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ABSTRACT 

This study examined the presence of depression and life satisfaction in the elderly 

living in residential care facilities and the effect of pet therapy. A Solomon Four-Group 

design was used in this study. Two puppies were taken in to the homes for an hour a 

week for six weeks. Demographic and pretest data were obtained prior to the 

intervention. Posttest data were obtained once the intervention was complete. After an 

extensive review of the literature, no studies were found in residential care facilities, as 

defined by the State of Arizona, examining the relationship of depression, life 

satisfaction, and pet therapy. The results of this study did not show a statistically 

significant relationships between pet therapy, depression and life satisfaction in the 

elderly living in residential care homes. However, the study did indicate a high 

prevalence of depression in the facilities and the need for further research. 



CHAPTERl 

Introduction 

Imagine living in the same house for 30 or 40 years. Imagine raising your 

children in this house. Imagine having a life-time collection of various belongings. 

Then, one day, you can no longer care for yourself completely. Imagine you must agree 

to be placed in a residential care home. Imagine you are told you will be able to bring a 

chair and some clothing with you. Imagine you are taken away from everything that has 

been close to you, including your pet. 

Personal belongings of the elderly are relinquished when they enter a nursing 

home (Gammonley & Yates, 1991). Frequent reactions of the elderly to this 

relinquishment include depression, helplessness, disorganization, or rapid deterioration 

(Gammonley & Yates, 1991). A variety of maladaptive psychological responses and 

physiological problems may be displayed after admission in response to the changes in 

the patient's mobility, pain, or sensory awareness (Gammonley & Yates, 1991). The 

social structure in a nursing home is also different from a home environment. Social 

structure in a custodial institution tends to perpetuate and exacerbate the deficiencies that 

brought the residents there in the first place (Corson, 1980). A vicious cycle of 

debilitation, social degradation, and dehumanization can be established (Corson, 1980). 
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Historically, humans and animals have existed in harmony for thousands of years. 

This is evidenced by cave paintings of extinct civilizations and the entombment of cats 



with their owners in ancient Egypt (Gammonley & Yates, 1991). Florence Nightingale 

noted the use of animals and the positive impact they had on human health as early as 

1860 and carried her pet owl in her pocket as she made rounds (Carmack, 1991 ). 

However, despite Nightingale's early work, contemporary nursing has been slow to 

recognize the benefits animals have on the health and well-being of people because the 

topic was not addressed in the literature until the 1980's (McMahon, 1991). 
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The literature has a plethora of information about the effects animals have on the 

well-being of the elderly. It is evident from the literature, however, that nursing has not 

embraced the concept of pet therapy and integrated it into the care of those who have 

been disassociated from their loved ones and their homes. This study focused on whether 

weekly domestic animal visits have an effect on depression and life satisfaction among 

the elderly living in residential care homes. 

Statement of the Problem 

The effects of depression can be devastating for older adults. Depression can 

make older adults less attractive to family and care givers and increase the risk of abuse, 

suicide, and premature institutionalization (Dorfman, Lubben, Myer-Oakes, Atchison, 

Schweitzer, De John, & Matthias, 1995). Some estimates state that 30 percent to 50 

percent of all older adults have a period of depression that seriously impedes their 

functioning (Veith, 1995). It is also estimated that 11 percent of this depression goes 

undetected (Beers, Fink, & Beck, 1991). Only 25 percent to 30 percent of the depressed 



elderly seek help and have their disorder diagnosed (Schulberg & McCelland, 1987). 

Since persons over the age of 65 currently represent 13 percent of our population, 

depression in the elderly is a significant problem (Veith, 1995). The chance of an elder 

becoming depressed is magnified on a admission to a long term care facility (Veith, 

1995). 

One viable intervention for depression is the introduction of pet therapy to the 

elderly living in residential care homes. The intent of this study was to determine if a 

relationship exists between weekly domestic animal visits, depression, and life 

satisfaction among the elderly living in residential care homes. 

Significance of the Study 
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At the time of this study, there were approximately 200 residential care homes for 

the elderly in Tucson with a population of 2000 individuals (personal communication 

with Robert Ohlfest, Pima County Health Department, December, 1995). There have 

been only sporadic pet therapy programs in Tucson, therefore, it is important to study the 

impact of a pet therapy program in the greater Tucson area. 

The prevalence of depression in the elderly ranges from 15-40%, depending the 

source used (Veith, 1995). The elderly who are healthy and living independently in the 

community have a rate of depression around 15% with about 3 % meeting criteria for a 

major depression (Veith, 1995). For institutionalized elderly, however, the rate of a 

major depression can be from 20% to 40% with the highest rate being in post CVA 
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( cerebral vascular accident) and MI (myocardial infarction) patients (Veith, 1995). For 

the elderly living in a chronic care setting, the rate of depression is variable, ranging from 

15% to 25% (Veith, 1995). Regardless of what source is used, depression in the elderly 

is a major problem. 

Depression can be viewed as ineffective adaptation. Previous research has 

indicated that pets have an effect on the psychological well being of the elderly. With the 

introduction of pets to a residential care home, effective adaptation may be facilitated, 

thereby, decreasing depression and improving life satisfaction. While pet therapy and 

depression have been studied in nursing homes, the unique component of this study was 

its focus on a particular living arrangement available to the elderly, residential care 

homes. 

Living arrangements for the elderly can be thought of as laying along a continuum 

from independent living in one's home to total care in a nursing home (Streib, Folts, & 

Hilker, 1984). Approximately 80% to 90% of the elderly live in conventional housing, 

including houses, condominiums, and apartments. This type of living arrangement is 

considered to be least supportive to the elderly (Streib, Folts, & Hilker, 1984). Further 

down the continuum and more supportive arrangement for the elderly are retirement 

mobile home parks, retirement villages, shared living homes, and board and care homes 

(Streib, Folts, & Hilker, 1984). Boarding homes and similar facilities are often operated 

for a profit and provide some personal care. They are not licensed in some states and 
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quality of care can be an issue. Shared living homes consist of individuals living together 

who are unrelated and unable to live independently, but do not require institutional care 

(Streib, Folts, & Hilker, 1984). Life care facilities offer self-sufficient living to acute or 

chronic nursing care in one location. These are not permitted in all states and involve a 

considerable investment (Streib, Folts, and Hilker, 1984). This study focused on 

residential care homes for the elderly, which are state-licensed, privately owned facilities 

that provide supervisory, personal, and/or custodial care (State of Arizona, 36-447.01). 

Ten individuals are allowed to live in these facilities at one time, however, the average 

census is approximately seven (Personal conversation with Nancy Anderson Referral 

Service, February, 1996). 

A description of the typical residential care home is 3 to 4 bedrooms, a family 

room, a dining room, and kitchen. One toilet is required for every 6 residents and one tub 

or shower is required for every 10 residents. A bedroom may have 3 beds in them if the 

usable space for each resident is 60 square feet, and a private room must have 80 square 

feet of usable space for each resident (State of Arizona, R910-1311 ). All residents are 

required to have a private, secure storage space for clothing and personal effects (State of 

Arizona, R910-1312). Residents are encouraged to bring their favorite chair to be placed 

in the family room (Personal conversation with L. Wright, February, 1995). The home 

and yard must be maintained by the owner and meet all local ordinances on building and 
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fire codes and zoning requirements before a license is issued by the state. An inspection 

is done annually by the state (State of Arizona, R9-10-1313 ). 

The residential care home must have a governing authority consisting of one or 

more persons responsible for administration and organization of the home, initiating 

written policies and procedures, determining home rules, insuring compliance with state 

laws, rules and local ordinances (State of Arizona, R9- l 0-1302). The governing body 

appoints a full-time manager ( 40 hours/week) who is trained and certified in residents 

rights, hands-on care of the elderly, disabled and physically handicapped, nutrition and 

food preparation, caring for confused individuals, pharmacology of medications 

commonly prescribed for adults, care plan development, fire safety, and business 

practices and record keeping (A.R.S. 36-448.11 ). Care givers must also receive 

instruction in those areas (State of Arizona, R9-10-1303). The manager and appropriate 

staff maintains current certification in approved first aid training and cardiopulmonary 

resuscitation (A.R.S. 36-448.11 ). Personnel are employed to provide supervisory, 

personal and custodial care set forth in the residents' care plan, and to provide care 24 

hours a day, housekeeping and maintenance service, food service, and assistance with 

evacuations that are safe and timely during emergencies (State of Arizona, R9-10-1304). 

Purpose of the Study 

The purpose of this study was to determine the effect of pet therapy on life 

satisfaction and depression among the elderly living in residential care homes. Within 
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Roy's model ( 1984 ), depression is an ineffective adaptation. This study was designed to 

determine if the introduction of pet therapy into these facilities assists in promoting 

effective adaptation to the environment of residential care homes. 

This study was designed to answer the following questions: 

1. Do elderly who participate in pet therapy have a greater perceived life 

satisfaction and exhibit less depression than those who do not participate 

in pet therapy? 

2. Based on clinical observation, what is the effect of puppies on group 

interaction? 

NULL HYPOTHESIS: There is no statistical significant difference in life 

satisfaction and depression between those who receive pet therapy and those who do not 

receive pet therapy at the 0.05 level based on the scores of the Geriatric Depression Scale 

and Life Satisfaction Index-Z. 

ALTERNATE HYPOTHESIS: There is a statistical significant difference in life 

satisfaction and depression between those who receive pet therapy and those who do not 

receive pet therapy at the 0.05 level based on the scores of the Geriatric Depression Scale 

and Life Satisfaction Index-Z. 
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Definitions 

1. Pet Therapy was defined as taking two puppies into two of the residential 

care homes for an hour a week on Saturday mornings by the principal 

investigator. The residents held, petted, and interacted with the puppies. 

2. Life satisfaction is contentment with the way one is spending his/her life, 

as measured by the Life Satisfaction Index-Z (1961). 

3. Depression is an ineffective adaptation characterized by an alteration in 

mood including a negative self-concept associated with reproach and 

blame, regressive and self-punitive wishes, and vegetative and activity 

level changes as measured by the Geriatric Depression Scale (1983). 

4. Residential care home is a state-licensed, privately owned facility, defined 

by the State of Arizona as, "residential care institutions that provide 

supervisory care, personal care or custodial care services to not more than 

ten adults who are unrelated to the manager or owner of the home and who 

require the assistance of no more than one person to walk or transfer from 

a bed, chair, or toilet but who are able to self-propel a wheelchair (State of 

Arizona, 36-447.01). 

5. Elderly is defined as those persons over the age of 65. 
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Summary 

Nursing has not embraced the concept of pet therapy in care planning for the 

elderly and pets are not usually part of the residential environment. Consequently, it 

would behoove the nursing community to study the effects of pet therapy so that pets can 

be incorporated into the nursing and medical frameworks of elder care. 

Pet therapy is a viable, low-cost nursing intervention that may improve life 

satisfaction and decrease depression in the elderly. Although, the prevalence of 

depression in the elderly has been widely studied, no available studies related to the 

prevalence of depression in the elderly living in residential care homes as defined by this 

study. 

The problem for this study has been identified as depression in the elderly living 

in residential care facilities affecting their quality of life. The purpose of this study was 

to determine whether the intervention of pet therapy had a positive effect on depression 

and improved life satisfaction of the elderly participants living in a residential care 

facility. 
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CHAPTER2 

REVIEW OF THE LITERATURE 

Introduction 

Research indicates the presence of animals can have positive influences on the 

physical and mental health of people (Davis, 1990). The primary concern of mental 

health for this study is the prevalence of depression in the elderly. Davis (1990) indicates 

the prevalence of depression in the elderly is 50%, while Brodarty (1993), reports the 

prevalence of depression in persons aged 65 and older is around 15%. According to 

Brodarty (1993), the prevalence of depression of inpatient elderly persons and those 

living in residential care homes is "significantly higher" than 15%. 

Depression 

Depression, according to Butler and Lewis (1995), is the most common emotional 

disorder of late life. Butler and Lewis (1995) indicate the prevalence of depression in the 

elderly is about 20% and the degree may range from mild to severe. Depression 

interferes with the person's happiness and sense of well-being and may complicate the 

treatment of co-existing medical conditions (Butler & Lewis, 1995). Compared to others, 

older depressed persons display more somatic complaints, are more socially withdrawn, 

and have memory disturbances (Butler & Lewis, 1995). 

Brodarty (1993) indicates that community surveys show the prevalence of 

depression is 14% to 15% in the population over the age of 65. Of these, 4% have a 
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major depressive disorder or depressive illness, 6.5% have dysphoria or feelings of 

depression secondary to other health problems and 4.5% have simple or senile dysphoria 

(Brodarty, 1993). In chronic care settings, rates are variable, with a general prevalence of 

15% to 25% (Veith, 1995). The incidence of depression in the elderly is equal among 

men and women (Veith, 1995). 

Approximately 15% of the elderly with depression ultimately die from suicide 

(Veith, 1995). The suicide rate for the general population, in 1988, was 12.4/ 100,000, 

whereas, the suicide rate for the 80 to 84 year olds was 26.5/100,000. Suicide among the 

elderly is so serious, it could be considered an epidemic (Yesavage, 1992). The highest 

rates of suicide occur in white males, over the age of 75 (Veith, 1995). The risk factors 

for suicide include being over the age of 75, white, male, divorced or separated, substance 

abuse, and having a medical disability (Veith, 1995). More than three-fourths of the 

suicidal elderly had visited their primary care physician within a month of their suicide 

(Veith, 1995). 

Several diagnostic obstacles are related to depression. These include ageism and 

cultural biases about normal aging, co-existing psychosocial stress and functional 

disability, coincidence of a medical disease and medication complicate the diagnosis and 

treatment of depression (Veith, 1995). Depression can co-exist with dementia and 

specific physiologic diagnostic tests are not available (Veith, 1995). Health care 

providers and the elderly tend to focus on somatic concerns and the elderly do not seek 



psychiatric care (Veith, 1995). Less than 10% of those that need care receive treatment 

(Veith, 1995). 
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Depression in the elderly is often masked, making it difficult to detect and 

creating a danger of inappropriate treatments (McHorney & Mor, 1988). Many elderly 

present somatized complaints that may be treated without uncovering the underlying 

depression (Dorfman, Lubben, Mayer-Oaks, Atchison, Sweitzer, DeJohn, and Matthias, 

1995). Clinical indicators of depression may easily be overlooked because of the myriad 

of diseases affecting this age group (Y esavage, 1992). However, the elderly are frequent 

users of health care services and this does offer the provider multiple opportunities to 

recognize depressive symptoms (Yesavage, 1992). 

Multiple losses associated with old age may be a predisposing factor of 

depression in the elderly. These include the loss of occupation, income, companionship, 

social status, vigor, and physical health (Casey, 1994). The loss ofloved ones through 

death and relocation are particular sources of stress and contributes to the depression in 

the elderly (Casey, 1994). Many elderly refuse treatment for depression because of the 

stigma associated with it (Butler & Lewis, 1995). 

According to the Diagnostic and Statistical Manual of Mental Disorders IV 

(DSM-IV, 1994), five or more of the following symptoms must be present for nearly 

every day for a two week period for a diagnosis of major depression to be made: 



depressed mood 

markedly diminished interest in most activities 

significant weight loss or gain 

insomnia or hypersomnia 

psychomotor agitation or retardation 

fatigue or loss of energy 

feelings of worthless ness or guilt 

diminished ability to think or concentrate 

recurrent thoughts of death or suicide 

(Diagnostic and Statistical Manual of Mental Disorders, 4th ed., 1994) 

Depression can be diagnosed if these symptoms are not due to an organic factor or 

bereavement (Veith, 1995). 
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A milder form of depression, called dysphoria, may also cause problems for older 

adults. The symptoms are less severe but may interfere with daily functioning. The 

symptoms include: low self-esteem, poor concentration, difficulty making decisions, 

overeating or poor appetite, low energy, insomnia or hypersomnia, and feelings of 

hopelessness (Butler & Lewis, 1995). 

Depression and Demo2raphics 

Demographic information is important to obtain in this study because depression 

and mortality are increased among minorities, people who are not employed, people 
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whose education and income are low, and people who are not married (Mirowsky & 

Ross, 1992). Marriage, employment, earnings, and family income all reduce depression 

(Ross & Huber, 1992). In a study by Mirowsky and Ross (1992), depression is lowest in 

the 30 to 59 year olds and is somewhat higher in age groups immediately above and 

below and the broad middle-age groups, however, depression is the highest in the oldest 

age groups. The results indicated that persons 80 years old and older report the highest 

depression and those 70 to 79 report the next highest level of depression (Mirowsky & 

Ross, 1992). They also found that people with lesser education were more depressed 

(Mirowsky & Ross, 1992). Lower education accounts for as much as 41 % of the rising 

depression and Mirowsky and Ross (1992) suggest that the more educated an elder is, the 

better life they may have provided for their offspring. 

Life Satisfaction 

Life satisfaction is defined as contentment with the way one is spending or has 

spent his/her life (Francis & Munjas, 1988). James and Davies (1986) determined that 

depression in later life is difficult to diagnose and life satisfaction measures may be more 

accurate indicators of affect and subjective well-being in the elderly. Park and 

Vandenberg ( 1994) determined in their study that good health, involvement in social 

activity, and the presence of a confidant were important factors in determining life 

satisfaction in the elderly. 
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According to Park and Vandenberg ( 1994 ), both formal and informal involvement 

with social activity are important. Formal activity is participation in a group with a 

formal agenda. Informal activity includes engagement in unstructured activities with 

family and friends. It was unclear to Park and Vandenberg (1994) if the morale-boosting 

effect of the informal activity was due to a general interaction with family and friends or 

whether it was due to the presence of a confidant. 

Research indicates that having a close confidant, either in family (Farakhan, 

Lubin, and O'Connor, 1984), or non-family (DeMeillier, 1982), enhances life satisfaction 

and decreases depression. Having a close support of another has been found to be the 

most important variable involved with life satisfaction (Levitt, Clark, Rotton, & Finley, 

1987). Chappell (1987) reports that about 16 percent of the elderly do not have a 

confidant. According to Chappell (1989), living alone, not being married, having no 

companions, and the combined indicator living alone plus having no confidant are all 

related to expressions of less happiness with life and lower life satisfaction scores. 

Pet Therapy 

Brickel (1984) reports a significant reduction in depression among participants 

who were given access to a pet during treatment sessions as compared to those who were 

not involved with a pet during treatment. Francis (1985) introduced the use of pet 

therapy to residents living in a psychiatric residential care home. This study revealed a 

statistically significant difference between the control group and the experimental group. 
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Nine indicators were used to measure quality of life in this study. They included: social 

interaction, psychosocial function, life satisfaction, mental function, depression, social 

competence, psychological well-being, personal neatness, and health self-concept. Of 

these nine indicators, seven improved significantly with pet therapy. The only variables 

that did not change were health self-concept (t=l.30; p=.21) and personal neatness 

(t=l .93; p=.07). 

In 1986, Francis and Munjas introduced the use of self-selected plush animals in a 

nursing home setting to determine if there was an effect on psychologic well-being, 

mental function, life satisfaction, psychosocial function, health self-concept, and 

depression. When critics questioned the positive results they had from their study, 

Francis and Munjas (1986) repeated the study. In the first study, all variables showed 

significant improvement except health self-concept. However, in the second study, all 

variables were significant at the 0.05 level. 

Fick (1993) studied the effect of the presence and absence of a dog on the 

frequency and types of social interactions of a nursing home population during group 

therapy sessions. The results of her study indicated that the presence of a dog provided a 

comfortable environment that "was conducive to the therapeutic goal of facilitating social 

interactions within the group" (Fick, 1993, pg. 532). Fick (1993) concluded that a dog 

can increase social interactions and improve the social climate of an institution, therefore, 

improving any group process or therapy that takes place. Fick (1993) states the elderly 



often withdraw from social activities and place more importance on the nonhuman 

environment and have a great potential for benefitting from the companionship animals 

have to offer. 

24 

Several studies have indicated that animals function as catalysts for social 

interaction (Brickel, 1984). Corson and Corson (1981) found that animals become a 

connection to stimulate conversation that inspired people to talk about their pasts and 

passions. Bustad (1980) found that animals provided unlimited measures of acceptance, 

adoration, attention, forgiveness, and unconditional love. Animals do not use words and 

people can approach an animal without a fear of being hurt by words (Beck & Katcher, 

1983). Manor (1991) discovered that the animal may provide a stimulus for verbal 

responses as other stimuli fail. There have been observations, according to Manor 

(1991 ), that persons with Alzheimer's disease speak more appropriately to animals than 

to people. Furthermore, Rosenkoetter and Bowes (1991) also describe incidents where 

the presence of an animal improved communication with some individuals. Rosenkoetter 

and Bowes (1991) concluded that people consider the animal safe to talk to because of 

their nonjudgmental demeanor. 

Hendy (1987) looked at four visitation conditions in her study of nursing home 

residents. Observations were made four days a week for four weeks. The residents in the 

lounge of the nursing home on observation days receive one of the following visiting 

conditions: 



1. People-alone, in which three friendly people who did not know the 

identity of the participants circulated among the residents in the lounge, 

chatting to as many as possible; 

2. People-plus-pets, in which each of the three friendly dogs was escorted 

around the room by one of the three people, who chatted to as many 

residents as possible; 

3. Pet-alone, in which three friendly dogs were released into the lounge or 

tied to a post; 
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4. No visit, a control condition in which undisturbed, everyday activity in the 

lounge was recorded (Hendy 1987, p. 281 ). 

Hendy (1987) found that behavior of alertness increased significantly across the 

four visiting conditions. The visits by people-alone, people-plus-pet, and pets-alone were 

all equally good at increasing alertness in comparison to control conditions in the lounge. 

When the participants were divided into two groups according to their mental alertness 

( alert vs. confused), the attendance of the confused resident to the people-plus-pet visit 

was more prominent than by the alert resident (Hendy, 1987). 

Adults search for closeness and safety from attachment figures at times of stress 

because of the reduction in fear and feelings of insecurity (Weiss, 1991 ). Melson ( 1989) 

proposed that the bond with a pet becomes part of the inner workings of attachment and 

family relationships. Pets can fill a mix of emotional needs, sometimes substituting for 
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human attachment in its absence and other times enlarging the extent of relationships and 

social contacts that may add to the pleasures of life by comforting and providing 

companionship in hard times (Weiss, 1974). The substitute attachment a pet provides, 

may have special value to the elderly, who may experience physical incapacities, 

financial constraints, declining health, and various disruptions with relationships with 

people, places and things (Sable, 1995). Albert and Buhlcroft (1988) found that because 

pets give and receive affection, they may be an emotional replacement and contribute to 

morale when persons are alone or going through difficult times. 

The literature supports success of pet therapy with the elderly. However, 

Winkler, Fairnie, Gericevich, and Long (1989) examined the use of resident animals with 

elders in institutions. Their study revealed an increase in the frequency of interactive 

behaviors was seen in residents for 22 weeks. The interactive behavior seen in residents 

reverted to baseline levels after the 22 weeks, without removal of the intervention, 

although it remained high for the staff (Winkler, Fairnie, Gericevich, and Long, 1989). 

Summary 

The literature indicates depression among the elderly is a significant problem and 

many depressed elderly go undetected. The success of pet therapy in various settings has 

been well documented. However, there is only one previous study in a psychiatric 

residential care home. There are no studies available in residential care homes for the 

elderly as defined by the State of Arizona. The focus of this study was on whether pet 
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therapy had an effect on depression and life satisfaction in the elderly living in residential 

care facilities. 

Conceptual Framework 

The theoretical framework for this study was based on Roy's Adaptation Model 

(1984). Roy (1988) believes that the individual in society can be viewed in the context of 

the purposefulness of human existence, unity of purpose of humankind; activity and 

creativity for the common good; value and meaning of life. Roy and Corliss (1993) 

depicted from Helson's (1964) adaptation level theory the following scientific 

assumptions. 

1. Behavior as Adaptive: Human behavior represents adaption to 

environment and organismic forces. 

2. Adaptation as a Function of Stimuli and Adaptation Level: Adaptive 

behavior is a function of the stimulus and adaptation level, that is, the 

pooled effect of the focal contextual, and residual stimuli. 

3. Individual, Dynamic Adaptation Levels: Adaptation is a process of 

responding positively to environmental changes. This positive response 

decreases the responses necessary to cope with the stimuli and increases 

sensitivity to respond to other stimuli. 
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4. Positive and Active Processes of Responding: Responses reflect the state 

of the organism as well as the properties of stimuli and hence are regarded 

as active processes (Roy & Corliss, 1993, p. 217). 

Roy (1984) states that the adaptive ability of an individual is influenced by 

environmental stimuli. Andrews and Roy ( 1991) defined the environment as "all 

conditions, circumstances, and influences that surround and affect the development and 

behavior of the person " (p. 18). The environment is seen as constantly changing and has 

internal and external components that are the inputs, in the form of stimuli, into the 

adaptive system. Andrews & Roy (1991) classified three forms of stimuli, including 

focal, contextual, and residual. 

Focal stimuli are external or internal stimuli that confront the person immediately. 

For the purposes of this study, focal stimuli for the individual would be the admission to 

a residential care home. Contextual stimuli are the other "stimuli present in the situation 

that contribute to the effect of the focal stimulus. That is, they are all the environmental 

factors that present to the person from within or without but which are not the center of 

the person's attention dn/or energy. These factors influence how the person can deal with 

the focal stimulus" (Andrews & Roy, 1993, p. 220). Residual stimuli are the beliefs and 

values held by an individual (Francis and Munjas, 1988). The combined effect of these 

three classes of stimuli determine adaptation, according to Roy (Francis & Munjas, 

1988). 
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Responses to environmental stimuli are either adaptive or ineffective. Adaptive 

responses promote the integrity of the person in terms of the goals of adaptation. The 

goals of adaptation are survival, growth, reproduction, and mastery. Ineffective responses 

can endanger any one or all of these goals (Andrews & Roy, 1991). Depression is 

ineffective adaptation. Health is seen as a struggle between the adaptive responses and 

ineffective responses to the changing environment (Fawcett, 1995). The introduction of 

pets is a contextual environmental stimuli and will assist in transforming an ineffective 

adaptation into an effective adaptation. 

Coping behavior is manifested through regulator and cognator activity in four 

adaptive or responsive modes (Fawcett, 1995). The regulator system responds 

automatically and unconsciously through neural, chemical, and endocrine coping process. 

The cognator system responds to stimuli (inputs) from the internal and external 

environment that include psychological, social, physical, and physiological factors, along 

with the outputs from the regulator system. Behavior is apparent as "internal or external 

actions and reactions under specified circumstances" (Andrews & Roy, 1991, p. 12). 

The four adaptive modes are based on a person's need for physiological integrity, 

psychic integrity, and social integrity. They include the physiologic mode, self-concept 

mode, role function mode, and interdependence mode (Figure I). This study focused on 

the self-concept and interdependence mode. Self-concept is defined as "the composite of 

beliefs and feelings that person holds about him or herself at a given time" (Andrews 
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Figure 1. Pet Therapy and Roy's Adaptation Mode. 
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& Roy, 1991, p. 16). The interdependence mode accentuates the need for social integrity. 

Roy (1987) describes interdependence as a way of maintaining integrity that involves the 

willingness and ability to love, respect and value others, and to accept and respond to 

love, respect and value given by others. 

According to Roy, if adaptation does not occur, an ineffective response transpires. 

Adaptation is "the constantly changing point that represents the person's ability to 

respond positively in a situation" (Andrews & Roy, 1991, p. 10). An adaptive or 

ineffective response can occur for each element of the four adaptive modes. The outputs, 

or responses from the adaptive system, are the behaviors that reflect the movement of the 

regulator and cognator coping mechanisms. The responses then act as feedback, in a 

cyclical manner, that behave as further input for the system. Ineffective responses do not 

contribute to the integrity of the system (Fawcett, 1995). 

It was hypothesized that introduction of pet therapy would lend support to Roy's 

proposition that an individual's adaptive ability is influenced by the presence of 

contextual environmental stimuli (Calvert, 1988). Persons living in residential care 

homes may feel estranged from others and may be exposed to several negative factors (ie: 

illness, physical disability, being away from loved ones, and having a feeling of being 

institutionalized, etc.). The presence of a positive environmental stimuli (puppies) may 

accelerate positive adaptive responses in spite of the negative factors (Calvert, 1988). A 

positive adaptive response would be decreased depression and improved life satisfaction. 



In Roy's Adaptation model, a state of balance or equality between person and 

environment is always strived for. Pets may bridge the gap between the person and 

environment by nurturing a state of adequacy (Calvert, 1988). 

Summary 
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Depression and life satisfaction are closely aligned. The literature describes that 

the presence of depression indicates a low life satisfaction. In the elderly, depression may 

be masked by other symptoms or illness, therefore, depression can be measured by life 

satisfaction instruments. Pet therapy has been identified as one valuable intervention 

used in the treatment of depression in the elderly. The literature indicates that pet therapy 

is effective in fulfilling emotional needs the elderly may have. 



CHAPTER3 

METHODOLOGY 

Introduction 
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The literature has supported the use of pet therapy in decreasing depression and 

improving life satisfaction in the elderly. However, nursing has done little to integrate 

the use of pets in the care of the elderly. The purpose of this study was to determine if a 

statistically significant relationship exists between pet therapy, depression, and life 

satisfaction among the elderly living in residential care homes. 

This chapter will describe the research methodology employed in this study. 

Presentation of the research design, sample and setting, measurement of variables, data 

collection protocol, data analysis, limitations and assumptions, and reliability and validity 

of the instruments used will occur. 

Research Design 

This was a quasi-experimental study and a Solomon Four-Group design was used. 

Polit and Hungler (1995) describe a quasi-experiment as involving the manipulation of an 

independent variable, or, the institution of an experimental treatment. According to Polit 

and Hungler (1994), quasi-experimental designs lack at least one of the two properties of 

true experiments, randomization and/or a control group. This study lacked true 

randomization. 
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This study used four residential care homes. A Solomon Four-Group design was 

used. This design has high prestige and represents consideration of external validity 

factors (Campbell and Stanley, 1963, p.24). By comparing the first four observations, 

"01 through 0 4, with the experimental and control groups lacking the pretest, both the 

main effects of testing and the interaction of testing and X are determinable" (Campbell 

and Stanley, 1963, p. 25). "Generalizability is not only increased, but the effect of X is 

replicated in four different fashions: 0 2>0 1, 0 2>04, 0 5>06, and 0 5>03. The actual 

instabilities of experimentation are such that if these comparisons are in agreement, the 

strength of the inference is greatly increased" (Campbell & Stanley, 1963, p. 25). The 

Solomon Four-Group Design is as follows: 

Home#l 01 X 02 

Home#2 03 04 

Home#3 X 0 5 

Home#4 06 

The Solomon Four-Group Design (Campbell & Stanley, 1963) 

In the above table, 0 1 and 0 3 represent the pretest in the experimental homes (#1) 

and control home (#2). The X represents the intervention in the experimental homes (#1 

and #3). The last column of 0 2,4,5,6 represent posttests given in homes# 1 through# 4 

According to Polit and Hungler (1995, p. 163). A pretest measure sometimes has 

the potential to affect posttest measures. A Solomon-Four Group design is used to assist 



in this potential threat to internal validity. This design was used to determine if the 

intervention actually had an impact on the outcome of the study. 

Sample and Setting 

The participants of this study were a convenience sample of elderly living in 

residential care homes. All subjects lived within the city limits of Tucson, Arizona. 

Participants met the following criteria. 

1. The participant were aged 65 or above. 

2. The participant lived in a residential care home. 

3. The participant volunteered for the study. 

4. The participant must not have allergies to dogs. 

5. The participant must be able to read and understand English. 

6. The participant must like dogs. 
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The goal of this study was to determine the effectiveness of a pet therapy program 

on the elderly living in residential care homes. The ultimate goal was to identify 

strategies to enhance life satisfaction. The objectives of the study were to improve life 

satisfaction and decrease depression in older adults living in residential care homes. 

Measurement of Variables 

The dependent variables for this study included depression and life satisfaction. 

The intervention or independent variable was the introduction of pet therapy. The 

hypotheses tested were: 



Ho: There was no statistical significant difference in life satisfaction and 

depression between those who receive pet therapy and those who do not receive pet 

therapy at the 0.05 level. 
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Ha: There was a statistical significant difference in life satisfaction and depression 

between those who receive pet therapy and those who do not receive pet therapy at the 

0.05 level. 

Research Instruments 

The study objectives were assessed by the administration of the Geriatric 

Depression Scale (Brink, Yesavage, Lunn, Adey, & Rose, 1982) and Life Satisfaction 

Index-Z (Neugarten, B. Havighurst, J., and Tobin, S., 1961). A demographic 

questionnaire was administered. A descriptive questionnaire was also administered to the 

proprietor of each home. 

Demographic Questionnaire 

The Demographic Questionnaire items included: 1) age; 2) education; 3) marital 

status; 4) family; 5) visitors; 6) living arrangement prior to this facility; 7) did they have a 

pet in their previous living arrangement; and 8) did they have to give up a pet before 

moving into the residential care home. (Appendix A). 



Descriptive Questionnaire 

The Descriptive Questionnaire included items such as: 1) how long they had 

owned the study home; 2) did they own more than one residential care home; 3) the 

average census of the home; and 4) did their homes differ in any way from other 

residential care homes in Tucson. (Appendix B). 

Life Satisfaction 

37 

The LSIZ is an 18 item instrument conceived to measure life satisfaction in older 

adults. The LSIZ is a shortened form of the Life Satisfaction Index A (Neugarten, 

Havighurst, and Tobin, 1961). The LSIA is a 20 item instrument that was devised and 

validated against the Life Satisfaction Ratings Scale (N eugarten, 1961 ). Test reliability 

of the LSIZ, applied to 100 respondents was .79, using the Kuder-Richardson Formula 20 

for the coefficient alpha (Wood, Wylie, and Sheofor, 1969). The validity coefficient 

between LSR and LSIA was .42 for women and .83 for men (Wood, Wylie, And Sheofor, 

1969). (Appendix C) 

Depression 

The Geriatric Depression Scale's internal consistency and reliability was 

measured by two groups of geriatric subjects. The first group (n=40) consisted of normal 

elderly from a senior center and housing projects. These subjects had no histories of 

mental illness and were functioning well in the community. The second group (n=60) 

consisted of subjects under treatment for depression in the Veterans Administration, 
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country, and private treatment settings. The median correlation with total scores were 

0.56 (range 0.32-0.83), mean interitem correlation was 0.36; Cronbach's alpha coefficient 

was 0.94, this provided overall measure of internal consistency; and split-half-reliability, 

another index of internal consistency, was 0.94 (Yesavage, Brink, Lum, Huang, Aden, 

and Leirer, 1983). Several studies report the Geriatric Depression Scale is more valid in 

differentiating between depressed and nondepressed elders than any other depression 

rating scale (Pachana, Gallagher-Thompson, and Thompson, 1994). Appendix C. 

According to Polit and Hungler (1995), reliability of an instrument used in 

quantitative research is a major criterion for assessing its quality and adequacy. 

Reliability of an instrument can be paralleled with the stability, consistency, and 

dependability of the tool. Reliability of an instrument is the degree of consistency with 

which it measures what it is supposed to measure (Polit & Hungler, 1995, p. 347). The 

higher the reliability of an instrument, the lower the amount of error present in the scores 

obtained. Reliability coefficients range from .00 to 1.00, with a higher number exhibiting 

an increased reliability (Polit & Hungler, 1995, p. 365). 

Validity of an instrument refers to the degree to which an instrument measures 

what it is supposed to measure (Polit & Hungler, 1995, p.353). Aspects of validity of an 

instrument include content validity, criterion-related validity, and construct validity. 

Content validity involves the sampling adequacy of the content area being measured. 

Criterion-related validity refers to the "degree to which scores on an instrument are 
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correlated with some external criterion" (Polit & Hungler, 1995, p. 639). Construct 

validity is the "degree to which an instrument measures the construct under investigation" 

(Polit & Hungler, 1995, p. 638). It is crucial that an instrument be valid so data can 

represent a true state of the phenomena under study (Polit & Hungler, 1995, p.366). 

Protection of Human Subjects 

A convenience sample was used for this study. Polit and Hungler (1995) describe 

a convenience sample as the selection of the most readily available individuals as 

subjects. The subjects were selected by volunteering to be participants. A written 

consent form was signed by the participants before the study was implemented. The 

consent form informed the participants of the purpose, goals, objectives and risks of the 

study. It also informed the participant that the study was voluntary and participation was 

not required. 

Data Collection Protocol 

Four residential care homes in Tucson, Arizona were used for the study. In home 

# 1, participants received a pretest, intervention, and posttest. In home # 2, a pretest and 

posttest was administered but not an intervention to determine if the intervention had an 

impact on the results. An intervention and posttest was executed in home #3. No pretest 

was given in home #3 to see if the pretest and the intervention together had an effect on 

the outcome. Home #4 received a posttest only. Demographic information was obtained 



40 

from participants in all four homes. Pretests and posttests were administered through an 

interview lasting approximately 30 minutes per resident. 

The demographic questionnaire was completed through an interview between the 

residents and primary investigator before the intervention took place. The Geriatric 

Depression Scale and Life Satisfaction Index-Z was used to measure the level of 

depression and Life Satisfaction Index-Z was used to measure the level of depression and 

life satisfaction of the elderly living in a residential care home. These were administered 

by a structured interview before the intervention took place and once the intervention was 

completed, as appropriate with use of the Solomon Four-Group design. The time 

scheduled for the first interview was the week before the intervention. The intervention 

lasted 6 weeks and the posttest occurred on the 8th week of the experiment. 

The total number of hours are divided into each area as per the Solomon Four-Group 

design. They are as follows: 

Intervention Pretest Posttest Demographics 

Home#l 6 hrs 1.5 hrs 1.5 hrs 1.5 hrs 

Home#2 .5 hrs .5 hrs .5 hrs 

Home#3 6 hrs 1 hr 1 hr 

Home#4 1.5 hrs 

The puppies were obtained from Puppy Place in Tucson Arizona. The puppies 

were transported by the principal investigator each week and taken to home # 1 and home 
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# 3 for one hour each. Each puppy was examined by a veterinarian, licensed in the State 

of Arizona, before each visit to determine they were healthy. Documentation of this 

examination was carried by the principal investigator with each visit to the residential 

care home. 

The intervention was videotaped by the principal investigator to capture the 

interaction between the residents and the puppies. A content analysis was used to 

validate group interactions that would not be measured with the instruments (ie: increased 

social interaction, interpersonal communication, smiling, etc.) This video tape was not 

be used in the thesis, but will be a post Master's project. The intervention included the 

introduction of 2 puppies to two of the four residential care homes for 1 hour per week 

for 6 weeks. 

Data Analysis 

Roy's Adaptation model was used to direct the analysis of the study. It was 

hypothesized that results would support Roy's proposition that an individual's adaptive 

ability is influenced by the presence of environmental stimuli (Calvert, 1988). The 

environmental stimuli was the introduction of puppies. A positive adaptive response 

would be demonstrated as decreased depression and improved life satisfaction. 

Analysis was accomplished based on measure predetermined criteria. An 

ANOVA was used to determine if there were any difference in the homes, in the subjects, 

or if the intervention made a difference. ANOVA is used for testing mean difference 



among three or more groups by comparing the variability between groups to the 

variability within groups (Polit & Bungler, 1995, p. 635,655). If the ANOVA 

determines there is no difference between the groups, the null hypothesis is supported. 

However, if there is a difference, a post hoc comparison is necessary. 

Assumption 

A major assumption of this study was that the informants were willing and 

truthful in answering questions during the interview process using the demographic 

questionnaire, the Geriatric Depression Scale, and the Life Satisfaction Index-Z. The 

principal investigator of this study believed this to be a reasonable assumption. 

Internal and External Validity 
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Internal validity is accomplished when the findings of a study can be shown to 

result from the effect of the independent variable of interest and not as a reflection of 

extraneous variables. (Polit & Hungler, 1995). Using quasi-experimental designs, the 

investigator must always struggle with other possible explanations for the results obtained 

(Polit & Bungler, 1995). Threats to internal validity include history, selection, 

maturation, testing, instrumentation, and mortality. Campbell and Stanley (1963) state 

that internal validity refers to "Did in fact the experimental treatments make a difference 

in this specific experimental instance?" (p.5). 

History refers to the occurrence of other events that take place with the 

independent variable that can affect the dependent variable of interest. Selection refers to 
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biases resulting from pre-existing differences between groups. According to Polit & 

Hungler (1995), selection bias is one of the most problematic and frequently confronted 

threats to internal validity of a study not using experimental design. Maturation refers to 

processes that occur to the subjects during the study resulting from the passage of time 

that result in changes being the rather than the result of a treatment or independent 

variable. Testing effects occur when participants are sensitized to posttest by taking a 

pretest. The threat of instrumentation can occur if consistency is not maintained between 

the pretest and posttest measurements. Mortality refers to the threat that arises from 

differential decreases in sample size in groups being compared (Polit & Hungler, 1995). 

The Solomon Four-Group design of this study controls for some threats to internal 

validity, although it does not control for mortality. Since the treatment was nested in 

homes, differences could exist that had no relationship to the effect of the intervention. 

This possibility was explored through post-hoc description. 

External validity, according to Campbell and Stanley (1963), is equivalent to or 

means generalizability. Factors that jeopardize external validity are as follows. 

1. The reactive interaction effect of testing, in which a pretest might increase 

or decrease the respondent's sensitivity or responsiveness to the 

experimental variable and thus make the results obtained for the pretested 

population unrepresentative of the effects of the experimental variable for 



the unpretested universe from which the experimental respondents were 

selected. 

2. The interaction effects of selection biases and the experimental variable. 
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3. Reactive effects of experimental arrangements, which would preclude 

generalization about the effect of the experimental variable upon persons 

being exposed to it in nonexperimental settings. 

The effects of testing and the interaction of testing and the intervention (X) are 

determinable with use of the Solomon Four-Group design (Campbell & Stanley, 1963, p. 

25). Statistical testing assists in controlling the reactive effects of experimental 

arrangements through repeated measures of ANOV A. If the experimental group is 

statistically significant and the control group not, then it can be concluded that the 

intervention (X) had an effect (Campbell & Stanley, 1963, p. 23) 

Summary 

This chapter described the research methodology used in this study. The design, 

sample and setting, variable measurement, data collection protocol, data analysis, 

limitations, assumptions, and reliability and validity of the instruments was presented and 

discussed. 



CHAPTER4 

PRESENTATION AND DISCUSSION OF DATA 

Introduction 
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This chapter will describe the sample, and the homes studied and present the 

analysis in relation to the statistics, the results of pre-tests and post-tests of the Geriatric 

Depression Scale (Brink, et. al., 1982) and Life Satisfaction lndex-Z (Neugarten, 1961 ), 

and the research questions. A Solomon Four Group design was used in the study and 

data will be presented according to this design. 

Population 

Four residential care homes were used in the study. There were two proprietors of 

these homes. Thirty-four residents lived in these homes during the study. Initial visits 

discussing the study indicated that about 22 residents were interested in participating. 

However, when the consent forms, geriatric depression scale, and life satisfaction index-z · 

were introduced, many potential participants declined to take part. The final number of 

residents who consented to participate were 9 (n=9). All subjects met the criteria for 

participation. 

All four homes were similar. They all had four bedrooms, with a family room 

where residents had their chairs, a sitting room where family visited, a dining room with a 

large table where residents were served meals, and a kitchen. All homes had large fenced 

yards. 



Experimental homes were randomly chosen; home #1 and home #3 received the 

intervention. Home # 2 received the pre and posttest, and home #4 received only the 

posttest. 

Demographics 
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In home #1 there were three participants. Subject #1 was a 74 year old female, 

college graduate, who was widowed and had two children who visited on a regular basis. 

Prior to living in the residential care home, she lived with her dog in a house and had to 

give up her dog to move to the facility. She had been a resident of the care home for two 

months and expired before the end of the study. Her pre-GDS score was 17 and pre-LSIZ 

score was 7, indicating a moderate amount of depression and a low life satisfaction. She 

participated in the study for three weeks before her death. 

Another resident in home # 1, subject #2, was a 78 year old female, with 2 years 

college, who was widowed, with no children. She had lived with a sister prior to moving 

in the residential care home and did not own a pet before moving. She had been a 

residents in the facility for 5 years. Her pre-GDS score was 6 and pre-LSIZ score was 5, 

indicating that she had a normal GDS score, however, her life satisfaction score was low. 

Her post-GDS score was 5 and post-LSIZ score was 12, indicating an improvement in life 

satisfaction and no change in her depression scale. 

The last participant in home #1, subject #3, was an 80 year old male, with 2 years 

college, who was widowed and had two children who visited every 2 or 3 months. Prior 
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to the residential care home, he lived with his cat in a house and was required to give up 

his pet before moving. He had been a resident in the home for about a year. His pre

GDS score was 4 and pre-LSIZ score was 15, indicating he was not depressed and was 

satisfied with life. His post-GDS score was 12 and post-LSIZ score was 11, indicating a 

mild depression and a lower life satisfaction score. This subject did not participate in the 

last week of the intervention because of illness. 

In home# 2, there was one participant, subject #4, who was a 69 year old male. 

He was a high school graduate, who had never married and had no family. He liked pets, 

however, had never owned one. He had been a resident in the home for 2 years and prior 

to moving there, he lived alone in a house. This participant required complete care 

secondary to multiple sclerosis. His pre-GDS score was 2 and LSIZ was 15, indicating 

he was not depressed and highly satisfied with is life. His post-GDS was 1 and LSIZ was 

10, indicating a lower life satisfaction. 

In home # 3, there were two participants. Subject #5 was a 77 year old female, 

high school graduate. She was widowed and had eight children, who visited at least 

monthly. She had been a resident in the home for about a year. Prior to the home, she 

lived alone in a house. She had owned a dog in the past, but did not have to give up her 

dog to move to the home. Her post-GOS score was 8 and post-LSIZ was 11, indicating 

she had a normal GDS and was mildly satisfied with her life. 
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The other participant in home# 3, subject #6, was an 85 year old female, high 

school graduate, who was widowed, with two children, who rarely visited. She had been 

a resident in the home for about a year. Prior to the group home, she had lived with her 

family in a house where she owned a dog and cat. She had to give up her pets to move to 

the group home. This subject participated in the study for 3 weeks before becoming ill. 

She was expected to expire and no posttest data was obtained. 

In home #4 there were three participants. Subject #7 was a 69 year old male who 

had 2 years of college. He was widowed and had 3 children who did not visit him. Prior 

to living in the home, he lived alone in a house. He had been a resident of the home for 3 

weeks. His post-GDS score was 13 and post-LSIZ was 14, indicating he was mildly 

depressed and mostly satisfied with is life. 

Another participant in home #4, subject #8 was an 84 year old female, with two 

years college. She was widowed, and had no children. She had been a resident of the 

home for 2 years and prior to living there, she lived alone in an apartment. She did not 

own a pet prior to moving, however, had owned a dog in the past. Her post-GDS score 

was 12 and LSIZ was 6, indicating she was mildly depressed with a low life satisfaction 

score. 

The last participant in home #4, subject #9, was a 90 year old female who was a 

college graduate. She had never married and she had one child, who rarely visited. She 

had been a resident in the home for 5 years and prior to that, she lived alone in a house. 
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She did not own a pet just before moving, however, had previously owned a cat. Her 

post-GDS score was 12 and LSIZ was 2, indicating she was mild depressed and had a low 

life satisfaction. This participant, during the interview, continually cried because she 

wished she could have lived her life differently. She indicated several times that she 

wanted to have been married and have had more children. 

Proprietor Information 

Proprietor # 1 owned three residential care facilities, all used in the study. She had 

owned them for 11 years and was the governing body of the homes. There were 

generally 8 residents per home and there were 3 employees per home per day. Proprietor 

#1 was a Registered Nurse, however, was not licensed in the State of Arizona. The care 

plans for her homes were completed by Arizona Nursing Consultants. 

Proprietor #2 owned one residential care facility and had owned it for two and 

half years. She is the governing body of the home. There were 5 employees in the home 

per day and the average census of her home was ten residents. Proprietor #2 was not a 

Registered Nurse, however, she hired one to complete her care plans of the residents. 

Results 

The research question to be answered was whether the elderly living in residential 

care homes and participating in a pet therapy had a greater perceived life satisfaction and 

exhibited less depression than those who did not participate in pet therapy. The mean of 

the pre-Geriatric Depression Scale was 4.33 with a standard deviation of 2.52 and SE of 
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Mean of 1.46. The mean score of the post-Geriatric Depression Scale was 8.67 with a 

standard deviation of 10. 79 and SE of Mean 6.23. The correlation was 0.25 and the two

tailed significance was 0.98 indicating the difference between the means was not 

significant. The paired difference indicated a mean of 4.33 with a standard deviation of 

11.02 and SE of Mean 6.36. The t-value was 0.68, df2, and 2-tail significance of 0.57. 

This indicated the mean scores of the pre and post Geriatric Depression Scale were not 

significantly different. 

The mean score of the pre-Life Satisfaction Index-Z was 12.00 with a standard 

deviation of 5.20 and SE of Mean of 3.00. The mean score of the post-LSIZ was 11.22 

with a standard deviation of 0.58 and SE of Mean of 0.33. The correlation between the 

two was 0.50 with a 2-tail significance of 0.67. The paired differences mean was -.067 

with a standard deviation of 4.93 and SE of Mean 2.48. The t-value was -0.23, df 2, and 

2-tail significance of 0.84. This indicated that the scores between the pre and post Life 

Satisfaction Index-Z were not different statistically. 

T-tests for independent samples of home site were determined using intervention 

homes and nonintervention homes with the post-Geriatric Depression Scale and the post

Life Satisfaction Index-Z to test whether participants were sensitized to the pre-test. The 

mean of the post-intervention Geriatric Depression Scale on the intervention was 11.00 

with a standard deviation of 8.89 and SE of Mean 5.13. The mean post-
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Geriatric Depression Scale on the nonintervention homes was 12.50 with a standard 

deviation of 9.00 and SE of Mean 4.50. Levene's Test for Equality of Variance was F = 

0.05 and P = 0.83. The t-test for Equality of Means showed at-value for equal to be -

.022, df 5, 2-tailed significance of 0.84, and SE of difference 6.84. This indicated that the 

participants were not sensitized by the pre-test. 

The post-Life Satisfaction Index-Z mean of the intervention homes was 11.33 

with a standard deviation of 0.58 and SE of Mean 0.33. The post-Life Satisfaction Index

Z of the nonintervention homes was 8.00 with a standard deviation of 5.48 and SE of 

Mean 2.74. Levene's Test for Equality of Variances indicated an F = 15.54 and P = 0.01. 

T-Test for Equality of Means showed at-value for equal to be 1.02, df, 5, 2-tailed 

significance of 0.35 and SE of difference 3.25. T-value for unequal was 1.21, df 3.09, 2-

tailed significance of 0.311, and SE of difference 2. 76. This also indicated the scores 

between the pre and post-Life Satisfaction Index-Z were not significant. Participants 

were not sensitized by the pretest. 

Ordinarily a one way ANOV A would have been run to show if there were any 

differences between or within the four groups. However, due to the small sample size, 

this was not done. Parametric tests of significance estimate at least one population 

parameter from one sample statistic (Munro, 1993, p. 81 ). Certain assumptions must be 

made to make such an estimation (Munro, 1993, p. 81). The most important of these 

assumptions is that the variable measured is normally distributed in the population to 



which we plan to generalize our findings (Munro, 1993, p. 81). Nonparametric tests do 

not rely on the distribution of the variable in the population (Munro, 1993, p. 82). 

Nonparamentric tests are, therefore, called distribution free (Munro, 1993, p. 82). 
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Parametric statistics are more powerful and flexible than nonparamentric statistics 

(Munro, 1993, p. 82). They allow the study of the effect of the independent variable on 

the dependent variable and also make it possible to study the interaction of the two 

variable (Munro, 1993, p. 82). However, studies with small samples and serious 

distortions of data should explore nonparametric techniques (Munro, 1993, p. 82). This 

study was a small sample size and the distribution of participants within the groups was 

unequal, therefore, nonparametric statistics were used to determine significant differences 

of pet therapy on depression and life satisfaction. 

Chi-square is the most commonly used nonparamentric statistic (Munro, 1993, p. 

94). Chi-square statistic can be used with one or more groups (Munro, 1993, p. 94). It 

compares the actual numbers ( or frequencies) in each group with the expected number 

(Munro, 1993, p. 94). The expected number can be based on theory, previous experience, 

or comparison groups (Munro, 1993, p. 94). Kruskal-Wallis is a nonparamentric 

technique used to compare two or more groups and is analogous to the parametric 

technique analysis of variance (Munro, 1993, p. 94). 

Kruskal-Wallis one-way ANOVA for post Geriatric Depression Scale had a mean 

rank of home #1 to be 4.00, home #2 to be 1.00, home #3 was 3.00, and home# 4 was 
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5.33. Chi-Square statistic was 3.29 with a D.F. of 3 and significance of 0.35. Corrected 

for ties Chi-Square statistic was 3.35, D.F. 3, and significance of 0.35, indicating the 

post-Geriatric Depression Scale scores were not significant. 

Kruskal-Wallis one-way ANOV A for post-Life Satisfaction lndex-Z had a mean 

rank of home# 1 to be 5.00, home# 2 to be 4.00, home #3 to be 4.00, and home# 4 was 

3.33. Chi-Square statistic was 0.71, D.F. 3, and significance was 0.90. Corrected for ties 

Chi-Square statistic was 0.77, D.F. was 3, and significance was 0.86. This also revealed 

that the post-Life Satisfaction Index-Z scores were not significant. 

Results of this study supported the null hypothesis that there is no significant 

difference between depression and life satisfaction of those elderly living in residential 

care homes that receive pet therapy and those that do not. Significant factors may have 

influence the outcomes of this study and will be discussed in Chapter 5. 

Clinical Observations 

The first visit to home # 1, had two participants waiting outside for my arrival. 

They said they knew the puppies were coming and wanted to have an early look. 

However, after the first visit, no resident waited outside for my arrival. Subsequent visits 

to the homes, revealed all residents sitting in their chair in the family room of their 

individual home. Minimal to no interaction occurred between the residents during the 

interview process. Minimal information was given to the principal investigator during 



the interview for demographic and pre/post test data. Residents appeared resistant to 

reveal information about themselves. 
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When the puppies were brought in to the homes, an obvious change in the 

atmosphere occurred. Study participants began to smile and pet the puppies; they laid 

them on their laps, and talked to them. Most participants talked to the puppies as if they 

were human and gave them human characteristics, for example, "You've got nice socks 

on today;" "Are you my little baby?," "You are dressed up spiffy today," and "Aren't' 

you a pretty little girl." As the residents held the puppies, they would show the other 

residents the "baby" they had and describe various features of the puppy to them. All 

other residents in the room watched intently as the participants interacted with the 

puppies. During the collection of posttest data, behavior appeared to have reverted to that 

of the initial interview and there was no interaction between the residents. 

Although not part of the study, a daughter of a resident asked if her mother could 

hold the puppy for a period during the visit. The resident was 88 years old and confined 

to a wheelchair. The majority of her speech was a nearly constant reciting of the Lord's 

Prayer. Her speech was slightly mumbled. When the puppy was placed on her lap, 

however, her attention was focused on the puppy. Her speech became clear and 

appropriate, not only to the puppy, but to her daughter and the investigator. She asked 

questions about the puppy, like, "How old is it?" "Is it male or female?" "What color is 

it" and made comments like, "He feels so soft," "Now, don't lick my face," and "I wish I 



could have a dog here." As soon as the puppy was removed from her lap, she again 

began saying the Lord's Prayer. An interesting note is that the daughter brought her a 

stuffed cat by the sixth week of the study, and the resident reacted to the stuffed animal 

the same way she had to the live puppy. This supported the findings of Francis and 

Munjas (1988) in their stuffed animal study. 

Summary 
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Many studies have supported the use of pet therapy for depression in the elderly. 

In this study, however, there were no significant differences between those elderly who 

received pet therapy and those who did not. Since there are no previous studies found in 

this environment to compare, it is difficult to assume pet therapy not soley effective. 

Many factors may have influenced the outcome of this study and will be discussed in 

Chapter 5. 
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CHAPTERS 

CONCLUSION AND RECOMMENDATIONS 

Introduction 

This research study indicated that pet therapy did not have a significant effect on 

depression and life satisfaction in the elderly living in residential care homes. The null 

hypothesis was, therefore, supported. However, it did indicate that depression was 

present in the elderly living in these facilities. Thirty-three percent (n = 3) showed mild 

depression (score of 15 +/- 6 on GDS), while twenty-two percent (n = 2) were indicated 

to be very depressed (score of 23 +/- on GDS). Subjects who had high GDS scores, also 

had low life satisfaction scores ( a score of 7 or less). Individuals with scores on the GDS 

indicating mild depression, had scores ranging from 6 to 14 on the life satisfaction index. 

This information may be important for proprietors and caretakers of the residents. Early 

identification and assessment for depression may be an important intervention. Periodic 

assessments for depression would allow assessing any change the resident may develop 

and allow for earlier intervention. 

Conclusion of Data and Literature Review 

Although this research did indicate the presence of depression in the elderly living 

in residential care homes, it did not show a significant effect of pet therapy and 

depression. The overall prevalence of depression in subjects participating in this study 

was fifty-six percent. Veith (1995) indicated the prevalence of depression in the elderly 



in chronic care settings is 15-25%. This study indicated a higher prevalence. It is 

difficult to generalize these findings because of the small sample size. Depressed 

subjects may have been more likely to participate in the study, therefore, the higher 

prevalence. 
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Previous existence of depression was not determined before the study began. No 

data regarding history of medical disorders or current medication was gathered before the 

beginning of the study. This did not appear to be information required at the time the 

study began because of the type of environment in which the study occurred. According 

to the State of Arizona, and with the exception of special requests, residents of these 

facilities are able to perform self-care requiring only custodial care. However, since 

depression in the elderly may be masked by medical conditions, medications, and other 

psychosocial stresses (Veith, 1995), this further data may have made an impact on the 

outcome of the study. 

Cognitive functioning was not assessed in the study. Although, all subjects 

responded appropriately during the interviews, this information may have made an impact 

on the study. Dementia and depression may co-exist (Veith, 1995) and this may have 

been an important finding. There was one subject who had slight memory problems. The 

subject could not remember how old she was or how long she had been a resident of the 

home. 
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Since diagnosing depression in the elderly may be difficult (McHomey & Mor, 

1988; James & Davies, 1988), the use of life satisfaction measures may be a more 

accurate indicator of affect and subjective well-being in the elderly. This study used both 

the Geriatric Depression Scale and Life Satisfaction Index-Z. The scores on the GDS 

appeared to correlate well with the scores on the LSIZ. When the GDS scores were 

higher, the LSIZ scores were lower and when the GDS scores were lower, the LSIZ 

scores were higher. This information validated the data collected. 

Resistance to completing the Geriatric Depression Scale was an interesting 

finding. Although, the instruments to be used in the study were fully explained to 

potential subjects, many declined because of the questions asked on the GDS. Two 

subjects completed all the interview questions except the GDS. Commenting that they 

"did not want anyone to know they were depressed" supports the literature related to the 

stigma associated with depression. 

All subjects were 65 years or older increasing their risk for depression (Mirowsky 

& Ross, 1992). Only two subjects had never been married, increasing their risk for 

depression (Mirowsky & Ross, 1992) The remainder of the subjects were all widowed. 

All subjects who were depressed, based on their GDS and LSIZ scores, had children. 

Visitation from the children ranged from daily to rarely. The level of education in the 

same group of depressed elderly ranged from high school graduate to college graduate. 

The time being a resident in the home ranged from 2 weeks to approximately 5 years for 



the depressed subjects. The expectation of increased depression in new residents was 

expected according to Casey (1994), secondary to their relinquishment of personal 

belongings, and multiple losses (Gammonley & Yates, 1991). The subject with the 

highest GDS score and lowest LSIZ score was the oldest in the study, a resident in the 

home for 5 years, had never been married, had one child who rarely visited, and was a 

college graduate. 
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One subject required total care, with mobility totally restricted due to chronic 

disease, had never married, had no children, completed the 10th grade in school and had 

been a resident in the home for about 5 years. This subject had the lowest GDS score on 

the pretest and posttest. The LSIZ score was the highest pretested, however, the score 

dropped posttest. This contradicts the literature related to chronic disease, problems with 

mobility, and the increased incidence of depression (Butler & Lewis, 1995). It also 

contradicts the demographic literature related to depression (Ross & Huber, 1985; 

Mirowsky & Ross, 1992). Although, perhaps an outlier, the information was an 

interesting finding. 

Findings Compared to Theoretical Framework 

Adaptation is a positive response to environmental changes (Roy & Corliss, 

1993). Adaptive ability is influenced by environmental stimuli (Roy, 1984). 

Environmental stimuli was categorized as residual stimuli (values and beliefs), focal 

stimuli (the residential care home), and contextual stimuli (puppies) for this study 
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(Andrews & Roy, 1993). Adaptation is the result of all three stimuli (Francis & Munjas, 

1988). The four adaptive modes Roy and Andrews (1991) described include the need for 

physiological integrity, self-concept, role function, and the interdependence mode. This 

study focused on the self-concept and interdependence mode. These were measured by 

the GDS and LSIZ. Although residential care homes strive to maintain a home-like 

environment, it is a facility. One maladaption to this environment is depression 

(Gammonley & Yates, 1991). 

It was hypothesized that the contextual stimuli (puppies) would positively effect 

adaptation to the residential care home by decreasing depression and improving life 

satisfaction. Since the puppies did not have a significant effect on depression or life 

satisfaction, it may be concluded that adaptation did not occur with the participants who 

had high GDS scores and low LSIZ scores. 

Qualitatively, there was an increase in group interaction when the puppies were 

present. However, group interaction reverted to the baseline of very little to none when 

the puppies were not present. 

Limitations 

1. The small sample size restricts generalizing the data to other residential 

care homes. 

2. Previous experience by the investigator with pets may have caused a bias 

in collecting and analyzing the data. 
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3. Threats to internal validity (mortality) of the study caused by illness in one 

of the homes, affecting 3 participants, may have had a impact on the 

outcome of the study. 

4. The length of exposure to the pets may have had an effect on the outcome. 

5. Technical difficulties of the study may have had an impact (ie: the 

inability to obtain puppies for 2 weeks) 

Recommendations for Further Study 

While this study represents an initial step in investigating depression in the elderly 

living in residential care facilities, this step is not complete. A more thorough and 

complete study is required in this area. The elderly are at risk for depression and low cost 

viable interventions are necessary to help the elder effectively adapt. 

This study needs to be replicated with a larger sample. Since the number of 

residents in these homes can only be 10, perhaps using 8 homes in a Solomon Four

Group design would allow a larger sample. The inclusion of a medical history and 

cognitive assessment may be helpful in further studies. 

Research should elicit more questions than it answers. This study is no exception. 

A longitudinal study may also be helpful in this environment of residential care homes. 

The comparison of depression scores on admission to those over time may give an 

indication of how well the elderly are adapting to the residential care home. The subject 

who died during the study had a high GDS score (17) and low life satisfaction index (7) 
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three weeks before becoming ill. The resident who had a normal GDS and LSIZ score 

pretest, became ill during the study and had a lower GDS posttest. It would be interesting 

to follow the elderly over time to determine if depression is more prevalent before death 

and/or does depression cause the elderly to become more susceptible to disease. 

A qualitative study in residential care homes may be beneficial to determine the 

attachment and bonding some elderly develop with their pet. Pets have been known to 

fill emotional needs in the elderly (Melson, 1989). The attachment the pet provides may 

overcome the incapacities some elderly feel related to physical disabilities, financial 

difficulties, declining health, and the various disruptions with relationships, places, or 

things (Sable, 1995). 

There were no studies found in this type of setting. Since the elderly are 

becoming the fastest growing group of people in this country, it will be necessary to take 

an intense look at their living arrangement and develop interventions to facilitate their 

adaptation to these environments. 

Implications for Nursing 

Assessing and identifying the existence of depression in the elderly is of utmost 

importance, regardless of the setting the elder is in. In the residential care home, perhaps 

an initial assessment for depression is necessary to acquire baseline information and 

periodic assessments are necessary to determine if there is any change. This would assist 



caretakers in determining how well the individual is adapting to the environment of a 

residential care home. 
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Educating the elderly that depression is not a normal part of aging may overcome 

resistance in seeking help for depression. Educating caregivers regarding depression 

would also assist in early detection and intervention. 

Although this study did not show a significant relationship between depression, 

life satisfaction and pet therapy, the area needs to be further investigated. Assisting the 

elderly to effectively adapt to their changing environment will be a challenge for future 

nursmg. 
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Age __ 

Education: 

Male Female 

Appendix A 

Demo~raphics 

8th grade or less_ Some high school__ High school graduate __ 

Some college__ College graduate __ 

Occupation(s): ____________ _ 

Have you always lived in Tucson? __ Yes __ No 

If not, where are you from? ________ _ 

Are you married?_ Yes _ No 

Divorced_ Widowed 

Do you have children?_ Yes _ No How many? _ Boys _ Girls 

Does your family live in Tucson?_ Yes _No 

How often does your family visit? ________ _ 

How long have you lived here? _________ _ 

Where did you live before moving here? ______ _ 

House _ Apartment_ Alone _ Spouse _ Family _ 

Haveyoueverownedapet? _Yes _No Whatkind? ______ _ 

Did you have to give a pet up to live here? _ Yes _ No 

Do you like pets? _ Yes _ No What kind? _______ _ 
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Appendix B 

Proprietor Information 

1. How many residential care facilities do you own? _____ _ 

2. How long have you owned them? _____ _ 

3. Are you the governing body of the home(s)? YES NO 

4. What is the average census of the home(s)? ______ _ 

5. How many employees are in each home? ______ _ 

6. Are you a Registered Nurse? YES NO 

7. Who completes your care plans? _______ _ 
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LIFE SATISFACTION INDEX Z 
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Appendix C 

Life Satisfaction Index Z 

Here are some statements about life in general that people feel different ways 

about. Read each statement on the list and indicate at left the number that best describes 

how you feel about the statement. 
1 = Agree 
2 = Disagree 
3 = Unsure 

1. As I grow older, things seem better than I thought they would be. 

_2. I have gotten more of the breaks in life than most of the people I know. 

_3. This is the dreariest time of my life. 

_4. I am just as happy as when I was younger. 

_5. My life could be happier than it is now. 

_6. These are the best years of my life. 
_7. Most of the things I do are as interesting to me as they ever were. 

_8. I expect some interesting and pleasant things to happen to me in the future. 

_9. The things I do are as interesting to me as they ever were. 

10. I feel old and somewhat tired. 

_11. As I look back on my life, I am fairly well satisfied. 

_12. I would not change my past life even if I could. 

13. Compared to other people my age, I make a good appearance. 

14. I have made plans for things I'll be doing in a month or a year from now. 

15. When I think back over my life, I didn't get most of the important things I 

wanted. 
16. Compared to other people, I get down in the dumps too often. 

17. I've gotten pretty much what I expected out of life. 

18. In spite of what some people say, the lot of the average man is getting worse, not 

better. 

Neugarten, B., Havighurst, J., and Tobin, S. (1961). The measurement oflife 

satisfaction. Journal of Gerontology, 16. 
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Appendix D 

Geriatric Depression Scale 

Choose the best answer for how you felt this past week. 

1. Are you basically satisfied with your life? YES NO 
2. Have you dropped many of your activities and interests? YES NO 
3. Do you feel that your life is empty? YES NO 
4. Do you often get bored? YES NO 
5. Are you hopeful about the future? YES NO 
6. Are you bothered by thoughts you can't et out of your head? YES NO 
7. Are you in good spirits most of the time? YES NO 
8. Are you afraid something bad is going to happen to you? YES NO 
9. Do you feel happy most of the time? YES NO 

10. Do you often feel helpless? YES NO 
11. Do you often get restless and fidgety? YES NO 
12. Do you prefer to stay at home, rather than going out and doing 

new things? YES NO 
13. Do you frequently worry about the future? YES NO 
14. Do you feel you have more problems with memory than most? YES NO 
15. Do you think it is wonderful do be alive now? YES NO 
16. Do you often feel downhearted and blue? YES NO 
17. Do you feel pretty worthless the way your are now? YES NO 
18. Do you worry a lot about the past? YES NO 
19. Do you find life very exciting? YES NO 
20. Is it hard for you to get started on new projects? YES NO 
21. Do you feel full of energy? YES NO 
22. Do you feel that your situation is hopeless? YES NO 
23. Do you think that most people are better off than you? YES NO 
24. Do you frequently get upset over little things? YES NO 
25. Do you frequently feel like crying? YES NO 
26. Do you have trouble concentrating? YES NO 
27. Do you enjoy getting up in the morning? YES NO 
28. Do you pref er to avoid social gatherings? YES NO 
29. Is it easy for you to make decisions? YES NO 
30. Is your mind as clear as it used to be? YES NO 

Score 

Brink, T., Yesavage, J., Lunn, 0., Adey, M., and Rose, R. (1982). Screening for geriatric 

depression. Clinical Gerontologist. 1, 37-42. 
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Subject's Consent Form 

Permission for Pet Therapy Research 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 

THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF 

HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS 

FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I GIVE 

MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED 

CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO THAT I 

CANKNOWTHENATUREAND RISKS OF MY PARTICIPATION AND CAN 

DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 

MANNER. 

Purpose 

I am being invited to participate voluntarily in the above-titled research project. The 

purpose of this project is to determine the effect of pet therapy on depression and life 

satisfaction in the elderly living in residential care facilities. 

Selection Criteria 

I am being invited to participate in this research project because I am over the age of 65, I 

like dogs, I am not allergic to dogs, and I live in a residential care facility. Four 

residential care homes will be used with a total sample of 20 participants. 

Procedures 

If I agree to participate, I will be asked to consent to the following: 1) Give information to 

the principal investigator (age, education, family information); 2) Take two tests prior to 

the puppy visits (Geriatric Depression Scale and Life Satisfaction Index-Z); 3) Play with 

two puppies for one hour a week for six weeks; 4) Allow videotaping as a group while 

playing with the puppies, and; 5) Take two tests at the end of the six week puppy visits 

(Geriatric Depression Scale and Life Satisfaction Index-Z). 

I understand that the puppies will be visiting only two of the four homes. If I am in a 

home that does not receive the puppy visit, I may be asked to take the Geriatric 

Depression Scale and Life Satisfaction Index-Z at the beginning of the study and at the 

end of the study. 
1 
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Risks 

The possible risks of this study are being scratched by a puppy or receiving a bite from a 

puppy. To prevent any disease being given to me by a puppy, each puppy will be 

examined by a veterinarian before each visit to the home. If depression is present at the 

beginning of the study, once the study is over, there is a possibility a worsening of the 

depression may occur. 

Benefits 

I will receive no direct benefits from this study except my intervention with the puppies. 

Confidentiality 

My name will not be used in this study. I will be given a number as a code. Deborah 

Ruggles (principal investigator), Linda Phillips, PhD, thesis chair, Joyce Verran, PhD, 

and Terry Badger, PhD, thesis committee members are the only persons with access to 

this data. I understand that the results of this study may be used in a published article, 

however, my name will not be used. 

Participation Costs and Subject Compensation 

The cost to me for participating in this research project is to provide one hour per week to 

visit with the puppies. It will also require approximately one hour to interview with the 

principal investigator (Deborah Ruggles). I understand that I will not be paid to 

participate in this study. 

Liability 

I understand that harm is possible in any research program despite the use of high 

standards of care and could occur through no fault of mine or the investigator involved. 

The possible harm that could occur has been fully explained to me, however, 

unforeseeable harm also may occur and require care. I understand that money for 

research-related harm, or for wages or time lost, is not available. I do not give up any of 

my legal rights by signing this form. I can obtain further information from Deborah 

Ruggles, B SN, RN at 721-2314. If I have questions concerning my rights as a research 

subject, I may call the Human Subjects Committee office at 626-6721. Additional 

information/questions concerning liability (other than covered above) must be discussed 

with the Principal Investigator, sponsor or the institution. 
2 
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Authorization 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 

INCONVENIENCES, RISKS, AND BENEFITS HA VE BEEN EXPLAINED TO ME 

AND MY QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT I MAY 

ASK QUESTIONS AT ANY TIME AND THAT I AM FREE TO WITHDRAW FROM 

THE PROJECT AT ANY TIME WITHOUT CAUSING BAD FEELINGS OR 

AFFECTING MY MEDICAL CARE. MY PARTICIPATION IN THIS PROJECT 

MAY BE ENDED BY THE INVESTIGATOR OR BY THE SPONSOR FOR 

REASONS THAT WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED 

DURING THE COURSE OF THIS STUDY WHICH MAY AFFECT MY 

WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN 

TO ME AS IT BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT 

FORM WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS 

COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL 

INVESTIGATOR, DEBORAH RUGGLES OR AUTHORIZED REPRESENTATIVE 

OF THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING. I UNDERSTAND 

THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS 

FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

Subjects Signature Date 

Parent/Legal Guardian (if necessary) Date 

Witness (if necessary) Date 

Investigator's Affidavit 

I have carefully explained to the subject the nature of the above project. I hereby certify 

that to the best of my knowledge the person who is signing this consent form understands 

clearly the nature, demands, benefits, and risks involved in his/her participation and 

his/her signature is legally valid. A medical problem or language or educational barrier 

has not precluded this understanding. 

Signature of Investigator Date 

3 
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