 J 4 

Sherbourne
1 

C.D., & Stewart
1 
A.L. (1991 ). The MOS social support survey. 

Social Science & Medicine, 32(6)1 705-714. 
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__ ./ 
Code number 

Date o! admission 

Gender 

Enrolled in G.E.K.? 

Hospitalized in 
past year 

DEMOGRAPHICS 

( l) Ma le 
(2) Female 

( 1) Yes 
(2) No 

( l) Yes 
(2) No 

>.ge 

Number of times 
Total LOS ---

Primary diagnosis (1) CVA 
(2) other neuro/syncope/tumors 
(3) Pulmonary/COPD/pneumonia 
(4) Cardiac/CAD/CHF/PVD/HTN 
(5) Ortho/fractures 
(6) Renal/ESRD 
(7) Endocrine/Diabetes 
(8) Urology/BPH 
(9) Other-----------

Secondary diagnosis (1) CVA 
(2) other neuro/syncope/tumors 
(3) Pulmonary/COPD/pneumonia 
(4) Cardiac/CAO/CHF/PVD/HTN 
(5) Ortho/fractures 
(6) Renal/ESRD 
(7) Endocrine/Diabetes 
(8) Urology/BPH 
(9) Other-----------

Does pt live alone (1) Yes 
(2) No 

Composition (1) Lives alone 
(2) Spouse only 
(3) Spouse and others 
(4) Others only 

Discharged to (1) Private home 

Discharge date 

Actual LOS 

(2) Comrounity nursing home 
(3) Boarding home 
(4) Other -------

Demographic questionaire used for program evaluation of the Geriatrics and 

Extended Care Center of the Tucson VA Medical Center. 
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