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ABSTRACT 

Secondary data analysis was conducted with data fiom the 199 1/92 

Manitoba Study of Health and Aging (MSHA). The purpose of this investigation 

was to test the reliability and validity of the Self-Management Inventory (SMi) as a 

measurement tao1 for seKcare abilities among elderly respondents based on 

Orem's mode1 of SelScare (1991). The sample consisted of weil elderly residing 

in Winnipeg Manitoba (n ~ 8 0 9 ) .  Findings demonstrated that for this sample, the 

SM1 was not a valid or reliable measurement of self-care. However, findings 

suggested a self-care indicator consisting of the self-reported ability to do house 

work and yard work. 

Logistic regression analysis wG conducted to determine the correlation 

between the seKcare indicator and conditioning factors posited by Orem (1 99 1)- 

Findings mggesteci a relationship between the self-care indicator and self-reported 

health, age, gender, lie satisfaction, and utilization of phmacist services. 

Implications for research and practice were identifiecl. 
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Statement of the Problem 

How does one masure seK-care behPvioun in the elderly? This thesis 

attempts to investigate the vaiidity and reliability ofa tool that claims to measure 

self-care and M e r  to examine correlates of selfhre based on a mode1 developed 

by Dorothea Orem (1991). 

The proportion of older adults, that is, persons aged 65 years and older in 

Canada has been increasing; with the greatest firture growth expected to be 

among those who are 80 yean of age and older (Ory & DeFriese, 1998; Denton & 

Spencer, 1995). The occurrence of chronic üiness is also expected to increase, 

given that the rnajority of older adults report at least two chronic illnesses (Dean, 

Hickey, & Holstein, 1986; Miller, 1991; Musil, 1998). 

In Manitoba, Canada between 1971 and 1983, persons 65 years of age and 
-- 

over increased by 29 per cent while the number of those older adults reporting 

poor health increased by 73 per cent (Black, Roos, Havens, & MacWfiam, 1995). 

The percentage was higher when the "old-old" that is, those over 85 years of age 

were analyzed separately. In that same study, while the number of old-old 

individuals increased by 25 per cent, their self-reported health declined by 1 1 1 per 

cent (Black et al., 1995). In addition, between 1971 and 1983 physician visits 
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increased by 273 per cent , and non-consultative visits rose by 75 per cent (Black 

et al., 1995). 

The greying of the population and consequent increase in morbidity has 

continued to be associated with an increatse in health a r e  costs on per capita terms 

and as a proportion of the Gros Domestic Produa (GDP). Total spending on 

health care i n c r d  fiom a range of 5.5 to 7 per cent of GDP in the 1960's to 9.9 

per cent in 199 1 (Barer, Evans, & Hertmian, 1995). 

Consequent to the increase in the size of the older adult population coupled 

with an even greater uicrease in morbidity it has been projected that by 201 1, the 

estimated population increase (33%) of older adults will have to be accompanied 

by an increase in health care expenditures of approximately 50 per cent to maintain 

the 1986 health care standards (Barer et al., 1995). Expenditures will have to 

increase by 11 5 percent to accommodate a population growth of 55 percent by 

2041(Barer et ai., 1995). Much concek has been expresseci in the literature in 

relation to these projections and the abiiity of society to expand health care 

resources to meet the demands of an aging Canadian population. 

Barer and hk coueagues (1 995) have argued that the increase in health care 

utilization among eldedy persons bas l e s  to do with the increase in the older 

population and more to do with the fact that the health care system continues to 
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provide more services than it did a decade ago. Evideace has indicated that the 

current health care system is often ineffiive, inappropriate, and fds to meet the 

needs of the elderly population (Denton & Spencer, 1995; Evans & Stoddart, 

1990). While the underlying causes of the inefficiencies of the health care system 

are not clearly understood, fiindamentai changes in heaith care to achieve greater 

efficiency is needed (Barr, 1990). The challenge for heaith care in the 21st century 

will be to minimize health care costs for the increasing number of the chronicaily il1 

elderly experiencing impairment and disability while maintainhg adequate services 

to meet their nds. Enhancing seEcare abilities of older adults may assist in 

reducing health care expenditures. 

Self-care, simply dehed, is the care that individuals or families provide for 

themselves (Orem, 1991). If seScare can be manmized, then there rnay be 

concomitant decreasing demands on the heaith care system. In addition to 

contributing toward a more efficient utilidon of scarce health care resources, 

seif-care may be the only appropriate strategy in chronic iiiness where traditional 

medicai treatment is ineffective (Dean, 198 1 ; 1 989; DeFriese & Woomert, 1 992; 

Levin & Idler, 1983, Ory et al., 1998). SeKcare has also been recognized as the 

treatment of choice for coping with the wmplexity and duration of chronic 

conditions (DeFriese & Woomert, 1992; Dill, Brown, Ciambrone, & Rakowski, 



1995; Orem, 1980, 1985, 1991). Several studies on seIfkare have indicated that 

the majority of individuals prefer their own strategies to deal with chronic illness 

rather than consultuig with a physician (Deaq 198 1 ; 1989; Levin & Idler, 1983; 

Wykle & Haug, 1993). Research has demonstrated that sekare is not simply 

a consequence of a lack of physician availabiiity but may be the p h a r y  form of 

hedth care across societies (Dean, 1986; Hickey, 1986; Levin, Katz, & Holtz, 

1976; Segaii & Chappell, 1989). Indeed, it has been suggested that without 

individuai and famiy self-care, the health care syaem would be ovenwhelmed 

(Levin & Idler, 1983; Levin, 1976). 

For older adults, seScare facilitated by community and social seMces 

seems most appropriate for meeting their holistic needs and for preventing 

premature institutionabation (ChappeU, Strain, and Blandford, 1986; Dean et al., 

1986; DeFriese & Konrad, 1993; Mockenhaupt, 1993). Even in the presence of 

impairment and disabitity sdf-care has been positively associated with self-esteem 

self-efficacy, independence, quality of We, overaii health status, and fewer 

physician visits (Chappeli et al., 1986; DeFnese & Konrad, 1993; Jirovec & 

Kasno, 1993; Mockenhaupt, 1993). Seülcare has been conceptuaiized as being 

both a historically dominant form of health care and a cumntly viable strategy for 

more effective health care in view of the increasing proportion of older adults and 
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their reporting of chronic conditions (Dean et al., 1986). 

Much attention has been directed toward the idea of self-care and older 

adults. Despite the e~ensive research ahed  at developing a congruous 

knowledge base about seIf-care, several iïmitations exist. Although theoretical 

h e w o r k s  do exîst, much of self-care research tends to be driven by the 

Literature. Conceptuai dennitions of seKcare Vary resulting in several dinerent 

measurement tools which lack established psychometric properties. Consequently, 

self-care has been rneasured in varying ways: (a) as a specitic response or a group 

of responses to a symptom, (b) as a specific behaviour or group of behaviours 

aimed at preventing ilhess, and (c) as the fùnctiond ability to manage activities of 

daily living (ADL) (Segall, 1987; Segall & Goldsteh, 1989; Dean, 199; Schuster, 

Petosa, & Petosa, 1995; Yu, 1995). Fmdings based on these varying 

measurements have therefore been inconsistent and often contradictory. 

Additionally, the current reseaih tends to lirnit the study of self-care to the 

performance of illness and health self-care behaviows. Hence seKcare is 

generally considerd in terms of what people do when they are ül, and what they 

do when they are weU to promote and maintain their health. One theorist, Orem 

(1991) adds a third dimension to selfkare behaviours that entails a developrnental 

perspective. In old age developmental needs oAen reflect conditions brought 
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about by physical and psycho-social changes that occur in the last stages of We. 

Examples include diminisheâ ninctional ability, increased chronicity, problems of 

social adaptation related to losses within an older adultls social 

network, and reduced incorne following retirement. Accordhg to Orem, the 

abiiity of individuals to manage their developmentd self-care needs establishes a 

baseline for their ability to perform ïlIness and health self-care behaviours, 

particularly in old age. Authors have identifid that illness and heaith self-care 

behaviours are conditioned by individual's developmental stages and life 

experiences (Dean, 1989, Ory & DeFriese, 1 998). Yet currently, self-care 

instruments have lirnited ability to measure the developmental component of self- 

care. 

The relationship between seKcare and the format health care system is 

diverse and not completely understood. Some researchers consider the decision to 

connilt professional care providers as & act of self-care, whiie others believe that 

consultation of health professionals to be outside the redm of self-care (Green, 

1985; Ory & DeFnese, 1998; Pennhg & Chappell, 1990). 

Another additional limitation is that research ut ilizing Orem's mode1 is 

iimited in terms of the size of the population under study. Small, convenience 

sample sizes ofolder adults may not adequately represent a heterogenous elderly 



population known to demonstrate a wide range of behaviows. 

The proposeci research seeks to contribute to the aging and self-care 

literature by addressing some of the curent theoretical and methodologid 

Limitations. As a means to addnss the lirnited theoretical knowledge base for self- 

care, a model of selfcare devdoped by Orern bas b a n  employed. Seif-care is 

examined using a measuring toal b a d  on Orem's (1991) b e w o r k .  The Self- 

management Inventory (SMI) (Snyder et al., 1991) includes the measurement of 

developmental self-care behaviours dong with illness and health self-care 

behaviours. To address the limitation related to smaiî sample sizes used to test 

Orem's model, t&is research will examine self-care using data from a previous 

study, the 1991/92 Manitoba Study of Health and Aging (MSHA). The MSHA 

(1 99 l/l992) collected data fiom a community sample of 1763 persons aged 65 

years and older. 

In sumfnary, demographic changes, concems about mounting health care 

costs and a growing attention to the rote of self-care among older adults forms the 

basis for a closer examination of the concept and measurement of self-care. 

Limitations in the current self-care knowledge base include a lack of theory based 

research, diverse seWcare measurements, and the inability to generalize findings 

often due to small sample skes. These limitations are addressed in this research by 
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examining selfkare accordhg to Orem's theoretid fhmework with a large sample 

size which includes a developmental self-care component. 

Review of the Literature 

This review addresses self-care and aging in relation to conceptual and 

empirical issues. The definition of sefflcare adopted for this proposeci research is 

compared with other conceptualkations of self-care. Several conceptual aspects 

of self-care are discussed with reference to the origin of self-care and the swpe of 

self-care. Additionally, several seif-care theoretical fiameworlcs used in the 

research to date are presented. Orem's selfsare mode1 is described bnefly in this 

section, with a more detailed presentation to foUow in chapter the .  Empincai 

kdings related to self-care and aging a& examinecl in te- of correlates of seif- 

care. Findy, a summary is presented. 



2.0. Self are: A Definition 

The World Health Organi7ation (WHO), is adopted for this research. This 

definition is congruent with Orem's seKcare theoretical fiamework. 

"Self-care in heaith refers to the activities individuals, families, 

and communities underialce with the intention of enhaacing 

heakh, preventing disepse, ümiting iilness, and restoring hdth. 

These ac t~t i e s  are derived fiom technical lcnowledge and skills 

fiom a pool of professionel and lay experience. They are undertaken 

by lay people on their own behalf, either separately or in participatory 

collaboration with professionals" (as quotd in Ory, DeFriese & Dunker, 

1998, pp. Xvü). 

2.1 Self-care: Conamtual Issues 

It has been suggested that se&care is the primary source of health care in 

d societies (Dean, 1981; Hickey, 1986). Self-care has been considered to be 

effective and relevant for the maintenance of health and optimal well beuig for dl 

age groups regardles of health status (Levin et al., 1976; Mettler & Kemper, 
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1993). Two major issues identifid in the literature involve the ongin and the 

scope of self-care. In ternis of the ongin of ~ e ~ c a r e ,  the debate focuses on 

whether or not seIfkare is a contemporary social movement or a traditional 

attribute of aii Society that has existed throughout history. Controversy also exists 

regarding the definition of seIf-care in tenns ofwhether self-care is a substitute of 

professional care or whether professional care is a dimension of self-care. 

2.1.0. Self-care: Social Movement or Traditionai Attribute? 

Diverse opinions exist regarding the ongin of selfkare, that is, whether or 

not seKcare is a recent movement or a historical, traditional attribute of aii 

humans. Some investigators have posited that the growing popularity of self-care 

is the result of current social trends, including consumerism and ferninism. Public 

dissatisfaction with caustic medical procedures that have ofien resulted in 

iatrogenic &esses, may have encourageci self-reliance, individualism and self-care. 

The preference for self-case may have been reinforced by the growth of women's 

rights movements and public scepticism concerning the existing medical hierarchy 

(DeFnese & Konrad, 1993, Levin & Idier, 1983). The tendency toward de- 

professionaiization has tùrther corresponded with society's interest in 
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consum&sm, self-deterrnination, and increased knowledge ( DeFnese & Konrad, 

1993; Fleming, Giachelfo, Anderson, & Andrade, 1984; Levin & Idler, 1983; 

Kronefeld, 1979). Some of the fiterature has depicted seIf-care as a contemporacy 

as a strategy to reinforce a contemporary societai trend aimeci at ~e~rel iance.  

In contrast, others have asserted that seScare represents a traditional 

attribute ernployed by society throughout history (Eckey, 1986; Levin et al., 

1976). Self-care is recognized as a human behaviour reflecting traditional practises 

of humans. The role of seff-care throughout history is evident by the use of home 

remedies in response to symptoms. Historical documents record the personal 

strategies employed by individuals and their families to treat illness and maintain 

their well being throughout the Mespan (DU, 1995). 

Hasselkus (1994) suggested that independence and se(f-sufficiency were 

behavioral n o m  associateci with adulthood. Similarly, Segall and Goldstein 

(1986) suggested that self-care is not new and fùrther, that it is and historicdy has 

been human nature to care for one-self and one's family. Home remedies have 

been a traditionai practise throughout history. According to this perspective, self- 

care was not a wntemporary socid movement and it had not developed as a 

reaction to ineffdve professional trament (Dean, 198 1 ; Levin et al, 1986). 

Muchow (1993) added that traditional seKcare strategies are increasingiy 
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more appropriate. given the trend toward an aging society experiencing increased 

cbronicity and the fdure of a contempomy medical care system to "solve" chronic 

health problems. She suggested that seffkare is more prominent in today's society 

because it mets  the need for health care that is low wst and sustainable over the 

duration of a chronic condition Furthemore, the traditiond sense of self- 

sufnciency, independence, and resistance to change demonstrated by the current 

cohon of older adults, particularly in the rural communities also reinforces the use 

of seK-care (Muchow, 1993). 

For this study. self-care was seen as a traditional attribute. As nich, seK 

care was not perceiveci as a new social movement. The growing interest in self- 

care may refiect the ongoing demands of an aging society within a health care 

system that is limited in dealing with chronic health problems. 

2.1.1. Professional Health Care: A ~ubkitute or a Dimension of Self-care? 

Opinion is split regarding whether or not professonal health care services 

should be included as part of seif-care. Debate revolves around whether or not 

self-care substitutes, that is, replaces profissional care; or whether professional 

care is a dimension of seff-care. 
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Some have suggested that seScare is an imrnediate treatment response to 

illness that excludes prof&onal involvement ( I h g ,  Wykle, & Namazi, 1989). 

Individuals practising seikare would decide to either do nothing about a symptom 

or would treat the illness by themsetves (Haug et al., 1989). Profesional 

consultation fell outside of the scope of self-nue. Hence, the basic trait of self- 

care was its non-professional, non-bureaucratie nature (Haug et al., 1989; Levin & 

Idler, 1983). Wckery and LeWwn (1993) maintained that when professional care 

providers were consulted, individuals were less Iikely to exercise autonomy in 

making decisians about their own care plan. Hence, professional care and self-care 

were considered as being separate based on who rnakes the decision regarding 

care. 

Green (1985) also defined seEcare exclusive of professional involvement. 

Self-care was restricted to Uiclude lay diagnosis, symptom treatment, and 

preventive care carrieci out by individual; or theü own lay support system. Green 

(1 985) suggested that the terni "seKhealth management" more accurately 

descnbed the CO-ordination of professional care aiongside seKcare practises. 

Other arguments for the exclusion of professional consultation as a seff- 

care practice have been based on the availability of physicians and medical 

treatments. Where physicians were scarce in number and unavailable in remote 
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areas, self-care may indeed have subdituted for professional care (Dean, 1981). 

Prior to the invention of effdve analgesia and anesthesia, medicai treatments 

were often more dsmaging and paianil than the initiai symptoms. Consequently 

individuals often preferred their own remedies, completely replacing profeuional 

treatment with seW-care practises (Fleming et ai., 1984). Individuals who were 

sceptical of physicims and whose cultural n o m  reinforceci the use of seifdre 

strategies were more likely to substitute professionai care with self-care (Fleming 

et al., 1984; Penning & Chappeii, 1990; Strain, 1991). 

In contrast to these arguments seeking to exclude professional consultation 

from self-care practices, the position that professional care is a dimension of self- 

care suggests that individuals practise self-care when they consult professional care 

providers (Dean, 1981; Levin et al., 1976, Ory et al., 1998). As a first step, 

individuals might respond to symptoms by using lay strategies. Lay strategies 
i 

encompass self-care pradses initiateci by the individual without professional 

intervention. Decisions regarding what to do about a symptom are based on past 

habits andi or past experiences with symptoms and the strategies that were 

successfiil in providing relief in simifar situations. Lay consultation, that is advise 

elicited by individuais fiom their fnends and relatives alsu iduenced self-care 

behaviours of individuals (Strain, 1989). Common lay practises arising fiom past 
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experience and lay consultation indudeci self-medication, ~e~treatments, and the 

use of home rernedies (Dean, 198 1 ; Strain, 1989). However, if symptoms were 

serious and did not subside, these individuals might tum to profusional services 

(Chappell & Guse, 1989; Segd & Chappeli, 1989). The critical factor was that 

professional intervention was initiated as a resuit of individuai's or their care 

provider's autonomous decision m a b g  processes. Furthemore, individuals 

and/or their family members also detennined the level of assistance that they would 

accept from professional care providers (Orem, 1991). If the essence of self-care 

is self-control and selfkktennination, the decision to consult a professional 

caregiver could be considered a dimension of seif-care (Dean, 198 1 ; Orem, 199 1). 

The complementary relationship between seK-care and professional care 

suggests that professional care is a dimension of seff-care that is necessary to 

promote health and weil being (Chappeil, 1989; Health Canada, 1997; Ory et al., 

1998; Penning & Chappell, 1990). se l fGe  is aimed at meeting everyday basic 

human needs and treathg minor symptoms using home remedies (Barofsky, 1978; 

Stolier, Forester, & Portugai, 1993; Strain, 1989). Professionai health care 

services are not used for everyday needs. Rather, profeonal senices are sou& 

to cure illness and care for those unable to meet theù needs as a result of illness. 

Evidence exists in the iiterahire that for oider adults, the initiai tendency was to 
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respond to their symptoms ushg their own self-care resources (Strain, 1989). if 

symptoms persistecl or worsened, professional involvement to obtain relief was 

initiated (Strain, 1989). 

Clearly, individuals have not abandoneci self-care when they engage in 

professional care. Hence, in some ülness conditions that did not subside using sew 

care alone, the tendency was to augment traditional, ongoing self-care practises 

with professional care (Dean, 1992; Di11 et al., 1995; Kart & Engler, 1994; Segall & 

Goldstein, 1986; StoUer & Kart, 1994; Strain, 1989). Individuals seem capable of 

holding lay explanations and using home remedies as weîl as relying on 

professional care (Penning & Chappe& 1990; Strain, 1989; Segall& Goldstein, 

1986). Rather than losing the benefits of modem technology, the inclusion of 

professional care withh the definition of self-care has expanded the 

comprehensive nature of self-care (Penning & Chappell, 1990). 

In the past, seKcare was used to'offset the perceived mediaikation by 

professionals of cornmon health and illness events. According to Health Canada 

(1 9971, seif-care has evolved to include professionais as individuals learn to shape 

the processes and outcornes of the professional aw they receive. This has 

extended the self-care role of individuals to include selfhanagement of chronic 

conditions. This is evident as health professions have incorporateci seEcare 
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concepts and educational methods into their practises to fiaditate their patients' 

self-care abilities (Ory et al., 1998). A current focus in heaith aire is the 

development of  programs and intementions that enhance self-reliance and 

maintain the independence of the elderly (Health Canada, 1997; Ory et al.. 1998). 

The complementary nature of seIfkare is also ülustrated by the resurgence 

of interest in seKcare as a researchable area by investigators. Attention has shifted 

fiom the examination of self-care as replacement for professional intementions 

toward the motivation of professionals to gain an understanding of the nature, 

causes and consequences of self-care (Ory & DeFriese, 1998). 

Except for the studies on family caregiving ofolder adults, relatively Little 

research on fdy-basecl self-care has been carried out. The choice to engage in 

self-care practises is often deeply rooted in socioniltural background and studies 

have indicated that caregiving familes tend to use formal care s e ~ c e s  as a last 

resort (Strain, 1989; Cbappell et al., 1986). Moreover, families tend to not reduce 

the care they provided despite involvement with professional care programs and 

seMces (Chappell & Guse, 1989). In fact, when an older relative's level of 

disabiIity increased, the provision of famly-based idonna1 care had aiso increased 

as a strategy to ameliorate the wnsequences of chronicity (Brody, Kleban, & 

Moles, 1983; Long, 1993; Moinpour, 1983). Levin and Idler (1 98 1) asserted that 
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adaptation to minor illness, health-promotion, and prevention of disease were 

numiring hctions of the f d y  that remain outside the juridiction of a physician. 

The provision of w e  reportecl by wives to their institutionalized spouses was 

ongoing and included companionship. monitoring h d t h  and doing Linle things 

(Ross, R o s e n w  and Dawson (1 997). Ross and her associates (1997) 

determined that collaboration between wives and statfin long term care faciiities 

was necessary to support and enhance the quality of care provided. 

For this study, professional care and seLf-care are viewed as 

complementary. While seifkase is the primary source of health care for di 

individuals and theu fimilies, the health care provided by professionals are 

included as a dimension of self-are. 

2.1 -2. Self-care Theoretical Frameworks 

Several self-care models have been developed within the social sciences. 

According to the social science literature, seScare encompasses a range of mess 

and health seif-care behaviours. Illness self-care behaviours are aimed at 

deviating syrnptoms, whiie heahh seWcare behaviours encompass h d t h  

promotion and iiiness prevention (Chappell, Strain & Badger. 1988; Dean, 1992, 
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199 1; Diil a ai., 1995; Edwardsoa, et al., 1995). individuais' decisions regarding 

their self-care behaviours were inûuenced by social, culturai, and environmental 

factors. Associations between seIf-care behavioufs and sociodemographic 

characteristics, health status, heaith beliefk, and socio-cultural contexts have been 

examined (Dean, 1992; Stolier et al., 1993; Stoller & Poiiow, 1994). The 

subsequent section wiU examine several seScare theoretical Erameworks. 

Inconsistency and divasity in ternis of the conceptuaikation, operationalization, 

and measurement of self-care pervade. To begu2 a brief overview of Orem's 

theory of seScare deficit is presented followed by Mechanic's model of mess 

behaviour, the health belief model, the Anderson-Newman modei, and the 

functional independent Living ûamework- 

Orern's theory of self-care deficit- 

Orem's (1991) model of sekare  deficit was selected for this research on 

the bais of a comprehensive nature. Whiie the majonty of the self-care models 

conceptuaîize and masure rffkare acwrding to iilness and health self-case 

behaviours, Orem's mode1 adds a developmental perspective. The ability to satisfy 

human needs that arise fiom situations specific to the individuals' stage of human 
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development is gemiane to the study of seifkare in old age. The needs of older 

adults in illness and in health reflect their developmental stage, but their ability to 

satisfil these n d s  is dependent on past experiences and the physical and psycho- 

social situations that aise with increasing age. Orem suggested that the capacity 

for enective self-care was deveioped spontaneously throughout the lifespan as 

people Iearned to interact appropriately within the context of their physical, social, 

and cultural realities (Orem, 199 1; Dodd & Dibble, 1993; Ip et ai., 1996; Jiuovec & 

Kasno, 1993). 

Consistent with the WHO definition, Orem (1991) defined self-care as 

activities perfomed and initiated by individuals to maintain îife, hhealth, and well 

being. As such, the purpose of self-care was to help persons satisfy their illness 

related needs, their daily needs when they are in good health (referred to by Orem 

as "universal "needs), and their developrnental needs sp&c to their stage of We 

(Orem, 199 1). Orem's mode1 postulates ihat these three needs (*iIlness, health, and 

developmental) occur simultaneously at any one t h e  and hence, are not examined 

in isolation. 

Accordig to Orem the scope of seKcare is broad, including the decision 

to consult professional care providers. The tiamework postdates that a 

relationship exists between the capacity of individuals for pedorrning self-care and 
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intemal and e x t d  wnditioning fiaors such as dernogrriphic characteristics, 

health status (psychological and physicaî), soeiodilturai contexts, and political and 

physical enviroments experiead by inàividuais. Orem dso distinguïshes 

between independent seIfkare and dependent setf-care- Indepmdent self-care 

practises are carried out by individuais to maintain health, prevent iilness, and to 

treat syrnptoms (Orem, 1991). Dependent self-uin practises refer to the can 

provided by respoasible famiy members for indivihials who are unable to care for 

themselves (Orem, 1 99 1). 

Mechanic's model of illness behaviour: A sociolonical ~erspective. 

Mechanic's model of mess behaviour reflects a broad. sociological 

conceptuatization of seK-care that recognizes professional intervention as an act of 

self-care. Mechanic conceptuaiized a pathway or process of illness self-care 

behaviours practised by individuals when they experienced symptoms. Mechanic 

postulateci that people perceive and evaluate their symptom(s) in terms of 

seriousness, and then make decisions about how to ameliorate them. This process 

determined whether professonal or lay treatment was obtained. Various 

combinations of stages have been suggested in the literature. For example, a 
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pathway ofillness sdfkare behaviouf for common non-sexious ailments might 

involve the foiiowing practises: (1) do nothhg, (2) seKtreat the symptom, (3) seek 

idornial help, or (4) consuit proféssonai services (Chappe11 et al., 1988). 

The heaith belief model, 

The health beüef model (HBM) posits that motivation to perfomi health 

self-care behaviours is infiuenced by one's perception of susaptibility to illness and 

efficacy of the behaviour. Additiody, cornpliance is dependent upon the belief 

that the benefits of perforrning health self-care behaviours outweïgh the barriers 

encountereà with such regimes (Janz & Becker, 1984). Researchers have used 

the HBM to correlate specinc health self-care behaviours to perceived barriers and 

benefits (Stoller & Poîiow, 1994). Specific health seGcare behaviours 

encompassed taking vitamins, aercising ~egularly, ushg seat-belts, getting 

adequate rest, eating a nutritious diet, abstaining fiom alcohol and nicotine, and 

participating in regulu medical or ~e~examinations. 



The Anderson-Newman model. 

The Anderson-Newman model (1973) has been utiiized to examine one 

dimension of illness seIfkare behaviour, that is, the use of forma1 heaith services. 

The fiamework postdates that three sets of factors are associateci with the use of 

formel health services. The three factors include (a) enabling factors (accessibility 

and availability of professional se~ces) ;  (b) predisposïng factors 

(sociodemographic factors, health beliefs, self-perceivecl health, attitudes toward 

health services, and knowledge about disease); and (c) need factors (perceived 

syrnp t om severity and susceptibility t O illness). 

Functional inde~endent living fiamework. 

A relatively recent model develo'bed by Yu (1 995) is the fiinctional 

independent living (FIL) framework . The fiarnework postulated that self-care 

ability is determined by an individual's level of functional independence. In order 

to maintain one's finaional independence in the community, adequate physical and 

ment ai hctioning was required. Yu (1 995) employeci "The Functioning-for- 

Independent Living Sc&" to measure physicai fimaions of community dwelling 
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older adults that included vision, hearïng, speech, mobility, transfer, hand and ann 

movement, and continence (Yu, 1995). The FIL Scale aiso measured mental 

fiinctions that encompassed memory, identiw speech clarity, wandering, and 

unconventionai behaviours Olu, 1995). Yu tested the mode1 and identifieci five 

significant variables as optimai predictors of independent finctioning. 

2.1 -3 Sumrnarv: The Conce~tuai Issues 

The WHO definition of self-care has been adopted for this research. The 

definition conceptuahes self-care as a traditional human trait demonstrated by 

individuals a d o r  their care giver to meet human needs in heaIth and in iilness. 

Consistent with Orem's fiamework, the WHO conceptualiition includes 

professional intervention when solicited by the individuai or caregiver. 

The two major conceptual issu& identined in the literature with respect to 

the ongin of self-care and the s o p e  of self-care have been discussed. The first 

issue pertains to whether seIf-care is a currmt societal trend or a traditional 

attribute of ail human beings. The second issue concerns the scope of self-care, in 

terms of whether or not profeuional care is a dimension of self-are. For the 

purpose of this research, seIf-care is seen as a traditional attribute of al1 societies 



with professional care as a dimension of seIfkare. 

Several models have guided the seff-care research including Orem's mode1 

of seScare deficit, MecMc's model of illness behaviour, HBM, Anderson- 

Newman model, and the FIL fiamework. With the exception of Orem's modei, 

most of these frameworks have confineci self-care within the context of an 

individual activity examinhg correlates of specific iliness and health seIf-care 

behaviours. Orem's model provides an additional understanding of developmental 

~ e ~ c a r e  behaviours. 

Seifkare: Ern~iricd issues 

Much of the research has examùied the relationship between self-care 

behaviours and associateci factors. Reséarch examining self-care behaviours of 

older adults has considerd mostly cross-~ectional, convenience samples, 

employing a quantitative approach. in the subsequent sections selected studies of 

self-care and older adults in terrns of the measurement and correlates of self-care 

behaviour are presented. Much of the self-care research is multivariate, examining 

associations betwwn self-care and two or more independent variables 
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shuitaneously. In this literature review, comlates of self-care behavioun are 

presented as isolateci independent variables for the purpose of organization and 

clarity. The limitations of this research are explord Finaily, a summary is 

presented. 

2.2.0. Measurement of SeKcare: ïlIness and Heal th S e k a r e  Behaviours 

The measurement of self-care in the research most frequently focuses on 

illness and/or health seScare behaviours. Frequencies related to illness self-care 

behaviours involve older adults' responses to their iilness symptoms, while the 

measurement of health self-care behaviours targets practices that are aimed at 

health maintenance and iilness prevention. Although illness and health self-care 

behaviours have been wmmonly viewed as distinct behaviours, this distinction 

becornes less pronounceci as the occurrence ofchronic iüness increased in old age. 

In the foilowing section, the measurement of specific iliness and health seif-are 

behaviours examined in the research is presented. The dichotomous nature of 

dlness and health seScare behaviours in old age is discussed. 



Illness self-care behaviour. 

SeIf-care has been seen as an appropriate strategy, particularly for the 

management of chronic illness symptoms in old age (Dean et al., 1986). However, 

the types of responses have variecl according to specifïc symptoms and conditions 

under study (Dean, 199 1; Stoller & Poiiow, 1994; Strain, 1996). For example, 

illness seiGcare behaviours commoniy reported for arthritis symptoms varied in 

cornparison to behavioun related to symptoms of cardiovascular disease (Strain, 

1996). 

Self-care in response to iiiness symptoms appears to be a process of 

strategies. At the fust sign of a syrnptom, an individual might do nothing for 

several days (Chappeli et ai., 1988). This strategy be foilowed by a 

previously "tried and true" old home remedy, self-medication, a d o r  self- 
, 

treatment strategies for certain syrnptorns. Friends and family members would be 

consulted for their advice (Kart & Engler, 1994; Stoiier et al., 1993). If the 

symptom peaisted, or was perceived as serious and having a medical cause it was 

quite iiiely that a physician or other forma1 health care s e ~ c e  would be 

consulted. Professional assistance tends to be a last resort or is primarily reserved 

for serious symptoms experienced over a long period oftime (Chappe1 et al., 
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1988; Kart & Engler, 1994; Penning & Strain, 1994; Stolier et al., 1993; Strain, 

199 1, 1996). Scepticism regard'ig profasionai services has also been a factor in 

seeking professional help, particularly when the symptom was not perceiveci as 

serious or paintiil (Strain, 1991). 

Studies have also indicated that older adults may report different illness 

self-care behaviours in response to a lin of symptorns depending on whether or not 

they are a n s w e ~ g  for themselves or others (Chappell et al., 1988; Kart & Engler, 

1994; Segall& Goldsteïn, 1986). For example, in one study, &er being given a 

list of ten syrnptoms, 35 percent of the older adults reported that self-care was the 

appropnate response for their peers. However, when those rame symptoms were 

applied to their own experience, 86.3 percent of these oIder aduLts indicated that 

they had responded to the symptom by using a self-treatment arategy (Kan & 

Engler, 1994). 

In terms of seif-care iiiness behaAour, research has indicated that older 

adults tend to deal with the symptom, rather than changing their habits or seeking 

information to treat the underlying cause (Dean, 1991; Stoller et al., 1993; Stolier 

& Pollow, 1994). This was demonstrated in a study that examined the illness self- 

Gare behaviours of rurai elderly females with uriaary incontinence (Engberg, 

McDowell, Burgio, Watson, & Belle, 1995). Women rarely made an attempt to 



treat the underlying cause of incontinence, despite the reporteci efficacy of 

bladder retraining and pelvic muscle exercises. Instead, the most common iiiness 

selfkare behavioun included staying close to a bathroom, using absorbent pads, 

and voiding more fiequently (Engberg et al., 1995). The propeosity for older 

adults to manage symptoms rather than to treat underlying causes was attributed to 

the hi& prevalence of chronic illness and a fatalistic outlook. Many older adults 

believed that theû symptoms were inaitable consequences of ageing and hence, at 

best they had 0 3  hoped to manage the symptoms (Dean, 1991; Iqbal & 

Castleden, 1997; Stoiier et al., 1993; Stoller & PoUow, 1994). 

OveraU, illness self-care behaviours are measured as the fiequency of 

specific responses to varying symptoms. Frequently practised responses included 

self-medication , self-treatment, lay consultation, the use of home remedies and 

professional consultation. Individuals' illness self-care behaviours in response to 

specific symptoms were found to be infiuenced most fiequently by the persistence 

and severity of the symptom, having a history of s&care responses for symptoms, 

and a propensity to deal with the symptom rather than the underlying cause. 

Factor analysis in a study conducteci of 250 individuais with coronary heart 

disease showed that evaluation, implementation and decision makhg were key 

aspects of illness selfkare (Lukkarinen & Hentinen, 1998). These behaviours were 



strongly wrrelated with knowledge, motivation and physical prerequisites 

(Lukkarinen & Hentinen, 1998). 

Health self-care behaviours. 

Health ~ K c a r e  behavioufs Uiclude but are not iimited to: (a)dietary 

practises (hiting fat, reducing sait and includiag fibre), @) exercising regularly, 

(c) monitoring weight, (d) screening of illness vis-a-vis professional consultation 

or by self-examination, (e) adhering to accepted dety  practises and/or avoiding 

risks (Le. not smoking, wearing seat belts, reducing alcohol consumption), ( f )  

obtaining adequate rat,  (g) seeking information, (h) attending regular medical and 

dental check-ups, and (i) relying on faith (Boland, 1998; Dean, 1991; Gallant & 

Conne11 1997; Rakowski et al., 1987; Segd & Goldstein, 1986; Stoller & Pollow, 

1994). Other heaith seifkare behaviours involve basic ADL and IADL such as 

bathing, eating, miaiking, engaging in hobbies, and shopping. Despite the 

importance that older adults might assign to health maintenance and illness 

prevention, variation has been reported in the type and freguency of the behaviours 

that people perfonn. Some health self-care behavioun were reported more 

fiequently than others. In several studies, the most commonly reported health self- 
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care behaviours of older adults were eating a balanceci diet, and ensuring adequate 

sleep (Chappeil et al., 1988; Segall& Goldsteïn, 1986; StoUer & Pollow, 1994). 

In another study of wmmunïty residents age 45 and older, only ten percent of the 

older adults reportecf regulating theu diet, wbile 30 percent reported stress 

reduction behaviour (Dean, 199 1). 

Fewer older duits report participating in exercise. Dean (1991) found 

that 50 percent of the Danish older adults did not exercise reguiarly. Schuster, 

Petosa and Petosa (1995) found that in a group of post-retirement independent 

adults, 52 percent had not engaged in regular physical activity, while 64 percent of 

a sample of older adults in New York had not exercised (Stoiier & Poliow, 1994). 

However, fewer Canadian older adults (3 5%) have reported neglecting their 

exercise regVne (Chappell et al., 1988). Adherence to d e t y  and avoidance 

behaviours also varieci among older adults. Approximately 80 percent of the older 
& 

aduIts fiom two studies avoided tobacco and alcohol (Chappell et al., 1988; Stoller 

& Pollow, 1994). in contrast, only 25 percent of older adults in a Danish sample 

avoided tobacco (Dean, 1991). Differences in health self-care behaviours by 

countries would be most usefùlly addressed with cross-national studies. 

Studies generally demonstratecl that older addts reported a lack of 

performance with respect to several health self-care behaviours. Among these 
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were regular exercise, tension reduction strategies, and risk avoidance behaviours 

(seat belt use) (Rakowski et al., 1987; Segali & Goldstein, 1986; Stoller & Poilow, 

1994). Although data indicated an apparent lack of performance in terms of heaith 

self-care behaviours, Kart and Engler (1994) found that 87.5 percent of older 

adults assessed their global self-care efforts as 'goodf, 'very good' or, 'excellentf. 

Furthermore, a discrepancy between older adults' intentions and the actuai 

perfomuuice of health seifkare behaviours has been observed among community 

samples (Chappeii et al., 1986; Stoiler & PoUow, 1994). In one institutional study, 

nuning home residents' perceptions of their abiiity for performing health self-care 

behaviours also appeared somewhat optimistic (Jirovec & Kasno, 1993). Boland 

(1998) suggested that the cornmitment of older adults toward health promotion is 

iimited and inconsistent. 

To recap, health self-care behaviours often considered in the research 

include dietocy pradises, exercise, health risk avoidance, self-examination, regular 

checkups, and the performance of ADL and IADL. Findings indicated that health 

self-care behaviours Vary in relation to the type of activity and to the geographical 

location of the sample. Furthermore, seKreported abilities and activities may be 

somewhat optimistic. 



Iilness and health self-care behaviours: A dichotomy 

The dichotomous relationship between illness and health seIfme 

behaviours has not been clearly established. Chappeii et al. (1988) indicated that 

health and illness se@care scores were not correlated. However, Stoiier and 

Poiiow (1994) have detennined that as the number of chronic conditions increased, 

illness and health self-care behavioun have overlapped. Health seif-care 

behaviours aimed at Unes prevention for a hedthy individual could also be 

defined as ïilness seScare behaviours for an individual with chronic iiiness (Stolier 

& Poliow, 1994). For example, Limiting salt or fat intake is a health self-are 

behaviour for the healthy individual and an illness self-care behaviour for an 

individual with cardiovascular disease. This is also true of individuals with chronic 

rend faiiure. In the case of individuals undergoing dialysis, illness self-care 

behaviours such as sticking with a routine therapeutic regime, adjusting their 

lifestyles and managing abnomal situations become a daily part of one's self-care 

routine to prevent iiiness and promote health (Li Lu, Wang & Lai, 1998). 

Hence, the distinction between a heaith and an iiiness self-care activity can be 

contingent on the group king studied. For older adults, many of whom 

expenence chronic illness, the distinction between heaith and illness seif"care 



behaviours rnay not be possible to separate. 

Summary: The measwement of self-care. 

The measurement of self-care was comrnonly based on illness and health 

seKcare behaviours. Illness setf-care behaviour occurred in respome to 

syrnptoms. These behaviours are identined as a process that includes codt ing  

Iay perrons, doing nothing, practising home remedies, administering medications 

and consulting a physician as a last resort. Health self-care behaviours were aimed 

at maintaining one's heaith and preventing illness. As such, health seEcare 

included exercise, dietary management, a balance of rest and activities, 

socialization, reliance on faith, and risk avoidance. To date, the categorization of 

self-care into m e s s  and health seScare behaviours continues to be found in the 

literature. However, 4 t h  the increasing population of elderly experiencing chronic 

conditions, the distinction between illness and health self-care is not clearly drawn 

and may not be meaningful for mon elderly who expenence chronic conditions. 



Mucb of the research on older adults and seIf-care bas examined the 

correlates of illness and health seff-care behaviours. Studies of seifkare and aging 

have examuiecf the self-care behaviours and their relationship to the foilowing 

factors: socio-demographic characteristics mental heaith status, physical health 

status, social support and health beliefs. For each factor, attention is directed to 

both ihess and health self-uire behavioun. Findings in the research are based on 

multivariate effkcts of various independent variables or correlates. Findings 

derived fiom multivariate analyses of self-care correlates demonstrate whether or 

not the magnitude of the effect c m  be amibuted to a single correlate. For the 

purpose of organization in this empirical review, each correlate of iliness and 

health self-care behaviours is presented in isolation. The Iôck of consistency with 

respect to the conceptualization and measurement of self-care practises of older 

adults has complicated Our understanding of the correlates of seIf-care 

behaviours. 



AGE 

The findings with respect to the correlations between age and iliness self- 

care behaviours have been inwasistent. In some studies, age was not significantly 

associated with illness self-care behaviours (Ailinger and Dear, 1993; Corn et ai., 

199 1 ; Fenton et al., 1994; Kart & Engler, 1994; Stolier et al., 1993). However, 

other studies have indicated that during illness, age was positively associated with 

the propensity to do nothhg, consult Iay caregivers, and selfmedicate. Some 

consistency existed in that overali, the type of iüness seKcare behaviours 

performed by older adults appeared to be more palliative than preventive (Carroll, 

1995; Chappe11 et al., 1988; Dean, 1991; DiIl et al., 1995; Iqbal & Castleden, 1997; 

Stoller et al, 1993)- 

Some indirect associations between age and specific iihess self-care 

behaviours were identified (Badzek, Hines & Mou. 1998; Carroll, 1995; Dean, 

1991 ; Lukkarinen & Hentinen, 1997; Shu, 1995; Stoller & Poliow, 1995; Strain, 

1996; Wang et ai.. 1998). An indirect association was demonstrated by a group of 

older adults undergohg coronary artery bypass surgery (Carroll. 1995). The 



findings showed that younger individuais performed more iiiness selfcare 

behaviours. Carroll (1995) speculated that this finding may have been reflective of 

the physical home enviromnt of relatively younger adults than the actual ab- 

of older adults. Activity levels (walkuig or climbing stairs) for the group of older 

adults plateaued during their hospital stay, and it was speculated that the activity 

level diminished because few of them had stairs in their homes. However, Strain 

(1996) concluded that younger subjects with coronary artery disease were more 

likely than older adults to alter their habits to achieve a hedthier lifestyle or to 

focus their efforts on ameliorating the underlying factors sssociated with heart 

disease. Another study examining factors related to the self-care of 250 

individuals with coronary heart disease showed that age was a correlate of 

motivation for the performance of iiiness self-care behaviours (Lukkarinen & 

Hentinen, 1997). Wang and associates (1998) also determined that age was 
i, 

correlated to self-care üIness behaviours of elderly heart transplant survivors. The 

iliness self-care behaviours for these transplant patients included self-medication, 

exercise, diet control, maintaining clinical visits and infection control post surgery 

(Wang et al., 1998). 

Age was also found to be indirectly correlated with illness self-care in a 

study to identify factors related to adequate self-care knowledge about 
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haemodialysis @&k, Hines & Moss, 1998). Aithough 75% of the patients over 

65 years of age (n = 142) believed they were well informeci about seüscare related 

to haemodialysis, only 14% answered thme questions correctly. Older 

haemodialysis patients were less well uûomed about self-care strategies compared 

with younger patients (Badzek et al., 1998). 

Ailinger rad Dear (1993) tested the ihess setf-care behaviours in a 

convenience sample of persons with rheumatoid arthritis. Subjects ranged £tom 27 

to 79 years (Aiiinger & Dear, 1993). Age was not significantly correlateci with 

self-care performance scores deterrnined by the Exercise of Self-Care Agency 

(ESCA) instrument (Kearney & Fleischer, 1979). However, individuals who had 

illness episodes for longer periods of time performed significantly fewer self-care 

pactises (Ailinger & Dear, 1993). Y u  (1995) also suggested that as age 

increased, the functional ability of older people to care for themselves during 

illness declined. Hence, the relationship between age and iliness self-care 

behaviours may have been an indirect result of a longer duration of the illness, the 

occurrence of more chronic conditions, and hctional detenoration often 

associated with age. 

Some studies examined the utilization of physician seNices as an illness 

self-care behaviour. Older adults reported consulting professional care providers 



less often, and reported fewer symptoms to their physicians compareci with 

younger individuals (Stoller & Kart, 1995). In one study of independent older 

adults, oniy 7.7 pet cent reporteci d their symptoms during Msits with their 

physician (Stoiier & Kart, 1995). Older adults' optimistic health self-care 

assessments may have predisposed hem to believe that they couid manage their 

symptoms without prof&oaal assistance (Kart & Engler, 1994). Studies showed 

that older adults may also have assumed that symptoms of a non-serious nature 

(arthritis, constipation, incontinence) were inevitable in the face of aging and were 

not subject to professional intervention (Iqbal& Castleden, 1997; Kart & Engler, 

1994). More significant than age may have been the fact that they learned to trust 

and depend on their own ability to manage based on past experience. 

Additionaliy, those who perceived their health to be good , and those who 

perceived their symptoms as less threatening were more confident in their ability to 

manage without professional assistance (~toller & Kart, 1995). A scepticai 

attitude with respect to the benefit of professional intervention, commody held by 

the older adult may also have been a factor in the utilization of professional health 

care services (Haug, 1986). 

Old age has been positively correlated to the specific iliness self-care 

behaviour recognized as lay consultation' (Stoller & Kari, 1995; Strain, 1990). 
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Lay consultation refers to the decision of individuais to tum to their informai 

network of fiïends and relatives. The purposes of lay consultation encompassed 

seeking advise regarding how to deal with a syrnptom, validating symptoms and 

comparing illness experiences (Strain, 1989). Friends and family members 

fiequently provided an additional resource regardin8 treatments for chronic f i a s  

that had developed as a r d t  of their own illness experiences (Stoiier & Kart, 

1995; Ross et al., 1997). Friends of older adults were also more Lücely to have 

time to Iisten to concems about symptoms and offer advice. On the other hand, 

Edwardson et al. (1995) fomd that although older adults ofien consulted their 

peers, they were aiso likely to seek professional health services. In one-third of the 

cases, fnends had not offered advise because they beiieved their peen were just 

wmplaining; or that the symptom(s) were minor, short-term, or age-related 

(Edwardson et al., 1995; Strain, 1989). Strain (1 989) identifieci that in over two- 

thirds of the illness episodes examined, the iay advice given was to consult a 

Findings with regard to age and health seKcare behaviours have been 

somewhat Mxed. Several studies have not found age to be a signincant correlate 

of health self-care behaviours (Clark, 1998; Comeliy, 1993; Jirovec & Kasno, 

1993; McDermott, 1993; Rakowski et al., 1987; Srnits & Kee, 1993). Yet for 
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some health seWcare behaviours, the teadency to engage in health maintenance 

and preventive behaviours has been reported to diminish with age (Chang, Uman 

& Hinch, 1998; Dean, 1991; Schuster et al., 1995). For exarnple, a Danish study 

reported that tobacco consumption increased with age (Dean, 1991; Stoller & 

Pollow, 1994). Several investigations aiso demonstrated that age was inversely 

correlated to exercise (Dean, 1991; Schuster et al., 1995). In fact, 74 per cent of a 

sample of independent Danish citizens aged 45 yean and older rarely or never 

engaged in physical exercise (Dean, 1991). m e r  health seKcare behaviours 

includiig dental visits and cornpliance with seat belt regdations also decreased 

with age (Dean, 1991). Chang and associated (1998) found age to be one of the 

five out of 32 chical indicators predictive of self-care deficit in 414 clients. 

In summary. the relationship between aging and iliness andor health self- 

care behaviours has not been c l d y  established. Some of the changes in iliness 
! 

self-care behaviour associated with aging may be related more to other aspects of 

aging including the physical environment of older adults, the increased Wrelihood 

of experiencing a chronic condition, having had the condition longer, and increased 

fùnctional deterioration. The role of lay consultation for older adults is apparent 

but does not appear to inhibit professional consultation. Additionaiiy, self-care in 

old age reflected the ways that people had leamed to manage their syrnptoms 
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throughout the life span. Variation in health seffkare behavioun according to age 

seem to hold true for particular types of behavioun. A negative relationship was 

demonstrated between age and specifïc health seWcare behaviours such as 

exercise, smoking cessation, and regular dental visits. A larger &O-dtural 

context may be required to furiher explain the dxerences in health seScare 

behaviours that are evidenced for varying age groups. 

GENDER 

Variation in seIf-care behaviours related to gender have also been 

associateci with age and socio-economic status. An co-relation exias with gender 

and the duration and severity of symptoms. Chronic symptoms related to 

conditions that were not considered severe or disruptive, such as arthritis, inspirai 

the most variation in iIlness selfkare behaviour between the sexes (Strain, 1996). 

Generally speaking, in early and middle adulthood, women have tended to report 

more acute and not-fatal chronic conditions than men. At the same tirne, women 

visited their physician more often, were more likely to monitor and report 

sympt oms, and too k more extensive, prolonged care of t heir ailment s (Lu kkarinen 

& Hentinen, 1998; Mus& 1998; Strain, 1991; Verbrugge, 1985). Women were 
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also more Wrely to self-medicate with over the counter prescription dmgs ( Musil, 

1998;Verbrugge, 1985). 

When conditions were considerd fatal or acute. gender-based dinérences 

Ui iilness seIf-care behavioun were minirnized (Penning & Strain, 1994, Strain, 

1996). Men in the older adult stage exhibiteci a higher incidence of serious 

morbidity than women Coasepuently, older men experienced more m u e n t  

hospitai admissions (Straïn, 1991; Verbrugge, 1985). It was not clear whether or 

not the iiiness seWcare bdiaviour, namely, 'making the decision to be admitted' 

was relateci to the nature of condition, gender differences in willingness to be 

hospitalized, or differential treatrnent by physicians (Strain, 199 1; Verbrugge, 

1985). 

In ternis of physician visits as a iilness self-care behaviour, younger women 

tended to see more physicians for more non-threatening chronic conditions than 

men. However, the gender variation for professional consultation became 

insignificant in older adulthwd (Carroii, 1995; Chappeii et al., 1988; Verbnigge, 

1985). Several explmations were postdateci. Fir* the more serious conditions 

encountered more fiequently by older men than older women provided fewer 

treatment options other thaa professional consultation. Women having had more 

exposure to physicians throughout life than men may have become more sceptical 
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of physicians in late aduithood (Strain, 1996). Additionally, women's earlier 

experiences with health may have increased theü awareness of their age-related 

bodily changes and the use of foik remedies (Strain, 1996). 

Penning and Strain (1994) found that women report more finctional 

disability than men and receive more assistance for daily personal activities than 

men. Given the sarne level of disability, women were more Iikely than men to 

receive forma1 care for heavy housekeeping and yard work; while men relied more 

on their informal supports for light housekeeping and shopping tasks. As disability 

increased, men experienced lower subjective feelings of well being associated with 

the receipt of personal assistance, while women displayed improved emotional well 

being (Penning & Strain, 1994). In contrast, studies also indicate that women 

report more depression and anxiety thao men (Fenton, 1994; Musil, 1998). Fenton 

(1994) found that between the ages of 6 S  and 84, twice as many women reporteci 

major depressive episodes. The study did not speculate whether the gender 

variation in depression was indirectly related to a reduction in capability for 

perfonning illness self-care behaviours. 

Overaii, resewch has showed that women are called upon more often for 

lay consultation than men (Edwardson et al., 1995). Women most ofien provided 

direct care for the elderly, secondary to evaluating symptoms and providing advise. 
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Furthemore, women aioo tended to maintain stronger emotional ties with more 

people and to practise more lay consultation (Verbmgge, 1985). Although not 

signifiant, women (67 percent) were more &ely than men (42 percent) to consult 

their children about their arthntic symptoms (Strain, 1990). 

Tuming now to heaIth self-are behaviours, women seem more Wrely to be 

involved in iiiness prevention and maintenance of heaith and well being than men 

(Carroil, 1995; CbappeU et al., 1988; Comelly, 1993; Dean, 199 1; Dodd & Dibble, 

1993; Rakowski et ai., 1987; Stoller & Pollow, 1994). Dean (1 991) suggested 

that women's heaith selfkare behaviours are related to their knowledge about 

healthy behaviours. Women attended regular check-ups more often than men, and 

practised more ~e~examinations as health self-care behaviours (Chappe11 et al., 

1988). Sorne studies reported t h  women ate a healthier diet and exercised more 

regularly than men (Dean, 199 1; Connelly, 1993; McDermott, 1994; Stoller & 

1 
Poilow, 1994). Men recove~g âom coronary bypass surgery practised fewer 

health self-care behaviours aimed at prevention than women (Carroli, 1995). The 

fact that 101 subjects out of 122 persons receiving coronary bypass grafts were 

men, firther supports gender variance in health seKcare behaviours. With respext 

to risk avoidance, men reported consuming twice as much alcohol and smoking 

almost three t he s  as much tobacco as women despite the hown risk of cancer 
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and heart disease (Dean, 199 1; Stoller & Pollow, 1994; Verbmgge, 1985). For 

the currem cohort, the higher Wetime intake by men of tobacco and alcohol 

compared to women Iikely contributes to their higher morbidity and mortaiity fiom 

cancer, cirrhosis of the liver, and cardiovascular disease~ 

Vehnigge (1985) suggested that gender ciifferences were behaviour 

specific and that compared with men, women did not consistently engage in more 

health seif'-care behaviours such as health promotion. As such, women reported 

greater vitamin use, fcepuency of brushing teeth, and physicai check-ups. 

However, men were more iikely than women to engage in strenuous exercise and 

have chest x-rays. Verbmgge (1985) also found that men and women engaged in 

many self-care health behaviours equaUy (eg. obtaining adequate rest, eating a 

balanced diet, adequate fluid intake, and exercising regularly). 

In surnrnary, gender dflerences were evident depending on the specific 

illness andl or health self-care behaviour under examination. Women reported 

practising more seIfkare behaviours than men in iilness and in health. More 

speciticdy, women reported utilking more professionai and lay services, treating 

their symptoms more often, and practising more iliness prevention behaviours. As 

the severity of the condition increased, the variation in the use professional 

services by men versus women aIso diminished. 
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However, findingo related to gender variation must also be considered 

within the context of age, duration and severity of the symptom and social factors. 

As age increased, gender difEerences with respect to the illness self-care behaviour 

describeci as 'service utiiization' duninished (Verbmgge, 1985). Secondly, 

research revealed that the impact of gender on self-care was more significant for 

chronic, non-fatal conditions that did not cause pain or prevent performance of 

daily activities (Strain, 1996). Aithough the occurrence of chronic illness and 

fùnctional disability was greater in women cornpared with men, this difference also 

decreased with age. Hence, the fact that as men aged they reported having more 

senous conditions may partially explain the reduced variation in illness seif-care 

behaviours based on gender. Lastly, consideration should be given to the duration 

of the condition. OAen elderly women reported chronic conditions long before 

their male counterparts. Hence, these women may have had severai years to 

? 
hterpret what happened to them, and to leam coping strategies for their 

symptoms. Men reporting the same condition years later may have util* 

dEerent self-care strategies based on their relative lack of experience in managing 

the new health problem (Strah, 1996). 



SOCIO-ECONOMIC STATUS 

Generaiiy speaking, socioeconomic status has not been a strong correlate 

of ihess self-are behaviours (Chappell et ai., 1988; Connelly, 1993; Jiovec & 

Kasno, 1993; Kart & Engler, 1994; Rakowski et al., 1987; Stoiler et ai., 1993). 

However, incorne and education have been significantly associated with specific 

illness seif-care behavioun. In tems of the decision to utilue health care services, 

Strain (1 99 1) found that incorne was positively related to hospital admissions. 

Education, deked as the number of years of education wmpleted, was correlated 

to illness seWcare behavioun (Ailinger & Dear, 1993; Dodd & Dibble, 1993). 

Segall and Goldstein (1986) also reported that education was assoàated with three 

specific iliness seWcare behaviours. A university education was positively 

associated with ~e~treatment ofsymptoms but inversely associated with an 

increase in seif-medcation and the use ohhome remedies. Other studies 

demonstrated that forma1 education was positively comlated to specific health 

self-care behaviours nidi as minimizing weight gain, restricting salt intake, and 

participating in regular exercise (Stolier & Poiiow, 1994; Rakawski et al., 1987). 

Badzek and his associates (1998) also found that persons who had an education 

greater than high school were most likely to perform more illness self-care 



behavioun related to their rend didysis. 

On the other hand, older adults with more education reported consumhg 

more alcohol (Stolier and Pollow, 1994). Elderly penons with less education 

practised more relaxation strategies (cbappdl et aL, 1988). 

In review, the influence of incorne and education varied according to 

specific seKcare behaviours. Incorne and education were positively correlated to 

the ihess selfkare behaviour such as the utilkation of professional services. 

Education was inversely associated with the use of home remedies and self- 

medication. Education was also positively correlated to specific heaith self-care 

behaviours including a d h e ~ g  to dietary restrictions, and reg~dar exercise. On the 

other hand, education was inversely correlated to the heaith self-care behaviour of 

abst ainllig fiom aicohol, and practishg more relaxation strategies. 

Ethnicity refers to the classification of a group of persons with cornmon 

racial, national, religious, Linguistic, or cultural orighs or backgrounds (West, 

1986). Since much of the self-care research has been carried out in the United 

States, several studies examined the association between euYucity and seScare 



50 

with a focus on seff-care practises ofBlacks, Hispanics and Whites. In general, 

fhdings have not been consistent. Some investigations found no relationship 

between self-care and ethnicity or religion (Rakowski et al., 1987; Segaii & 

Goldstein, 1986; Yu, 1995). Others demonstrated an association between 

ethnicity and mess seif"e behaviours Dean, 199 1; DeLaire, 1994; DU et ai., 

1995; Jiïrovec & Kasno, 1993). Ethnicity has been correlated with stratedes for 

coping with illness symptorns, pdcularly with respect to the use of home 

remedies (IXU et al., 1995). 

In a descriptive study with low income elderly, DeLaire (1994) discovered 

that although Blacks and Hispaaics experienced lower health status, and poorer 

income throughout their life span, they also received more assistance fiom family 

supports during illness wmpared to Whites. At the same time, the Black and 

Hispanic older adults expressed greater We satisfaction and morale in later life also 

associateci with increased health se~f-care behaviours (DeLaire 1994). In Jiiovec 

and Kasno's (1993)shidy. Black older adults reported higher self-care compared 

with other residents in a personal care home. They reasoned that these residents 

reported higher perceptions of seIf-care as a result of having learned to rely on 

their own self-care strategies throughout the lifespan. 

To recap briefly, research has not conclusively determine the signincance of 
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ethnicity as a correlate of iüness and health self-we behaviours. MÏnority etbnic 

groups (Blacks and Hispanics) demonstrated an increased propensity for specinc 

üiness and health seif-care behaviours. Ethnicity may be a context for acceptable 

self-care patterns and behaviorai n o m  learned throughout the Iifespan. 

MENTAL HEALTH STATUS 

Mental health characteristics have been fhquently examined as correlates 

of illness and health self-care behaviours. Psychological factors such as seK- 

efficacy, depression, anxiety? morale, and self-concept have been examined (Mer 

& Van Ess Coeling, 1994; Carroll, 1995; Corn et al., 1991; Connelly, 1993; Dodd 

& Dibble, 1993; Fenton et al., 1993; Gallant & ConneIl, 1997; Juovec & Kasno, 

1993; Lin et al., 1998; Rakowski et al, 1987; Rogers, Holrn, Goldstein, McCue, & 

Nussbaum, 1994; Smits & Kee, 1992). 

Carroll (1995) investigated sewefficacy demonstrated by older adults 

recove~g fiom coronary artery bypass graft surgery. Self-efncacy expectations 

represented a personal conviction in one's own abiiity to practise ihess self-care 

behaviours (Carroil, 1995). Despite the fbctional Mtations of older adults , self- 

efficacy explained 37 percent of the variance in iiiness sdf-case behaviours 
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(Carroll, 1995). In a study of 233 spouse care givers, Gallant and Co~ell(1998) 

reported that lower seif-efficacy was inversely correlated to health seif-care 

behaviours. 

In ternis of other psychologid states, Dodd and Dibble (1993) found that 

persons reporting higher levels ofanxiety did more for themselves when they were 

ill. Other mood states such as depression, anger, confusion, and fatigue had not 

significantly altered illness self-care behaviours @odd & Dibble, 1993). An 

explanation for the lack of variance was that older adults who were most fatigued, 

a d o r  depressed may have been lost to the study @ibble & Dodd, 1993). 

COM and her associates (1 991) examined myocardial infarction (MI) 

survivors and the effects of depression and anxiety on illness and health self-care 

behaviours (diet, self-medication, stress management, exercise, and reduced 

tobacco consumption). Older MI s u ~ v o r s  were more depressed than younger 

respondents as a r ed t  of having to d g e  the stresses ofaging and multiple 

chronic conditions in addition to the MI. The tindings demonstrateci that in older 

adults, depression was significantly inversely correlated to health self-care 

behaviours. Anxiety was not correlated to any of the health self-care behaviours 

(Conn et al., 199 1). Although depression was cornmon in older adults long &er 

the Mi, anxiety might have b a n  more prevalent in younger respondents 
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irnmediately foliowing the event, prior to this investigation (Conn et ai., 1991). 

Several studies reportai an inverse relationship behueen depression and 

self-care (Gallant & Co~e l i ,  1997; Wfliamsan & Schulz, 1992; Zwang et al., 

1998) . Wfiamson and Schulz (1992) believed that pain and physicd iiiness had 

iess of a negative impact on depression scores than a reduced capacity for health 

seKcare behaviows- Three health seScare behaviours that were most 

significantly associated with increased depression included eating, shopping, and 

working on hobbies (Wiliamson & Schulz, 1992). The influence of ninctional 

limitations on depression was much more marked in older adults in the community 

than for those residing in institutions (Williamson & Schuiz, 1992). 

In ternis of life satisfaction, older adults in a qualitative investigation 

associated a reduced capacity for iliness self-care behaviours with situationai 

unhappiness, remorse, and dissatisfaction (Diii et al., 1995). Perceptions of self- 

care behaviours were fkequently associath with situations and state of mind @a 

et al., 1995). For example, one individual revealed that she had been independent 

until after her husband's death when she experienced depression and deciining 

health (Diii et al., 1995). Several other authon also detennined that seü-care was 

positively correlatexi to life satisfaction (Cr& & Grasser , 1998; Lukkarinen & 

Hentinen, 1997). 



Nursing home residents' heaith seScare behaviows were positively 

associateci with satisfiicton, morale, and guaiity of life (Mer & Van Ess Coeling, 

1995). Studies determined that the happiest older adults reported doing more 

daily routine seKcare performances (Fenton et al., 1994; Ghusn, Hyde, Stevens , 

Hyde, & Teasedale, 1996). In fa&, where nursing home residents had been able 

to help theu peers, they exhibited even greater morale and life satisfaction (Mer & 

Van Ess Coeling, 1995). 

Severai studies investigated the relationship between self-concept and self- 

Gare (Kart & Engler, 1994; Ip, Chau, Leung Leung, Foo & Chang, 1996; Smits & 

Kee, 1992). Self -concept was defined as a person's personal appraisal of 

themselves with respect to appearance, background, abiiities, resources, and 

attitudes that idluenceci a person's behaviour (Smits & Kee, 1992). Self-concept 

was developed as older adults learned to meet the demands of aging aimed at 

main taining their personal lifestyle and t keu psycho-social identi ties (Kart & 

Engfer, 1994; Smits & Kee, 1992). Findiigs fiom several midies suggested that a 

significant relationship exists between self-concept and self-care (Kart & Engler, 

1994; Ip et al., 1996; Smits & Ka, 1992). When physicai and social losses 

resulting from nonna! aging or illness could be positively assimilateci into the older 

adults' self-concept, then adequate self-care was more Iikely ta be maintaineci. 
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In surnmary, the research has supporteci the notion that the mental hdth 

status of older adults niay be signiIicantly associated with ilhess and Mth self- 

care behaviours- The mental health -tus characteristics that were positively 

correlateci with illness and health self-care behaviours included ~ e ~ c o n c e p t ,  self- 

efficacy, morale, and We satisfaction. Of particular interest is the negative 

correlation between depression and selScare. Depression was even more 

significant than pain or physicai illness in terms of self-care performances. 

PHYSICAL HEALTH STATUS 

The reswch examined the relationship between self-case and two 

measures of physical hedth natus. Hedth status was examined according to older 

adults' self-reported evaluations of their health and physician reported evaluations 

of their patients' health status. Older ad&' reports of their heaith status included 

self-rated health, hctional ability, and the number of chronic ilInesses diagnoseci 

by their physicians. Physician rated health status was based on physician reported 

chronic conditions in terms of the fiequency, duration, and severity of the 

symptoms. This review of the correlation between physical heaith status and 

illness and health self-care behaviours encompasses older adults' ~e~evaluations 
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and physician evaluations of heaith s t a tu  

The relationship between health status and illness self-care behaviours is 

examineci using respondent's self-evaluations (self-rated health, fhctional abiiity, 

and number of chronic conditions); and physician evaluations (fiequency, duration, 

and seventy of the chronic condition). The scE-rated heaith indicator simply asks 

older adults to rate their health compareci to others their own age with the 

response categones "excellent, good, fair, poor, and bad". 

Self-rated health has been identified in the literature as being consistently 

more predictive of mortality, morale, and seKcare behaviours than physician rated 

health or the number of health problems (Idler & Kassell, 1991; Maddox & 

Douglass, 1973; Mossey & Shapiro, 1982). Furthemore, self-rated h d t h  has 

been reported as being highiy correlated to physician ratings of health; more stable 

than physicians ratings; and a better predictor of future physician ratings (Hooker 

& Siegler, 1992; Maddox, 1973). Stahl i1983) stated that "although it seems 

uncomfortably simple, this single-the indicator shows remarkable stabiiity among 

cultures, across t h e ,  and between studies" (p.92). 

Strain (1993) has suggested that selfkated health in old age is based on 

how individuals defined good health. Good health has been defined as (a) 

functional ability, (b) the absence of symptoms, or (c) general weii being. Strain 
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(1993) examined relationships between older adults' definitions of health and the 

services they utilized. Better ratings of seKrated health were associated with the 

use of fewer overaii profesional health seMces regardiess of how older adults 

defined good health. However, 01der adults who deaed good health as a feeling 

of general well king were less Wrdy to use hospital and other health services than 

those who dehed health as the absence of symptoms (Strain, 1993). When 

symptoms were cansidered more serious, individuals reported being more iiiely to 

have self-treated their symptoms than to do nothing (Chappe11 et al., 1988); or to 

have visited their physician more fiequentiy (Strain, 1991). If the scope of self- 

care includes professional intervention, then self-rated health could be recognized 

as inversely correlated to ihess self-care behaviours. Simply stated, as seKrated 

heaith diminishes, individuals practise more iliness self-care behaviours such as 

professional consultation. Some studies also indicated that self-rated health was 

highly significant in predicting a specinc ilhess self-care behaviour, namely, self- 

medication (Se@ & GoIdstein, 1986). 

In one study, two specinc conditions, namely, arthritis and coronary 

disease were examined (Strain, 1996). b this investigation, health status was 

based on older adults' reports of their self-rated health, their perceptions of the 

seriousness of the condition, and their fùnctional ability (Strain, 1996). Arthritis 
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sufferen reporting poorer heaith status were more likely to use a foik remedy than 

older adults with coronary artery disease who reported poorer health status. 

Additionaiiy, older adults with arthritis who assessed their health status as poor 

were more likely to idente the need to make behavioral lifestyle changes than 

those with coronary artery disease. This study suggests that üiness self-care 

behaviours varies according to the chronic condition and its' severity. 

The relationship between the number of chronic conditions diagnosed by a 

physician and illness self-care behaviours was also examined. Yu (1995), found an 

inverse correlation be-n the number of physician diagnosed chronic conditions 

reponed by individuais and the capacity for illness seScare behaviours in a 

random sample of older adults. Those reporting having experienced a p a t e r  

number of conditions exhibited increased dependency, and a reduced ability to 

satisw their seScare requirements (Yu, 1995). Others also found that the nurnber 

of diagnoses and distress with symptonts was significantly correlated to self- 

care(Chang et al., 1998; Lukkarinen & Hentinen, 1997; Wang et al., 1998). 

In terms of the correlation between functional ability and illness seKcare 

behaviours, it may be important to remgnke the varying definitions of finctional 

ability. Smits & Ka, (1992) referred to functional ability as the physical capacity 

to fiilfil one's role and maintain social involvement. Similady, Ailinger and Dear 
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(1  993) operationaiized fùnctional abiiity as a person's present sense of self in 

relation to previously dweloped human functions. In another study, fùnctional 

abiiity encompassed the performance of physical and mental activities (Yu, 1995). 

Physical performances included sensory Nnctions, mobility, and physical 

movement, while mental functions included memory, identity, speech, and normal 

behaviours (Yu, 1995). Where professional intervention was included within the 

scope of selfkare, iîlness self-care behaviours were positively associated with 

reduced finctiod ability. 

Older adults with reduced finctional ability practised more illness self-care 

behavioun in tenns of physician visits, hospitalization, and overall seMces (Strain, 

1991). Additionally, older adults could assist with certain aspects of iliness self- 

care despite functional limitations (Corn et al., 1995; Hasselkus, 1994). For 

example, cognitively irnpaired older adults who were still physically able to self- 

administer their medications could manage by using timed medication dispensers 

(Corn et al., 1995). 

Smits and Kee (1992) tested the association between finctional ability and 

self-concept. Here functional ability was defined as the abiity to maintain one's 

role. The positive correlation that existecl betwem ttn*ionai ability and self- 

concept suggested that healthy attitudes and role management could exist despite 
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physical disability (Srnits & Kee, 1992). If the selfkoncept remained intact, then 

older adults' roles in pedorming illness self-care behaviours were more likely to 

have been maintaineci despite reduced finctional status (Smits & Kee, 1992). 

Studies also examined the relationship between physician reported health 

status and illness self-care behaviours. Ailinger and Dear (1993) measured health 

status based on a physician's assessrnent ofjoint pain and swelling. The physician's 

evaluation of health status was not predictive of illness self-care behaviours. 

More signincant was the negative impact associated with the duration of the i he s s  

fiom the date of the initial diagnosis on illness self-care behaviours (Ailinger & 

Dear, 1993). 

Attention will now tum to the associations between health self-care 

behaviours and self-rated health, physician rated health and self-rated Nnctional 

ability. In tenns of self-rated health, those who believed their heaith was good 

practised more healthy lifestyie behaviours such as eating a nutritious diet, 

exercising regularly, and reducing tension (Chappeli et al., 1988; Nicholas, 1993; 

Stoller & Pollow, 1994). 

NkhoIas (1 993) discovered that those who reported having practised more 

health self-care behavhrs  throughout life, perceived themselves as healthier than 

those who practised fewer health self-care behaviours. It was diffiailt to 
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determine whether increased self-care behaviours enhanced health status first, or 

whether perceived good health resulted in an increased ability to perform more 

healt h seKcare behaviours- 

Stoller and Poilow (1994) considered self-reporteû physician diagnosed 

chronic conditions and disability as barriers to health promotion and preventive 

behaviours. They concluded that healthy people practised different health seScare 

behaviours compared with those persons diagnosed as having a chronic condition. 

Poor health undermined the motivation to practise health self-care behaviours, 

particularly when those practises had not been previously reinforced throughout 

the life span (Stoiler & Pollow, 1994). Conversely other studies reported that 

poor health did not significantly influence certain health self-care activities. In a 

regular exercise program, disabihty was associated with participation (Schuster et 

al., 1995). Disability is dehed as restricted physical or mental fùnctioning 

resulting from impaimients in physicai h d o r  mental fùnctioning that cannot be 

reduced by professionai medical intervention (McDoweii & NeweU, 1987). 

Increased concern regarding the number and severity of one's chronic conditions 

were positively associated with certain specific self-care behaviours such as 

information seeking and risk avoidance activities (Rakoski et al., 1987). 

In terms of the influence of fiinctional ability on health self-care 



behaviours, older adults with cognitive or physical impainnents displayed a 

signüïcant reduction in the performance of health self-care behaviours- These 

activities included regular exercise, eating a balanced diet, maintaining penond 

hygiene, and managing ADL (C happe11 et al., 1 988; Conn et al., 1 995; Rogers et 

al., 1994; Schuster et al., 1995; Stoller & Pollow, 1994; Yu, 1995). 

The foiiowvp analysis of the 1999 Manitoba Study of Health and Aging 

(MSHA-2) also determined that as older adults increased in age, their self-rated 

health was poorer and they experienced more chronic health problems. At the 

same time they became dependent in at least one activity of which heavy house 

work and bathing were moa cornmon (MSHA-2 Research Group, 1999). One 

study suggested that self-rated fùnction may be related to ability for self-care 

(Greiner, Snowdon & Grenier, 1996)- The probability of being able to perforrn 

fewer developmentai self-care behavioun was greatest with those whose self- 

rated functional ability was fair or This association was even more 

consistent than the correlation between self-care behaviours and seKrateci health ( 

Greiner et al., 1996). 

Another study also demonstrated a positive correlation between 

Nnctional &lity of nursing home residents and their health self-care behaviours. 

Although the nursing home residents' perceptions of their self-care ability may have 
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been exaggerated, Jirovec and Kasno (1993) suggested that older adults' self- 

perceived hctional ability to practise seKcare health behaviours may have been 

more predictive of what they realiy could do for themselves than finaional ability 

scores. Studies showed that elderly residents in institutions with individualised 

care plans based on self-perceived capabilities did more for themselves, than when 

care was based on fuoaional ability scores (Juovec & Kasno, 1993). In contrast, a 

regression mode1 developed in another study demonstrated that functional abiiity 

defined as the abiiity to be physicaily active, was the most significant correlation 

with health self-care behavioun in old age (Yu, 1995). 

To summarize, researchers have investigated the correlation between illness 

and health self-care behaviours and physical health status. Physical status 

measurements were based on self-evaluations of health status ( selfkateci health, 

the number of physician diagnoseci conditions reported by older adults and 

fùnctional ability), and physician ratedtiheaIth stahis (fiequency, duration and 

severity of chronic conditions). Inconsistencies with respect to self-rated health 

may be explained in part by older adults' dennitions of good health, variations 

specific to certain chronic conditions, and whether seScare includes professional 

consultation)- The association between self-care and self-rated health varied 

according to whether health was perceived as general well being or an absence of 
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symptorns. In general, self-rated health was a strong predictor of illness and health 

self-care behavioun. Individuals who rated their health as better practised more 

ilhess and health self-care behaviours. However, where sewcare included the 

utilization of professional s e ~ c e s ,  an inverse relationship between self-rated health 

and self-care was demonstrated. For example, individuals who rated their health as 

good reporteci utiüang fewer hospitai days and other services in illness. This 

inverse relationship was also more signincant where older adults defined good 

health as gened weli being rather than the absence of symptoms (Strain, 1993). 

Iliness self-care behaviours varied according to the severity and duration of the 

condition, particularly where professional intervention was included within the 

scope of self-care behaviours. While reduced fùnctional ability did not negatively 

impact illness self-care behaviours, a significant correlation between functional 

abiiity and health self-care behaviours was cited (Corn et ai., 1995; Strain, 1993, 

Stollow & Pollow, 1994). Physician rat& health considered the number of chronic 

illnesses diagnosed by the physician, the duration of the chronic condition and the 

physician's perception of the severïty of the symptoms. In general, no significant 

correlations were identifid between physicians' evaluations of the severity of the 

symptoms, and./ or the number of chronic iilnesses in tenns of iUness selfkare 

behaviours. 



SOCIAL SUPPORT 

The innuence of social support on self-care has fiequently been examinecl 

in the research. Despite a fiequently held assumption regarding the significant 

impact of social support on iiiness and heaith sekare behavioun, fkdings have 

been inconsistent. One explanation may be the distinct natures of social support 

that exist. Previous research on sociai support has been criticized with defining 

social support too globaily and for inconsistencies in definition and meanirement. 

Barrera (1986) suggested that social support is diverse and multidirnensional 

indicators need to operationalize the diEerent dimensions. Three dimensions of 

social support rneasured in this study are derived fiom Barrera's (1 986) 

conceptuaikation: social embeddedness, perceived sociai suppon, and enacted 

support. 

Social embeddedness nfers to ihe presence of social ties that individuals 

have to significant others within their social contexts. These Linkages do not 

automatically assume the provision of social support. However, the information is 

ail1 pertinent as an available tie could potentially serve as a "social support 
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resource" (Bamra, 1986). The second dimension, namely, perceived social 

support incorporates perceived availability and adequacy of supportive ties. These 

indicators do  not quantiIj. the number of supporters or the amount of social 

contact. Iastead they determine the individuai's perception that adequate support 

would be available (Barrera, 1986). Lastly, enacted support complements the 

other mesures of social support by assessing what the individuals actually do  

when they provide support. This includes not only the provision of physical 

assistance and help during stressfiil situations, but also social linkages that provide 

love, esteem, and social aftiliation (Barrera, 1986). 

While social support encompasses each of these varieci dimensions in 

concert, the self-case research has fiequently isolated and measured only a single 

dimension of social support. For example, Yu (1995) and Nicholas (1993) 

measured social support by determinhg whether older adults lived done o r  with 

caregivers. While the quantity of socid support Living in the same household is 

identified, this conceptualization fails t o  measure the availability and perceived 

adequacy of supportive ties and may not capture meaningfùl contacts with fnends 

outside the home who provide emotional support and encouragement. Barrera 

(1986) cautions that social Iinkages do not guarantee the provision of support. 

Rakowski and associates (1987) focused on  support provided by family 



members only- Here expressiveness and f d y  cohesion was measured by 

deteminhg quantity of support from family memben (living arrangement and 

number of children and siblings) and perceived adequacy of family support 

(fiequency and satisfaction with family visits). Still, ot hers measured the 

availability of a more global social support network, that focused on professional 

care providers, groups or agencies and the variation in types of seMces they 

provided (Boland, 1998; Schuster et al., 1995; StoUer & PoUow, 1994). More 

comprehensive measurement tools considered Living arrangements as well as social 

network characteristics outside the family, to encompass the sue and number of 

weekly contacts and functional components @odd & Dibble, 1993; Comeily, 

1993, Strain, 1990). Additionally, a qualitative study gleaned information with 

respect to the quality of the interactions and relationships that shaped illness and 

health self-care behaviours @il1 et al., 1995). 

Despite the variation in findings throughout the literature several significant 

correlates were identified. Tuniing first to illness self-care behaviours, StoUer and 

Poiiow (1994) concluded that social support was more predictive of illness self- 

care behaviours than health self-care behaviours. DiIl and her associates (1995) 

concluded that ihess self-care behaviours do not occur in a vacuum and that the 

relationships within the social network are important factors in shaping symptom 
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responses in old age. Older adults descnied theü self-care strategies during iliness 

episodes in temu of previous relationships with sigdicant others. Some older 

adults reported having successfully managed severe pain by practising traditional 

home remedies taught to them by a family member or close friend (Dili et ai., 

1995). Those who identified having an adequate social support network practised 

more illness self-care behaviours, and perceived greater control over their 

symptoms (DU et al., 1995). They also reported being more hopeful in their 

ability to manage their own care in the friture. A positive significant correlation 

was also found between marital status and social support and the illness self-care 

behaviours of older hart transplant recipients (Wang et al., 1998). 

On the other hand in some studies, reduced social contexts were associated 

with an increase in self-are behaviours (Di11 et al., 1995; Dodd & Dibble, 1993). 

For exarnple, one older adult reported that her physical symptoms worsened afker 

she moved into a lonely apartment following her husband's death. In search of 

relief for her symptorns, she engaged in the self-care activity of taking a 

medication for insomnia and arthritic pain @il1 et al., 1996). This was consistent 

with findings by Dodd and Dibble (1993) that less social support positively 

infiuenced specific illness self-care behaviours. 

In a study that examined responses to arihritis symptoms, the illness self- 
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care practise of lay consultation was positively correlated to social ernbeddedness 

(the pronmity of social ties) and perceived social support (the adequacy and 

quality of the social support) (Strain, 1990). The investigation demonstrated a 

correlation between lay care and illness seKcare aïmeci at managing chronic 

conditions. A majority of the older adults engaged ùi discussion with their farnily 

members, spouses, or fiends to express their concems about their health problem, 

seek advice, or gather information (Strain, 1990). Conversely, Connelly (1 993) 

discovered an inverse relationship between family and the iliness self-care 

behaviour referred to as dietary management. Connelly (1993) proposed that 

perhaps people are more responsible when they are alone or perhaps the type of 

support (reminding about dietary restrictions) may have been perceived as 

imtating to the older adults. StoUer and Pollow (1994) suggested that the 

accuracy (quality) of the idormation provided by supports was more significant 

that the amount or fiequency of the support. Older persons consulted physicians 

most ofien when lay contacts were unable to provide them with advise. 

Moreover, as the number of supports living in the same household decreased the 

number of consults with professional a r e  providers increased. 

Findings with respect to the influence of social support on daily health self- 

care activities were inconsistent. One study showed that family support was 
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inversely related to self-care in health (Co~elly, 1993). Older adults in good 

health may have done more for themselves in the absence of family support. 

However, other investigaton reported a positive iduence of social suppoit on 

health ~ e ~ c a r e  behaviours. Yu (1995) established that perceived social support 

provided by f d l y  members ranked nAh as a predictor of health self-care 

behaviours of older adults. Nicholas (1993) also suggested that heaith self-care 

behaviours were significantly positively reiated to embedded social support (living 

with others). Although living with others had not necessarily guaranteed adequate 

social support, persons who lived alone tended to perform fewer health seif-care 

behaviours (Cr& & Grasser, 1998; Nicholas, 1993). Boland (1 998) determined 

that social support provided by groups such as parish nurses played a vital role in 

empowering older adults to practise health self-care behaviours. Rakowski and 

others (1987) discovered that embedded social support (living with family 

rnernbers) and perceived social suppor<(adequacy and quality of the social 

support) was only marginaiiy significant in predicting routine certain health self- 

case behaviours such as maintainhg regular health routines, self-examination and 

physician examination, and risk avoidance. 

In tems of specific h d t h  self-care behaviwrs, perceived social support 

was associated with regular exercise (Schuster et al., 1995). Enacted social 
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support (type of assistance provided) was measured by aamining the hedth seb 

care behaviours associatecl with varied types of support provided by a social 

support network consisting of health educators, class memben, spouses, fiiends, 

and family members. Findings showed that the more complex the enacted social 

support, the more likely it was to offer vigorous support for specific exercise 

programs (Schuster et al., 1995). 

The inconsistency in the social support findings may be an indication that 

the number of family supports or the frequency of the contacts may not be as 

important in predicting seEcare performance as the sipificame and the quality of 

the relationships. Older adults who attributed a high value to their relationships 

with family members were more effectively enwuraged to care for themselves 

(Segalf & Goldstein, 1986; Di11 et al., 1995). The qudity of the support was also 

important in ternis of the accuracy of the health information reinforced by one's 

social network (Stolier & Pollow, 1994) Individuals who relied on the news 

media and formal seMces for health idormation practised more health self-care 

behaviours. However, those who accessed health information fiom informaMay 

supports practised fewer health care behaviou rs, even when t hei r social contacts 

worked within the health care field (Stoller & Pollow, 1994). 

To summarize, inconsistencies with respect to the relationship between 
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social support and self-care may reflect the diversity of dennitions and 

measurernent of social support. While social support was direaly correlated to 

various illness and heaith self-care behaviours, some studies suggested an inverse 

correlation. Older adults living alone and experiencing good health reported 

having perfomed more health promotion behavioun in the absence of famiiy 

support. in relationships where lay andlor professional care providers were 

perceived by the older adults as reliable, credible, and significant a positive 

correlation between social support and self-care was reported. These inconsistent 

findings may reflect a need for a more comprehensive mode1 of social support that 

considers the quality and the significance of the relationships in addition to the 

number of supports and fiequency of the contact. 

HEALTH BELIEFS 

Health beliefs have been associated with seweral concepts and perspectives. 

Health locus of control ( intemal, extemal), scepticism towards professional care 

providers, belief in susceptibility to illness, learned helplessness, h d t h  

maintenance beliefs, and perceived barrien to heaith self-care behaviours have 

been associated with health beliefs (Connelly, 1993; Dean, 1991; Kart & Engler, 



1994; Rakowski et al., 1987; Stoiler & Pollow, 1994; Strain, 199 1). 

Locus of control was depicteci as (a) intemal health locus of control ( 

health was dependent on an individuai's behaviour), or (b) extemal health locus of 

control (health status was due to fate, or the control of powefil others such as 

physicians and other health care professionals) (Wdlston & Wallston, 1978). In 

behaviour-specific studies that exarnined illness self-care behaviours, intemal locus 

of control was not signincantiy correlated to self-medication pactises or the use of 

home remedies to manage symptoms (Segd & Goldstein, 1986). Only minimal 

positive associations were made between locus of control and a specific iUness 

self-care behaviour, such as "self-treatment" (Segall & Goldstein, 1986). Older 

adults who displayed an extemal control belief performed the lest  self-care 

treatments. Strain (1991) identified that interna1 locus of control did not predict 

illness self-care behaviours such as s e ~ c e  utilidon. However, a positive 

association between extemal control and professional consultation was identified 

(Chappe11 et al, 198%; Kart & Engler, 1994; Strain, 199 1). 

Attention now focuses on the impact of locus of control on health self-care 

behaviours. Although the findings were not conclusive, some studies showed 

intemal locus of control to be positively associated with health seIf-care behaviours 

(Connelly, 1993; Rakowski et al., 1987). Those who demonstrated k g .  intemal 
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health locus of control perceived the highest global capacity for health seKcare 

(Kart & Engler, 1994). Conversely, in other studies internal locus of contro1 was 

u ~ e h t e d  or oniy mildly predictive of s p d c  health maintenance practises (Dean, 

1991). Higher internal locus of control scores were associated with the health self- 

care behaviour of hcreasing the amount of tibre in one's diet (Stoiler & Pollow, 

1994). Although internai locus of control was not significant in tems of heaith 

self-care behaviours such as avoiding health nsks, it did predict behavioral change 

with respect to aicohol and tobacco consumption (Dean, 1991; Stoller & Poiiow; 

1994; Strain, 1991). 

Scepticism toward medical/professional seMces reported by older 

adults was also cited as a health belief factor associated with the iilness self-care 

behaviour of " s e ~ c e  utilizationn (Strain, 1991). Sceptical attitudes were 

predictive of reduced physician visits and other heaith care services in chronic 

conditions of longer duration where symptoms were not severe. However, in 

acute Me threatening conditions, the tendency to be admined to a hospitd was not 

afEected by sceptical beliefs held by the older adults (Saain, 199 1) 

Stolier & PoUow (1994) found that a belief in susceptibility to illness 

exerted lirnited iduence on health self-care behavioun. The belief in susceptibility 

to illness was positively related only to the health self-care behaviour of taking 
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vitamins (Stoiler & Pollow, 1994). No consistent pattern for other behaviours was 

identified. 

Learned helplessness is the belief that one cannot not influence the 

outcome of an event. It may have developed through past experiences with 

uncontroliable wents, teaching individuals that their behaviours did not always 

predict the outcome of an event. Learned helplessness was inversely associated 

with individuals' perceptions of their selfkare ability to perform illness and health 

self-care behaviours (McDermott, 1993). Leamed helplessness may also have 

affected motivation and cognitive decision making about self-care actions. 

Heaith maintenance beliefs refer to the belief that good health can be 

achieved through the performance of health promotion activities. Health 

maintenance beliefs were inversely correlated to illness self-care behaviours (Segdl 

& Goldstein, 1986). The investigators reasoned that individuals who had initiated 

heaith maintenance activities prior to illness, may not have engaged as actively in 

self-care responses after symptoms became evident. Older adults might have 

decided to consult profasional &ce providers because they believed that they 

had already done everything within their power to prevent illness (Chappe11 et al., 

1988). The symptoms rnay have indicated to them that they could do no more for 

themselves, warranting a professional service. Also, older adults may have 



realistically associateci diseases such as cancer with heredity, resources, the 

environment, and chance (Le. extemal locus of health control) regardless of 

maintahhg a heaithy Iifestyle (Stoller & Pollow, 1994). Hence, a difference may 

have existed between beliefs in susceptibility and the efficacy of health seKcare 

behaviours. 

Turning now to health self-case behaviours, a beiief in health maintenance 

was correlated to using a greater variety of formai health care services (Strain, 

1991). Health maintenance belief scores reflected the importance that older adults 

attnbuted to certain health sel fkare behaviours (adequate sleep, exercise, 

sociaiization, ~e~examinations, and reliance on faith and prayer) (Chappeli et al., 

1988; Kart & Engler, 1994; Segd & Goldstein, 1986). However, the majority of 

the literature agreed that despite a strong belief in health maintenance activities, 

little impact existed on what people actually did in terms of healthy lifestyle 

practises (Chappeil et al., 1988; Segai]& Goldstein, 1986; StoUer & Pollow, 

1994). Practising some preventive behaviours rnight have inadvertently reduced 

older adults perceived susceptibility for other health risks. For example, Stolier 

and Pollow (1994) determined that susceptibility was positively related to the 

fiequency of taking vitamins. However, ttaking vitamins also lowered older adults' 

perceptions of susceptibility for other symptoms such as constipation for example. 
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Individuals who had taken vitamuis more oAen were less tikely to include fibre in 

the diet (Stolier & Pollow, 1994). 

Lastly, perceived barriers to health maintenance were found to influence 

the performance of health self-care behaviours. In a group of port retirement 

adults, a relationship existai between perceived benefits and perceived barriers 

and exercise (Schuster, et al., 1995). Personal barrien included misconceptions 

about age-appropriate activity, the utility of exercise regardless of one's age, and 

inaccurate self-appraisals regarding one's ability to be active. Societal barriers 

encompassed ageism and the notion that decline in old age was inevitable, thereby, 

limiting access to exercise programs and facilities (Schuaer et al., 1995). 

Additionai barriers included environmentai characteristics related to program 

access (transportation, finances) (Schuster et al., 1995). Hence, even though the 

subjects believed that exercise was important, the perceived barrien may have 

prevented them 6om taking action- 

To recap briefly. research on health beliefs and self-care behaviour have 

exarnined locus of control beliefs (LOC), medical scepticism, belief in susceptibility 

to iliness, leamed helplessness, health maintenance beliefs, and perceived barriers. 

In most cases, the associations between health beliefs; and illness and health self- 

care behaviours were not strong. Specific illness self-care behaviours such as self- 
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treatment were positively associated with intemal locus of control. The extemal 

locus of control dimensions of "chance" and "powerfbi others" was more 

predicative of specific ülness seIfkare behaviours such as service utilkation. For 

common symptoms not considered severe, scepticism about rnedicai professionals 

was negatively associated with senice utilization. HeaIth maintenance beliefs were 

inversely correlateci to illness seif-care behaviours, but were not signincantly 

CO rrelated to self-care heaith behaviours. Factors that negatively impacted on 

health self-cm behaviow included l m e d  helplessness and perceiveci barriers. A 

weak positive association was demonstrated between health self-care behavioun 

and interna1 LOC, as well as susceptibility to illness. 

2.2.2 Limitations in the Research 

Much research has focused on thé conceptual meanhg of self-care and the 

correlates of self-care. Some inconsistencies exist and some limitations in the 

research are apparent. 

Luni tat ions Uivolve four main issues. Firstly, alt hou@ some investigators 

employed a conceptual fiame work, inconsistencies between the operationalization 

of self-care and the fi-amework are evident. The second matter for consideration is 
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that while self-care is considered a social phenomenon, it is fiequently exarnined 

according to illness end health self-care behaviours. Consequently, the holistic, 

socio-cultural context has been minimized with Little attention being Bordeci to the 

developmental perspective of selfiare to encompass these issues Investigations 

were generally Iimited to testing distinct iHness or heaith self-care behaviours 

rather than a range of developmentally associated practises. 

Thirdly, Orem proposes that self-care needs reflect comprehensive hotistic 

needs experienced by humans at any one time. Research is required that examines 

the three dimensions of self-care (universal, illness, developmental) sirnultaneously. 

Furthemore, based on the overlap between illness and health self-care 

behaviours of older adults with chronic conditions, it may be necessary to examine 

illness and health seKcare behaviours simultaneously. Lady, issues related to 

inaccuracies resulting fkom relying on r e d  by older aged study participants have 

been discussed. 



In one study, the measurement of selfkare was incongruent with the 

conceptual fkamework that guided the study. Whde theoretical conceptualizations 

of self-care included professonai intervention, seKcare measurement tools 

employed in those investigations excluded professional intervention as a seKcare 

behaviour. For example, Kart and Engler (1994) identifieci self-care as a 

multifaceted concept. They stated that self-care encompassed more than self- 

evaluation and treatment of symptoms. nlness self-care behaviour also empowered 

individuals to exercise their autonomous decision making capacity with respect to 

consulting professional care providers (Kart & Engler, 1994). Yet when the illness 

self-care behaviours were analyzed, the professional care dimension of self-care 

was disregarded (Kart & Engler, 1994). Professional intexvention was not 

presented as a component of illness seKcare behaviour even though older adults 

had reported utilizing professional Gare to augment their own self-treatment 

strategies (Kart & Engler, 1994). Hence, innead of operationdig iiiness self- 

care behaviour to include professional care utilization, seScare behaviours were 

correlated to professional intervention- ClearIy, consistency is needed in ternis of 

the seKcare conceptual fiamework and meanirement instruments. 



Inattention to the deveioomentai ~erspective of self-care behaviour. 

DEerences may exist in ülness and health seif-care behaviours practised by 

individuals in the older adult developmental stage compared to self-care 

behaviours practised by individuais in theü previous stages of We. Firstly, 

developmental stage influences may play a large role in explainhg responses to 

iilness symptoms in old age. Older adults practise difEerent self-care iliness 

behaviours than their younger counterparts since older adults often experience a 

diminishing social support network, reduced resources, and a decreasing level of 

fûnctional ability. 

Self-care illness behaviours are more than a reflection of specific 

symptoms. Decisions about managing symptorns in old adulthood aiso reflected a 

vast number of life experiences deeply rooted in socio-cultural contexts. Older 

adults make decisions about their seK-&e behaviours based on these contexts. In 

a qualitative study about approaches to seIfkare in late life, participants expressed 

images of themselves as seKcarers in tems of theù perceptions ofaging and their 

past experiences @ S e m  & Iris, 1998). 



B a d  on the literature and Orem's conceptuaikation of seEcare, it is 

apparent that the developmental perspective plays a significant role with respect to 

the self-care practws of older adults. Yet, the correlates of iiiness and health seiE 

care behavioun have been fiequently examineci without first taking into 

consideration the basehe behavioun for meeting everyday human needs specitic 

to individuals in the late adulthood stage of development (Haug, 1986; Haug et al, 

1989; Holtzman et al., 1987). 

Secondly, individual diierences exist based on the heterogeneity of aging 

within the older cohort. Undoubtedly, such a heterogenous population would 

elicit a multitude of varying interpretations for their symptoms. Symptorn 

responses and illness self-care behaviours in old age varied based on how 

symptoms were interpreted and the nature of the symptom. Interpretations of the 

symptom, and the nature of the symptom were also dependent upon the 

individual's stage of life. Symptoms were'evaluated by older adults on the basis of 

(a) perceived seriousness of the symptom, (b) the attribution of causation of the 

symptom, (c) the degree of interference with daiiy routines caused by the 

syrnptom, (d) past experiences with the symptom w i t h  one's social context, (e) 

the fiequency and duration of the symptom, (f) the number of chronic condition, 

(g) the duration of the chronic illness following initial diagnosis and (h) the 
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perceived outcome of the symptom (Aihger & Dear, 1993; Chappe11 et al., 1988; 

Dill, 1995; Edwardson et al., 1995; Kart & Engler, 1994; Stoller & Kart 1995; 

Stoller et al, 1993; Stoller & PoUow, 1994; Strain, 199 1). 

In summary, research has not taken into account the older adult 

developmental stage and the heterogeneity of the elderly population with respect 

to variations in symptom interpretation. Future investigations might consider 

examining the iiiness seIfkare needs of older adults based on these developmental 

variations. Longitudinal data might also provide information about the changing 

self-care practises of older adults in their final stage of life. Research that 

measures self-care in terms of ability to satisfy needs within a developmental 

fiamework would be more pertinent for elderly, in their final stage of life. 

Dilutina the holistic ~ers~ective of self-care bv considerina illness and 

health self-care behaviours as distinct. 
* 

In the literature, illness and health seif-care behaviours have most oRen 

been considered to be distinct (Chappeii et ai., 1988). However, in reaiity the 

distinction between ilîness and h d t h  sekare behavioun may become more 

blurred in older age. Often, with the increase in the prevdence of chronicity in 
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older adulthood the distinction between illness and health self-care behaviours may 

be l e s  definitive (StoUer & Pollow, 1994). Seif-care activities aimed at 

maintaining health during early adulthood may have bacome iliness seScare 

behavioun in the face of long tenn illness. For example, to older adults 

expenencing chronic hem disease!? health self-care behaviours such as regular 

exercise, dietaiy management, reducing stress, and alcoho1 avoidance and smoking 

cessation may be recognized as iihess self-care behaviours. To facilitate a more 

hoiistic perspective of seif-care, gerontological research may need to consider the 

investigation of illness, health and developmental self-care behaviours 

simultaneously. Measurement instruments that rneasure these three components of 

self-care behaviour will need to be developed fiom a comprehensive fhmework 

that recognizes each of these dimensions of self-care simultaneously. 

Inaccuracies of self-re~ort methods in aerontoloPica1 research. 

Much of the research on self-care behaviours depends on retrospective 

reporting by older adults. OAen, older adults were asked to recall past illness 

symptoms and their responses (Kart & Engler, 1994, Di11 et ai., 1995; Edwardson 

et al., 1995). This may have resulted in inaccurate reporting of short terni bouts of 
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iiiness and low grade chronic conditions (Strain, 1990). The perceived seriousness 

of the illness may have been based on whether long term effects remained, rather 

than the degree of pain or disniption to routine daily activities. Iliness self-care 

behaviours may have been forgotten if no long term consequences had developed 

ftom their illness symptoms. 

Conceptual issues regarding the origin and the scope of self-care have 

been presented. Self-care is perceived as a traditional characteristic of human 

beings throughout history. The rise in interest in self-care is Likely related to an 

increase in chronic iiiness within an ageing society. Self-care and professional care 

were considered compIernentary with a tendency to practise self-care first and 

then to u t f i e  professionai a r e  as a last resort. 

Self-care was conceptuaiïzed and measured as illness self-care behaviours 

in response to illness symptoms, and as health self-care behaviours aimed at 

maintainhg health and preventing illness. Illness self-care behaviours encompassed 

the decision to do nothing, to self-treat symptoms, to practise home remedies, to 

engage in lay consultation, and to take rnedications. Some researchers included 
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the decisioa to coasult professional services (Stoiler & Kart, 1995; Strain, 1991). 

Self-care health behavioun entailed the practise of healthy Mestyle habits such as 

eating a nutrïtious diet, exercising regularly, relax@, socialking, seeking heaith 

information, and avoiding health related risks. Health self-care behaviours also 

included the performance of everyday ADL and IADL. Heaith seIfocare 

behaviours aimed at preventing illness aiso involved attending periodic medical and 

dental examinationq imrnunizations, and self-examinations. Much of the research 

examined self-care behaviours in illness and in health as distinct entities. However, 

as the prevalence of chronic illness increased in old age, the distinction between 

self-care in h e s s  and in heaIth became more obscure. 

Several self-care frameworks have been employed to examine correlations 

between iüness and health self-care behaviours of older adults and factors 

associated with the behavioun. In general, the factors correlated with self care 

included demographic factors, mental ana physicai health status, social support, 

and health beliefs. While muhivariate analysis was fiequently employed to 

examine the inter-relationships between the independent variables and self-care, the 

correlates examined in this review have been presented in isolation. 

Demographic characterktics encompassed age, gender, ethnicity and 

socioeconomic status. In terms of age, younger individuals performed more illness 
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and health self-care behaviours, with the exception of one of the ihess seLfkare 

behavioun, namely, lay condtation. As age increased, older adults tended to 

focus on theü symptoms rather than the cause. The purpose was to arneliorate the 

symptom rather than to co&ont the actual cause of the symptom. Other findings 

demonstrated that age did not directiy effect illness and health self-care behavioun 

(Ailinger & Dear, 1993; Conn et al., 199 1; Kart & Engler, 1994). 

Demographic variables, particularly age and gender fiequently 

demonstrated indirect associations with illness and health self-care behaviours. 

These indirect relationships are likely infiuenced by developmental, situational, 

environmental, and socio-cultural factors, rather than age and gender per se. In 

tenns of gender variation, women had been more likely than men to practise ülness 

self-care behavioun This, however, was also dependent upon the severity of the 

illness. Women tended to practise more health self-care behaviours with respect to 

certain activities, particularly risk avoidaiice with regard to dcohol and tobacco 

consumption. Socioeconomic status, and ethnicity were generally not strong 

correlates of self care, 

Mental health characteristics included self-efficacy, depression, anxiety, 

morale and self-concept. Self-efficacy and selfkoncept were significantly 

associated with increased selfkare in illness despite ftnctional limitations. 
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Depression was strongly associated with reduced heal t h self-care behaviours- 

Qualitative investigation m e r  supported the notion that a reduced capacity for 

health self-care behaviours was wrrelated to situational unhappiness. 

Physicai health in the literature was defined as (a) self-rated health; (b) seif- 

reported symptoms; (c) functional ability; and (d) physician rated health including 

the number of ülnesses, duration, and seventy of the condition (Ailinger & Dear, 

1993; Strain, 1993; Yu, 1995). Self-rated heaith was the strongest correlates of 

ihess and heaith self-care behavioun. Fidings showed that when present health 

was perceived as go04 older adults were more Iikely to practise mess self-care 

behaviours. Self-rated health was inversely correlated to one illness self-care 

behaviour, nameiy, the utiiization of professional services. Functional ability was a 

significant predictor of illness and health self-care behaviours. Where physical 

activity was conceptualized as a component of functional ability, persons with 

decreased functional ability practised fewer health self-care behaviours. Yet, 

where functionai ability was defined as the ability to maintain one's role function, 

the negative impact of reduced ability on self-care was Mnirnized. Physician 

reported health status evaiuations were not correlated with illness self-care 

behaviours. 

AIthough findings were inconsistent, some studies suggested that social 
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support was significantly negatively associated with illness self-we behavioun. 

Older adults tended to do more for themselves when they Lived alone. In ternis of 

health self-care behaviows social support was either minimdy or negatively 

correlated. Consideration of certain characteristics of social support, namely, the 

quality and availabiity of the support was found to enhance the strength of the 

positive correlation to self-care in hedth. Lay consultation was positively 

associated with two components of social support described earlier (social 

embeddedness and perceived social support). 

Health beüefs encompassed locus of control, perceived susceptibility to 

illness, degree of scepticism, hedth maintenance beliefs, and perceived barriers to 

heaithy lifestyles (Chappe11 et al., 1988; Co~elly,  1993; Dean, 199 1 ; Kart & 

Engier, 1994; Smits & Kee, 1992; Stoller & Pollow, 1994; Strain, 1991). In 

general, intemal locus of control was correlated more strongly with health self-care 

behaviours than with iiiness seIf-care behavioun. Ofien correlations between LOC 

and illness self-care behaviours may have been weakened since professional 

intervention was not included in the measurement of self-care even though self- 

care was conceptualized as including professional intervention. Extemal locus of 

control and scepticism aimed at professional care seMces were correlated more 

strongly with older adult's decisions regarding theu iflness self-care behaviaurs. 
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Older aduks with a high extemal locus of control were les  Likely to practise illness 

sel behaviours. Scepticism was inversely correlat ed to the utilization of 

professional s e ~ c e s  for non-acute and non-fatal syrnptoms. In terms of health 

maintenance beliefs, despite the importance that many older adults attributed to 

self-care hedth behaviours, they did not actuaily perform these behaviours. A 

possible explanation was that older adults also associated iil health with fate and 

inevitable decline in old age. Perceived barriers were arongly negatively 

associated with health self-care behaviours. Perceived bamers of individuals 

surveyed involved personal perceptions of barriers and environmental restrictions. 

Several limitations in the research have become evident. Conceptual issues 

that remained unresolved ruminated around whether professional care is included 

within the scope of ülness and health self-care behavioun. A broad framework 

that encompasses an expansive spectmm of self-care activities may be required to 

resolve this issue and generate more consistent hdings. Furthemore a more 

comprehensive mode1 of se l fme  that llooks at developmental seEcare behaviours 

of older adults in addition to illness and health self-care behaviours may better 

reflect the holistic nature of self-care. 

According to Di11 and her associates (1995), the ability for self-care in old 

age was associated with successfùl adaptation to developmental changes with 
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respect to roles, living situations, and social circumstances. Qualitative sîudies 

also established the idluence of social context and lifetime experîences on self-care 

abilities @il1 et al., 1995). Additional research may be helpfùl to test whether a 

relationship exists between the measurement of one's ability to satisfjt 

developmentai seff-care needs and the measurement ofability to satisfy total self- 

care needs. More information with respect to conditionhg factors that idluence 

developmental self-care behaviours in old age may also assist health care providers 

in planning strategies to potentiate the selFcare capabilities of older adults, thereby 

promoting independence and preventing premature institutionalization. 

Additionally, the intersection of illness and health self-care behaviours 

becarne apparent as older adults experienced increased chronicity. Health self-care 

behaviours formerly praaised in young adulthood have the potential t O be 

classified as illness behaviours aimed at the management of chronic iilness 

symptoms in the Iater stage of life. M~re~recently, investigators discovered that as 

the fiequency of chronicity increased with old age, the distinction between illness 

and health self-care behaviours w u  rninirnized. From a holistic perspective, it may 

be more accurate to examine older adults' illness, health and developmental self- 

care behaviours simultaneousty rather t han separately . 

Orem's mode1 of self-care is a theoretical fiamework that addresses some 
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of the gaps identifid in the current research. The fimework attends to the issue 

of professionai inclusion within the scope of seScare. According to Orem seE 

care includes the consubation of profssional and formai health care seMces 

providing that the individuai or family caregivers have initiated the consult. The 

self-care mode1 also recognized the intersection of the three components of self- 

care, simultaneously dunng any one period in tirne. Orem's (199 1) self-care 

fi-mework depicts the premise that an esective self-care system is based on the 

capacity to rneet illness. hedth and developmental human needs concurrently. A 

shift fiom the focus on illness self-care behaviours to activities aimed at helping 

elderly individuals to satisfY their developmental needs may fùrther reduce the 

tendency to medicaiize self-care- Gerontological research that examines illness, 

health and developrnental self'e behaviours simultaneously is more likely to 

establish a comprehensive, holistic self-care knowledge base. This may also 

support the utility of a multidisciplinary focus to help older adults meet a variety of 

needs. 



Theoreticai Framework 

The theoretical foundation that guides this investigation is the self-care 

deficit theory of nuning developed by Dorothea Orem (1991). Since the early 

formalization of Orem's original self-care framework between 1958 and 197 1, 

several modifications have been developed (Orem, 199 1). The framework 

presented in this chapter reflects Orem's (1 991) most recent theoretical model 

determining that self-care is a human trait that instinctively enables individuais to 

care for themselves. Figure 3.0 displays graphically the relationships between the 

key concepts of Orem's self-care model. Orem's key concepts include self-care, 

therapeutic self-care demand, seKcare agency and nursing agency. 

Therapeutic self-care demands refer to the self-care needs of individuals to 

maintain normal human fiinctioning. Selfkare ne& are organized into three 

dimensions ( universai, developmentai, and illnesdtherapeutic needs). Universal 

demands include the basic hurnan needs for air, food and water. Therapeutic or 

illness needs refer to needs related to specific problerns with respect to 

medications, treatments, side effects and diet. Developmental demands refer to the 

needs of humans with respect to Mestyle adjustments based on one's particular 
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stage of human development. Seifkare agency is sirnply the capability of humans 

to practise self-care. 

As depiaed in the graphic model, Orem determines that a relationship 

exists between these concepts. Where the selkare system is intact, a relationship 

exias whereby the sdficare abilities of individuals do not exceed their therapeutic 

self-care demands- When the seKcare dernandd needs exceecf an individuais self- 

care agency (capability) a self-care deficit occun. When a self-care deficit occurs 

the individual cm choose to seek a relationship with the nursing profession 

referred to by Orem as "nuning agency". The purpose of nursing agency is assist 

individuals in meeting their self-care demands. 



W r e  3 -0 Dorothea Orem's theory of self-care deficit. 

"<" indicates that self-care needs exceed self-care ability. 

"af1 indicates that a relationship urists between the joined conceots. 
L 

Orem 199 1, p. 64. 
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A detailed discussion of Orem's W e w o r k  is presented here in three 

sections. First, Orem's conceptudization of seKcare is identified. In the second 

section, additional concepts within the self-care fiamework are detïned. These 

include self-care requisites, conditioning factors, therapeutic self-care demami, 

self-care agency, self-care deficit, and nursing agency. The third section 

summarizes Orem' general self-care deficit theory of nursing. Foliowing this 

presentation several studies have been presented to illustrate the application of 

Orem's self-care frsmework. A discussion wiii follow with respect to the 

development of the self-care measurement tool, the Self-management Inventory 

(SMI). The S M ,  based on Orem's conceptualization of self-care is employed in 

this study. To conclude the chapter, two research questions are stated. The fkst 

question focuses on the interna1 consistency between Orem's three components of 

self-care (illness, health, and developmental self-care behaviours) and the total self- 

are score compriseci of the surn of al1 thiee cornponents. The second question 

examines the correlation between the total seif-case score and several conditioning 

factors as predicted in Orem's fiarnework. 



Orem (1991) has defineci self-care as a continuous, patterned, deliberate 

aaion that mature and maturing humans initiate and perform on their own behalf 

These actions are directed by individuals toward themselves or toward their 

environrnents to meet human needs for ongoing regulaiion and maintenance of Me, 

personal health, and well being (Orem, 1991). "Dependent care" refers to s&- 

care activities described above t hat are performed by responsible adults for sociaily 

dependent persons (infants, children, mentally impaired individuals). The focus of 

this study is on the "independent dimension" of self-can that individuals provide 

for themselves rather than the "dependent" dimension of sewcare whereby f d i e s  

provide direct care for their members. Orem's fiamework considers seIf-care as a 

traditionai, human trait which mature edults are responsible to provide for 

themselves and their dependent fiunily members. In this sense, Orem's definition of 

self-care fdls in the reaim of self-care as tradition rather than self-care as a social 

movement . 

Consistent with the WHO definition that was previously cited in Chapter 1, 

the scope of self-care in Orem's framework is expansive. As such, self-care 
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behaviours encompass a wide range of activities fkom lifestyle practices aimed at 

meeting every day needs in the absence of syrnptoms to behaviours during iiiness 

that include professional consultation (Chappeii, Strain, & Badger, 1988; Orem 

199 1). Orem's conceptualization of self-care thus indudes illness and health self- 

care behaviours, and as weii as professional consultation. In addition, Orem's 

conceptualization includes activities designed to meet human developmental needs 

throughout the lifèspan. Thus, Onm outlines self-care behaviours required to 

sa&@ each of the three spheres of need: ihess (referred to as "heaith deviation 

requisi tes "), heaith (referred to as "universal self-care requisites"), and 

developmental (referred to as "developmentd requisites"). The developmental 

self-care component has not been duly addressed in the self-care research as a 

whole. 

In sumrnary, Orem's definition of self-care is broad. Orem's model (1991) 

proposes self-care as the response of hum'ms to their illness, heaith, and 

developmental needs. Selecare dso includes lay and professional consultation. 

Furthemore, the model espouses self-care as a traditional €on of behaviour. 



Conceptuai Definitions 

The foiiowing concepts within Orem's mode1 were developed to describe 

and predict the self-care activities of individuals. The major concepts of the 

model, in addition to the concept of "self-care" include: seE-care needs, 

conditioning factors, therapeutic self-care demand, self-care agency, seEcare 

deficit, and nursing agency. 

3.1 .O. Self-care Needs: Iilness. Health and Developmental Selfkare 

Self-care behaviours are directed at meeting self-care needs. referred to by 

Orem (1991) as "requisites". The word 'requisite' is synonymous for the word 

'need' and can be used interchangeably. For the purpose of this audy, the word 

'need' has been most cornmonly used. Self-care needs refer to the human needs of 

individuals necessary for nomai growth and development, health and well being. 

Different needs anse in üiness, in health, and according to one's stage of human 

development. The ability of individuals to satisfy their self-care requisites 

determines the adequacy of their self-care system. Heaith is not limited to the 

absence of disease, but consias of physical, emotionai, and psychosocial weii 



being (Orem, 1991). Orem's (1 9%) mode1 recognizes the following three 

categories of human n a d  considered essentiai for weU being and normal human 

functioning: (a) iilness needs (referred to as "health deviation self-care requisites"), 

@) health needs (referred to as "universal seif-care requisites" , and (c) 

developmental needs (referred to as developmental seif-care requisites"). 

IIlness self-care needs. 

IlIness self-care needs are synonyrnous with the term " health deviation self- 

care requisites". For the sake of consistency with the literature and for the purpose 

of this study, 'health deviation requisites' is refend to as 'ülness self-care needs'. 

Iflness seif-care needs arise due to illness (Orem, 1991). The fhnework 

postdates that specific illness self-care behaviours are required by individuals to 

alleviate symptoms and to treat illness. nlness self-care behavioun may be 

necessary at one or more specinc tirnes or over a duration of tirne. Table 3.1 

depicts the iliness self-care behavioua required to meet illness %If-care needs 

(health deviation self-care requisites). 



Table 3, 1 

1. Develop an awareness ofsymptoms to enable to seek and secure appropriate 
professional medical assistance and lay assistance. 

2. Cope with, compensate for, and attend to the effects of illness andl or 
disability corn a psychological, physiologicai, and developmental perspective. 

3. Irnplement treatment regimes, 

1. Rewgnize and cope with deletenous effects of professional care treatments. 

5. Modify one's seIfkoncept to accept oneself as being in need of specific forms 
of health care based on changes in hedth deviation seU-care abilities. 

5. Continue to develop personally to achieve normalacy and optimal quaiity of 
life despite the illness. 

(Orem, 1991) 

m e s s  seKcare needs impact upon the seIf-care practises of individuals in 

several ways. First, older adults may have to practise certain h e s s  self-care 

behaviours such as administenng prescribed medicai treatments (Orem, 1991). 

Second, wping with the side effects of treatment may require additional m e s s  

s&care behaviours. Third, specinc limitations associated with the symptoms may 

restrict the individuai's paformance of illness, health or developmental seScare 

behaviours (Orem, 1991). For example, an older adult with a fiactured hip will not 



be able to pefonn h d t h  self-can behaviours such as meal preparation o r  

participation in an exercise program. At the same the ,  developmental needs may 

affect self-care behavioun during illness. Here a iilness seScare behaviour such as 

self-medication may be curtailed by memory loss or a lack of financial resources 

fiequently experienced in later developmentd stages. 

Health self-care needs. 

Health selfiare needs are synonymous with the term "universal seEcare 

requisites". These are basic daily needs that humans experience when they are in 

good health (Orem, 199 1). Table 3 -2 depicts health self-care behaviours. Health 

self-care behaviours are aimed at meeting basic physical and ernotiond needs to 

maintain health and prevent iiiness. Basic physical needs encompass the need for 

air, water, food, a d e  environment, ad+ate boweUb1adder function, and balance 

between rest and activity. Daily emotional needs include a balance between social 

activity and solitude, a realistic ~ e ~ c o n c e p t ,  and the ability to recognize deviations 

nom one's noms. Individuals meet these needs by performing health self-care 

behaviours throughout various life stages. Where infants and children are unable 

to perform health self-care behaviours, responsible adults assume the role of 
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providing 'dependent' health seScare behaviours until the child reaches maturity 

and is able to provide adequate seScare (Orem, 1991). 



1. Sutficient intake of air, water, and food. This requisite is achieved by 
consuming the quantity of each resource required for fÙnctioning8 As such it 
also involves making adjustments for consumption based on intemal and 
extemai factors. Individuals have the responsibility to control over 
indulgences; and to preserve the i n t e e  of theu physiologicai structure to 
rnaximize the metabolism and utilization of theu intakes. 

12. The ability to manage the process of elimination. This encompasses control 
over internai and extemal conditions necessary for adequate bowel and bladder 
elimination including the maintenance of sanitq conditions. 

3. Maintenance of a balance between activity and rest. Individuals need to 
recognize the need for rest and activity. Included is the ability to reguiate 
environmental stimuli and to provide an outlet for interests to achieve an 
optimal sense of weU being. Redactivity patterns are developed according to 
personal capabiüties, interests, values, and culturdy prescnbed noms. 

4. Maintenance of a balance between solitude and social activity to promote 
personai autonomy, and enduring personal and group relationships. This also 
encompasses enective management of impulses that potentiate seW- 
centredness, to enhance the person's integrity and regard for the rights of othen. 

5. Prevention of hazardous situations that endanger human life, hnctioning, and 
weii being. The goai is to prevent events that lead to the development of 
hazardous situations, andfor to remove oneself frorn danger. 

6. The promotion ofnomialacy. This is achieved by developing and maintainhg a 
realistic self-concept, and by recogniting deviations fiom one's noms. The 
goai is to maintain and promote integrity. 



Develo~mental s e k a r e  needs. 

Orem refers to developmental seff-care needs as "developmental requisites". 

Developmentd needs are based on the daiiy heaith/universal self-care needs that 

arke out of specific stages of human developrnent throughout the Miespan. For 

example, infants bave daily nutritionai and feeding needs very dinerent from the 

needs of an adolescent or an elderly individual. Dwelopmentd needs are closely 

linked to heaith s e k a r e  needs partieulady in late adulthood. In Iate adulthood, 

the ability to effectively satis@ daiiy health self-care needs is often contingent upon 

the potential of the individual to cope with the demands brought about by physicai 

and psycho-social changes that occur in the 'old adult' stage of development. Age 

related conditions may include increased chronicity, reduced acuity of the senses, 

alterations in metabolism, and reduced fùnctional ability for performing ADL. To 

iflustrate, the health seScare need for nutrition in old age may be complicated by a 

developmental need associated with reduced tùnctionai ability. Consequently, 

difficulty with meal preparation may ïmpede an older individuals ability to sati* 

daily nutritional needs. 

Furthemore, developmental needs may aloo reflect life events associated 
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with old age. For example, diniculty in meeting one's universai human need for 

socialization may be associated with an increase in the number of deaths in the 

elderly individuai's social network The reduced oppominity for social interaction 

may have been further accentuated by a reduced income or a lack of transportation 

foiiowing the Iûe event of retirement. In old age, developmental requisites elicit 

actions that arneliorate or mïnimize the eEects of the aging process to maintain 

normal human functioning. 

In surnmary, according to Orem's modei, self-care behaviours are aimed at 

satiseng the three categones of human needs (illness, health, and developmental 

self-care needs). Illness selFcare needs are the specialized needs of humans when 

they experience ihess symptoms. Health self-care needs are the universal 

requisites, such as every day physical and psychological needs of human beings. 

Developmental self-care needs occur as individuals expenence challenges 

associated with their particular stage of human development in the life cycle. The 

three self-care needs are inter-reiated as each need affects the integrity of the other 

two needs within the individual's self-care system Self-care ability is measured by 

the degree to which each component need is being met. 



3-1.1. Conditioninn Factors 

Orem's (1991) fhnework depicts eight categories of internal human and 

extemai environmental wnditioning factors that influence the selfiare ability of 

persons to satisfy their humau needs. Internai facton encompass self-concept, 

motivation, knowledge, and culturdy derived roles and practises. Extemal factors 

include socio4emographic factors. mentai health status, physical health stahis, 

social support (family system factors). one's physical indoor and outdoor 

environment, and health system factors as shown in Table 3 -3. 

In Orem's mode1 (199 1)the conditioning factor of social suppon is 

associateci with the individual's family system. The focus here is on the proximity 

and living arrangements of fgmily memben. This coincides with Barrera's (1986) 

dimension of social support referred to as "embedded social support". Health 

system factors encompass medical treakent modaiities and the ability to carry out 

the treatments. 

Generdy speaking. conditioning factors are important in tenns of theû 

overall influence on the needs expenenced by individuais. and on their ability to 

perform self-are behaviours. The assessrnent of the conditioning factors that 

influence seKcare is helpfiil in deve1ophg a more holistic oriented plan of care 
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aimed at miuOmiPng seiScare potentials of individuals and ameliorating factors 

that may negatively impact the performance of self-care. Patients' ~e~apprsisais 

of the conditionhg factors may also impact their self-care pefiormances (Orem, 

199 1). For example, if individuals perceive their neighbourhood to be unsafe. 

they rnay be Iess Eely to exercise by walking out of doors. 



Table 3.3 Conditioning Factors Chtemal and Extemal) 

l 1. Self-concept regarding one's own perception of selCeare abiiity. 

2. Demographic factors such as age, gender, dwelopmentai stage, education, 
and socioeconomic status. 

l 3. Motivation to perform self-care activities. 

4. Farnily system factors involving farnily members' residency and relationship 
with the individual. 

5. Culhiraiiy derived roles and practises. This encompasses patterns of living 
including activities in which individuals regularly participate. 

6. The individual's physical environment indoors and out of doors in terms of 
safety, and the capability to mat<imize selfkare. 

7. Level of knowledge about self-care slcills, and self-care habits developed and 
perfonned over the life-span. 

8. State of health in that disease, injury, and mental or physical maüùnctioning 
may increase the number of self-care activities needed to pustain life or 
improve health. In addition, illness States may also b i t  the individual's ability 
to reason, make decisions, and perform seEcare. 

9. Health care system factors such as medicd treatment modalities, and the 
ability of individuals to carry out the treatments. 

1 (Orem, 1991) 



3.1.2. Therapeutic SeScare Demand 

Therapeutic sewcare demand encompasses al the seif-care behaviours 

required to satisfy al1 three requisites (illness, health, and developmental needs). 

Self-care is therapeutic when it conmiutes to the prevention, control, or cure of 

disease; to the regdation of n o n d  development; and to the promotion of heaith 

and weii being (Orem, 1991). As depicted in Figure 3.1, the component parts of 

therapeutic self-are demand indude (a) the three self-care needs or requisites, 

(b) the technology required to satise the needs, (c) the internai and extemal 

conditioning factors that infiuence the performance of self-care behaviour, and (d) 

the course of action required to meet the need(s). Figure 3.2. demonstrates the 

'systems' approach of the "therapeutic seKcare demand" concept. Fust, the self- 

care actions within the therapeutic self-care demand require individuals to make 

assessments for each of the th- seif-ciire needs. Second, the technology 

required to meet the need rnust be detefmined. Technologies rnay refiect a range 

of equiprnent involving standard household supplies for home remedies (mustard 

plasters, garlic) to sophisticated technical equipment (Baxter pumps for 

intravenous administration, cardiac telemetry monitors). Third, the interna1 and 

extemal conditioning factors that influence human needs andlor a personfs ability 
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to utilize the technologies must be taken into account Conditioning factors 

include those presented earlier: socio-demographics, selficoncept, knowledge, 

health status, sociai support (family system factors), physical environment, and 

health system factors. Fourth, with the wnditioning factors in mind, the self-are 

requisites and appropriate technology are identified to develop a course of self- 

care actions. Once these four elements (seIf-care needs, technologies, conditioning 

factors, and the course of action) have been successfiily implemented, the result is 

that the "therapeutic selkare demand" has been satisfied. The pronoun 

"therapeutic" describes the self-we demand since self-care may be well 

intentioned but not therapeutic (Orem, 1991). The goal of the therapeutic self- 

care demand is to promote normal hurnan fùnctioning and well being. 
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3gure 3 -2. A mode1 of therapeutic self-care demand. 
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In some situations, individuais are not able to perfonn the fûll range of self- 

care behaviours. Ifmentai cornpetence is lacking, self-care can be performed by 

family members or appointeci caregivers (Orem, 1991). These persons act on 

behalf of the individuai to provide dependent self-care. Consequently, they also 

assume the responsibüity for making decisions and carrying out the aaivities to 

satis* self-care requisites. Hence, as long as this support network provided by the 

family system is adequate the seifkare system cm be maintaineci. However, if 

individuals andor their care providen are not able to perfonn the actions, or to 

make sound judgements then a seScare system no longer exists. 

The following illustration describes the health self-care need of "nutrition" 

and demonstrates the utility of the 'therapeutic self-care demand' configuration. 

Individuals usually respond to their nutritional needs with health self-care 

behaviours. They prepare and consume food, and monitor the consumption of 

food. The method or "technology" required to meet this health need may depend 

on conditionhg factors such as culture, lifestyle habits knowiedge about nutrition, 

as well as resource availability. 

The developmental seKcare need for proper nutrition in old age may be 

complicated by certain age-related losses. Examples include the inabïiity to chew 

food due to poorly finhg dentures, dficulty swallowing as a result of reduced 
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saliva production, or a lack of motivation to prepare nutntious meals due to 

loneliness related to the loss of a spouse. Changes in nutnent need occurs with 

aging. Older aduits require protein rich fmds with limitexi amounts of fats and 

sugars. 

Suppose, an elderly individuai expenences difnculty swallowing due to 

reduced diva  production. Here the health self-uire need (basic nutrition) overlaps 

with a developmentai seif-care need (reduced diva). The "technology" rnay 

involve the processing of food in a blender or taking medication to enhance saliva 

production. Once again,"conditioning factors" must be also considered in t ems  of 

available resources, available social support (farnily systems), previous lifiestyle 

habits, culturai factors, motivation, and level of knowledge. Hence, the "course of 

action" developed for maintaining adequate nutrition may include eating a 

mechanical soft diet or consulting a speciakt in treating dysphagia. If at the same 

time, the individual expenenced illness .self-care needs arising fiom intestinal flu 

symptoms, the "technology" and the "course of action" might need ongoing 

adjustment to compensate for reduced nutntional status and potential for 

dehydration. 

Concurrently, the developmental need for adequate socialization in late 

adulthood may also impact the older adult's capacity for the performance of illness 
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self-care behaviours. Should the elderly individual tive alone, the consumption of 

fluids might be inadequate in this weakened state, with no one to help prepare 

meals. This example demonstrates how developmental needs in the older adult 

stage may impact and intersect with Uness self- needs. Once ail the 

components of therapeutic self-care demand have been considered, the final self- 

care behaviows or course of action can be planned and implemented. In the 

example cited, the most appropriate stnitegy might be the utiluation of 

professional services and admission to a hospital. 

Selfkare agency is the complex capability to satisfL human requirements 

within existïng circumstances (Orem, 1991). Simply stated, it is the capability to 

carry out one's therapeutic seifkare demand. Orem (199 1) postulates that 

humans inhent characteristics that detemine their ability to perfonn seScare 

behaviours effectively. In Orem's (1991) most recent dnicturaî formulation of 

self-care agency, these human foundational capabilities are cited as ten power 

components. Power components refer to the properties of individuals that enable 

them to exerci~e and develop the ability to manage their self-care and meet their 
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human needs (Orem, 199 1). In generaf, some of these common capabilities or 

characteristics of humans include motivation; skill; physical abüity; the abiiity to 

leam and apply knowledge; and the cognitive ability to reason, to make sound 

judgements and to pefiorm self-care within one's own situation Assessrnent of the 

power components cited in table 3.4 can help to predict individuals abïiities to 

perform self-care. 



l Table 3 -4 Power Com~onents of Seff-care Aaencv- 

1. The abiiïty to remain attentive and persistent in the regulation of internai and 
extemal conditions that influence the adequacy of sewcare. 

2. The abiiity to judiciously utilize one's physical energy to ennire the continued 
adequacy of seIfhue operations. 

3. The physical functional control for the s u c c ~  performance of self-care 
activities. 

4. The mental ability to reason, reflect, and make decisions about the self-care 
situation and develop strategies to optimize self-are. 

I 5. The motivation for achieving self-care goals for optimal health and weIl being. 

6. The ability to make decisions about sekare  actions and b ~ g  these actions to 
fruition, 

I 7. The ability to learn, retain, and apply self-care knowledge. 

8. The ski11 to think, perceive, manipulate, communicate and interpret self-care 
abilities in relation to ones' requisites; to satise self-care demands. 

9. The ability to achieve regulatory goals for self-care by reflecting and ordering 
discrete self-care actions into relationships. 

10. The ability to consistently perform seKcare activities within one's own 
context shaped by personal, family, and community factors. 



3.1 -4. Self-care Deficit 

Self-care deficit refers to a negative relationship between self-care agency 

and the therapeutic seKcare demand. A seKcare deficit occurs when self-care 

agency is low a d o r  when therapeutic self-are demand is excessive. Should 

limitations in one's self-care agency ex&, then hurnan needs cannot be satisfied 

even if the needs experienced are within normal ranges. Similady, if therapeutic 

self-care dernands are extreme, a seif-care deficit can exist despite what would 

normally constitute adequate seKcare agency. Self-care deficits, therefore, are 

dependent upon the components that make up the therapeutic seScare demand 

and the individuai's self-care agency. The self-cae framework provides indicators 

to predict whether a self-care deficit exias as shown in Table 3.5. 

Indicaton demonstrate when self-care behaviours are ineffective in fulfilling illness, 

health, and developmentai self-care needs. Some indicators include reduced 

awareness of the impact of the environment on one's self-care ability, inability to 

recd past self-care strategies, and diminished decision m a h g  ability (Orem, 

199 1). 



Table 3 -5 Self-care Deficit Indicators 

1. The absence of ongoing engagement in selfkare aaMties or the inabiiity to 
meet selfcare requisites effectvely- Self-care deficits are essociated with a 
lack of effectiveness and reduced validity of previous seIf-care practises. 

2. A lYnited or diminished aWafeRess of the environment and its' impact on self- 
care. 

3 .  The inability to recall past experiences related to regulatory practices. 

1. Diminished sound judgement and decision making about self-care related to a 
lack of knowledge in coping with intemal and externat conditioning factors. 

5. An inabihty to make self-care adjustments in one or more of the universal or 
developmental seif-care requisites. 

(Orem, 1991) 

3.1 -5. Nursina Aaencv 

Although the concept of nuning agency is not central to this proposed 

research, it is presented since it is integral to Orem's self-care model. in the event 

of a self-care deficit, Orem's theory of nursing systems articulates that the 

individual must make the initial decision to enter into a nurse-patient relationship. 

Nursing care referred to as "nursing agency" includes acting or doing for another, 

guidiig and directing, supporting, providing a developmental environment, and 
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teaching. The fkquency and type of nursing care that is provided is continuaiiy 

negotiated between the patient and the nurse on an ongoing basis. Individuals' 

determine the extent of the professional intemention. 

Three levels of care provided by nurses are based on patients' appraisais of 

their therapeutic seif-care demands. The three levels of nursing agency depicted in 

Table 3.6 include (a) the provision of wholly compensatory care, @) partially 

compensatory care, and (c) supportive educative care. A wholiy compensatory 

nursing system involves the provision of total direct patient care to persons who 

require contlnuous supervision and guidance because of cognitive or physical 

impairments (Orem, 1991). A partially compensatory nursing system refers to 

assistance that is provided for persons who are able to perform some self-care 

behaviours, but who may be limited mentdly and/or physically o r  may be 

experiencing an elevated therapeutic seIf-care demand. Here the nurse provides 

the care that the patient and their f d i  members are unable to  do, while 

encouraging the continuation of what ever seIf-care capabilities exïst. Supportive 

educative nursing care is provided to  patients who are able to perfom and should 

l e m  to perfonn self-care, but still require and seek minimal support and 

educational assistance fiom the nurse (Orem, 1991). The nurse helps by providing 

a developmental environment, teaching seIf-care SUS, and guiding the patient in 



tenns of decision making and bdiaviour control. 

Table 3 -6 Nuning agency 

1 .Whoiiy compensatory care: Total patient care required by an 
unconscious patient. 

2. Partiaiiy compensatory are: The nurse provides some care, while at the 
same tirne, the patient participates in seW- 
care performances as able. For example, a 
patient recovering fiom surgery could meet 
universai requisites but would require 
nuning assistance for changing dressings. 

3. Supportive-educative care: The patient is able to meet bis or  her 
requisites but may need the nurse's support 
and guidance. For example, a diabetic may 
need guidance for insulin therapy and 
additional teaching with respect to  diet. 

(Orem, 1991) 



3.2 Surnmary of the Orem's Mode1 for P ~ O D O ~  Research 

The conceptual fiamework for this proposed research is Orem's seKcare 

model. Figure 3.0 provides an overview of Orem's model of self-care deficit. The 

graphic demonstrates that the adequacy of an individuai's seff-care system is 

associated with the relationship between one's self-care agency and one's 

therapeutic self-care demand. If the therapeutic self-care demand is greater than 

the individuai's selfkase agency then a "deficit" occurs within the self-care system. 

In the event of a seKcare deficit, the individual rnay decide to elicit assistance eom 

"nursing agency" to minimize the deficit. The goal is to preserve the self-care 

system to maintain wellbeing and health. Orem's model also identifies coaditioning 

factors that innuence one's self-care agency and therapeutic self-are demand. 

The entire model wiii not be examined and tested. hstead, several 

interrelated components have been examined and tested using secondary data 

Specifically, the notion hat individuds' self-care demands are composed of illness, 

health, and developmental needs are centra! to this proposed research In addition, 

the role of conditioning factors in relation to illness, heaith, and developrnentai 

self-care needs has been a major focus. 



3.3 ^p~iication of Orem's SelGcare Mode1 in Previous Research 

Orem's theory has fiequently been employed in the research to examine 

predisposing factors associated with illness and health self-care behaviours. The 

studies examined here surveyed convenience samples of independent elderly as 

weli as institutionalized elderly- Mon of the investigations were quantitative in 

nature and employed a descriptive, correlational design. 

Jirovec and Kasno (1993) operationalized Orem's basic conditioning 

factors to predict the self-appraised self-care abilities of 83 nursing home residents. 

The conditioning facton tested were age, gender, education, race, previous 

occupation, marital statu, social support in tems of the number of children and 

the frequency of their visits, Nnctional ability, morale, perceptions of fostered 

dependence in the nursing home, and whether the respondent prescribed to the 

Medicare versus the Medicaid health s&em. Self-care was measured using the 

AppraÏsal of SeIfkare (ASA-A) Scale (Evers & Isenberg, 1987). The instrument 

focuses on health self-care behaviours based on Orem's conceptualization of 

universal seScare requisites, with minimal reference to iilness and developmental 

seIf-care behaviours. The scaie maintains established constnict validity, content 

vaîidiîy and intemal consistency (a = 0.85) (Evers & Isenberg, 1987; Evers, 



124 

Isenberg, Philipsen, Senten, & Brouns, 1993)- Hierarchil multiple regression 

anaiysis results indicated that previous occupation and race were the only 

signifiant predictors of ~e~perceived self-care ab'ility (JÏÏovec & Kasno, 1993). 

Those older adults who had been seffemployed and were black demonstrated 

higher self-appraisals of their s e k a r e  agency. 

Employing a descriptive, correlational design Jiovec and Maxwell (1993) 

examined the dzerence between actual choice and desired choice for decision 

making about 15 ADL items demonstrated by 1 O7 nursing home residents. The 

relationship between the fùnctional ab+ty of nursing home residents and their 

perceptions of actual choice versus desired choice within the institutionalized 

setting was also examined (Jirovec & Maxwell, 1993). Self-care abilities were 

rneasured using the ASA-A (Evers & Isenberg, 1987) wMe fiinctional ability was 

measured using the Katz (1963 ) Index of ADL (Jirovec & Maxwell, 1993). A 

questionnaire was developed to measure residents' perceptions of choice by asking 

how much choice they would like to have in performing 15 ADL (on a scale of 1 

[almost never] to 4 [almost always]). Residents were then asked how much 

choice they felt they actuaiiy had. A t test detennined that residents desired more 

choice than they felt they were given. Perceptions ofactual choice and desired 

choice were found to be weakly, positively correlated to fbnctional ability. 



125 

Furthemore, the disaepancy b e m n  desired choice and actual choice was not 

related to fbctional ability (firovec & Maxwell, 1993). These findings support 

Orem's assertion that the individual's fbnctional abiiity alone should not determine 

a prescnbed level of mirsing care, but rather the willingness and capacity for 

decision making about the level of nursing care should also be recognized as a 

component of self-care. 

Carroll (1995) applied Orem's seScare theory and Bandura's self-efficacy 

theory to examine the relationship between 'thutking' about illness self-care 

behaviours foliowing heart surgery, actually 'canying outt illness self-care 

behaviours, and self-efncacy expectations. A prospective repeated measures 

design was used to determine the changes in illness self-care behaviours and self- 

efficacy expectations before surgery, before discharge and six and 12 weeks afler 

surgery in a convenience wunple of 1 22 elderly subjects (Carroll, 1 995). 

Individuals' estimations about performing their iiiness self-care behaviours was 

measured using the Exercise of Self-care Agency Scale (ESCA) developed by 

Kearney & Fleischer (1 979). Cronbach's alpha ranging fiom 0.79 to 0.85 (Carroll, 

1995). The actual perfbrmance of ihess seKcare behavioun was operationalired 

using Jenkins Activity check List which assessed ten self-reported illness self-care 

behaviours following surgery (walking, clirnbing stairs, and general activities) 
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producing a Cronbach's alpha of 0.53 to 0.92 (CarroU, 1995). Self-efficacy was 

operationalwd using Jenkiw Self-efficacy Expectations Scaies with a Cronbach's 

alpha ranging from 0.76 to 0.96 (CarroII, 1995). Regression analysis determined 

that high self-efficacy expectations at discharge, youager age and increased 

bctional ability before surgery explained 27% of the variance in iilness seKcare 

behaviours foliowing hart surgery. Carroll deterrnined that the ESCA did not 

capture al1 the dimensions of self-aire with respect to the estimation of self-care 

behaviours and the actual performance of self-care behavioun (Carroll, 1995). 

Dodd & Dibble (1993) tested Orem's mode1 by correlating the self-care 

scores with self-care power components and conditioning factors in a convenience 

sample of 89 adults undergoing chemotherapy. Self-care was measured using a 

40-item instrument developed by Stetz & Dodd (1987). The instrument employed 

the self-report method to record the self-care behaviours reported by participants 

to manage five side effects of chemotherapy (nausea and vomiting, mucositis, 

fatigue, pain and hair loss). The ESCA scale was used to meesure the self-care 

power components. Conditionhg factors included demographic data, fùnctional 

ability, knowledge with respect to chemotherapy, social support, self-efficacy, 

lifiestyle behaviours, and mood states. Multiple regression techniques determined 

that increased seIfkare was associated with lower Iùnctional ability, lower social 



127 

support, higher e e t y ,  and higher education (Dodd & Dibble, 1990). Functional 

ability, social support (family system) and years of education accounted for 38 % 

of the variance in &care. Two power components were found to be significant 

in determining iiiness seüscare behaviours. The power component pertaining to 

one's abiiity to maintain attention to one's subjective feelings and the power 

cornponent regarding the abiiity to exercise requisite vigilance with respect to 

intemal conditions (atlxiety, depression, attitudes) explained 9?/0 of the variation in 

seif-care behaviours aimed at managing side effects of chemotherapy @odd & 

Dibble, 1993). 

Ailinger and Dear (1993) also employed Orem's self-care theory to test the 

carrelation between the self-care agency and cmditioning factors in a convenience 

sample of 60 older adults fiom an outpatient cliic srnering fiom rheumatoid 

arthritis. Demographic factors included age, education, race, social class, and 

living arrangement. Other conditioning factors included a physicians evaiuation of 

health including duration of illness, and self-reported fùnctional ability (Ailinger & 

Dear, 1993). Self-care was measured using the ESCA scale (Keamey & Fleischer, 

1979). Physician's evduations regarding the severity of arthritis in terms of pain, 

swelling. and condition of the joints was reported using the Ritchie Camp Index 

(Ailinger & Dear, 1993). The functionai ability of individuais with arthritis was 
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measured using the Hdth Assessrnent Questio~aire (Ailinger & Dear, 1993). 

The findings indicate a sigdcant positive correlation between self-care and 

education, with a negative association between seScare and the duration of the 

illness (Aiiinger & Dear, 1993). This supports Orem's theoretical assertions with 

respect to the importance of education and the influence of lite experience as a 

conditioning factor in self-are. Additionafly, it also suggests that the self-care 

deficit theory is applicable to rheumatoid arthritis since chronically il1 adults may 

have unmet needs that may have gone masked as the illness progressed over time 

(Ailinger & Dear, 1993). 

In a quasi-experimental design using a pretest and post test, Folden (1993) 

tested the effectiveness of a supportive-educative nursing intervention on the 

perceived seifhue ability of individuals after a stroke. Perception of seKcare 

ability was measured using the ESCA scale (Keamey & Fieischer, 1979). 

Repeated-measures multiple analysis o€variance revealed a significant difference 

between the groups who received the supportive-educative nursing intervention 

and the control group who did not receive any intervention. The significant 

increase in the post stroke participants' perceptions of theu self-care ability further 

validates Oremese theory of seIf-care with respect to the inclusion of professional 

consultation within the scope of self-e Qoldect, 1993). 
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One qualitative study used Orem's theoty to investigate the perceptions of 

caregivers of older cognitively impair4 persons regarding their ability to 

administer theu medications (Corn et al., 1993). Orem determines that the sdf- 

care behaviour of administenng one's own medications requires cognitive fiinction 

and physical abiiity. Twenty primary caregiven of 20 impaired older adults from a 

convenience community sample were interviewed using structured and 

unstructured data collection methods. Unstructureci questions encouraged the 

caregivers to describe the transitions to a r e  giving assistance in ternis of events 

that led them to believe the impaired individual needed assistance, and how the 

impaired person reacted to the assistance. Stnictured questions fiom the Bigg's 

Elderly SeEcare Assessrnent tool (BESCAT) (Biggs, 1990) were aiso utilized to 

meanire the caregivers' perceptions of the cognitive and physical ability of the 

older adult to pefionn health sekare and illness self-care behaviours. Findings 

revealed that in 14 out of 20 cases ~ o ~ t i v e  changes lead to care giving and that 

the care giving assistance requirements changeâ over t h e  in conjunction with 

changing functional abilities (Corn et al., 1993). Conn and her associates (1993) 

discovered that iiiness selfkare behaviours were negatively correlated to 

functionai ability. In tenns of care recipient responses to the cue giving transition, 

seven care recipients were observeci to be hstrated, depressed, or angry about 
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requiring assistance with administering their medications and in response to other 

fiinctional losses (Corn et al., 1993). 

Although causation cannot be de teded  the study demonstrates the 

relationship between seIf-efficacy and illness seif-care behaviours. The study 

supports Orem's model in that an appropriate lewel of assistance for varying levels 

of fiinctional ability maximizes self-care agency (Corn et al., 1993). 

To summarize, previous studies tested Orem's theory of self-care deficit to 

examine the relationships between self-care and conditioning factors outlined in 

the model. Investigations about health seif-care behaviours as the dependent 

variable examineci specific behaviours such as the performance of everyday ADL in 

institutionalized settings (Jirovec & Kasno, 1993; Jirovec & Maxwell, 1993). 

Orern's self-care model was also utilized to examine iliness self-care behaviours 

related to cardiac surgery (Carroll, 1995; Folden, 1993); arthritis (Ailinger & Dear, 

1993); and the side effects of chemotherapy @odd & Dibbie, 1993); and the 

ability of cognitively and physically chailenged older adults to administer their 

medication (Con. et ai., 1993). 

These specialized seEcare behaviours were measured using the ASA-4 

the ESCA, the BESCAT, the Katz Index of ADL, the Jenkins Activity Checklist, 

and numerous self-report seKcare logs. Consistent with Orem's theory of self- 
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care, these studies demonstrated that predisposing factors commonly associateci 

with self-care behaviours included race, previous occupation, social support, 

education, atlxiety, Iength of the duration of the illness, fiinctional ability, degree of 

cognitive impairment, seIf-efficacy, and learned helplessness. W e  specifïc self- 

care behaviours were beîng examineci, these tools failed to capture the three 

essential components of seKcare simultaneously as guided by Orem's model. 

Although each of the sample populations eonsisted of older adults, üttle attention 

was directed at the developmental perspective of seifbue, particularly, in the 

measurement instruments. 

3 -4 Measurina Self-care Behaviours: The Self-management Inventow ( S m  

In general, self-care has been measured using fùnctional assessments for 

ADL and IADL, self-care self-report dikes, rneasurernent of a specifïc self-=are 

activity, and specific seifcare instruments such as the ASA-A (Evers & Isenberg, 

1987) and the ESCA scale (Keamey & Fleischer, 1979). For this proposed 

research the selfhanagement inventory (SMI) (Snyder et al., 1991) has been used 

(see Appendix A). The use of the SM1 addresses some of the limitations in the 

research previously discussed. 
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Traditionaily, emphasis was placed on the fiinctional ability of ind~duals  to 

perfionn ADL's and hence to sati* their needs during iilness or their daily needs 

during hedth. Hence, self-care was measured using fiinctional ADL assessments 

(Fillenbaum, 1988; Kane & Kane, 1981; Katz, 1983). One of the Iimitations in 

measuring self-care using ADL and IADL assessrnents is the fadure to take into 

account the broad range of self-care pefiormances required to satisfy 

developmentai, emotional, and psycho-social needs particularly in old age (Sayder 

et al., 199 1 ; Biggs, 1990; Dodd, 1988). 

Additionally, behaviour check Lists and selEcare behaviour questionnaires 

were employed to reflect the seIf-care agency of older adults (Dodd & Dibble, 

1993). An obvious disadvantage reported in the literature is the inaccuracy of the 

information based on recall of the older adult and the tendency to remember ody 

more serious symptoms (Dodd, 1988). SeIf-care logs tend to address this 

limitation. On the other hand, self-care self-report logs may be predisposed to 

focus on seIf-care activities in iliness without exarnining health self-care 

behavioun and environmentai resources that impact seKcare ability. While the 

instruments fkequently masure the ability to manage acute illness symptorns they 

may also tend to overlook the self-care practises of older adults commoniy 

expesiencing long tenn chronic illness and disability. Self-care activities aimed at 
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managing chronic üIness need to measure the ability of the older adult to gain and 

apply knowledge for the treatment of symptoms; or to establish an adequate 

support system to postpone institutionalization and maximue quality of We. 

Other investigaton examined specific ilhess or health seIf-care behaviours 

rather than the overall self-care capabilities of older adults. S pecific questions 

were developed requesting older adults to report on individual behaviours such as 

exercise, consuiting a physician, staying in bed, taking a medication, eating a 

balanced diet, and others (Dean, 1991; Engberg et al., 1995). These tools were 

effective in measuring a specific activity, but do not measure overall self-care 

ability that includes iiiness, heaith and developmental self-care behaviours. 

Some investigators employed the ESCA developed by Keamey and Fleischer 

(1979). Although the tool was based on Orem's fiamework, it emphasized the 

propensity of individuais for selfkare in health and iiiness (Dodd, 1988; Snyder et 

al., 199 1). The tool fails to provide a cchprehensive assessrnent of the cornplex 

self-care activities required to cope with chronicity and to sati* developmental 

needs in old age (Carroll, 1995). Additionally, Dodd and Dibble (1993) identified 

that the tool fils to measure self-care behaviours aimed at the management of 

specific symptoms. 

Several studies cited in the Literature (Jirovec & Kasno, 1993; Jirovec & 
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Maxwell, 1993; Ailinger & Dear, 1993) employed the ASA-A ( Even & Isenberg, 

1987) . These studies point out the need for fbrther investigation with respect to 

the estimation of the psychornetric properties of the ASA-A Ailinger & Dear 

(1993) identined that the instrument rnay not totally reflect the multi- 

dimensionality of seLf-care agency Since the instrument measures general 

dimensions of self-cares correlations were misseci in the presence of specïfic 

symptoms (Ailinger & Dear, 1993). The ASA-A has also been cnticized as having 

construct validity problems in that severity of disease and social status did not 

explain a signiîicant amount of variance as proposed in Orem's theory (Geden & 

Taylor, 199 1). 

Orem (1991) postulated that developmental needs are the human 

requirements that &se when individuals must adapt to changes that occur with 

each new stage of Ne. Strategies employed previously for meeting development al 

demands and the attitudes developed throughout life infiuenced the self-care 

patterns of older adults (Orem, 199 1; Segall, 199 1). Kane and Kane (198 1) also 

recornmended that an instrument that measures developmental needs specinc to 

older adults must be sensitive to emotional and psychosocial requirements 

associated with the last stage of development. Despite the importance attnbuted 

to meeting developmentai needs in old age, self-care instruments failed to masure 



the ability of individuds to meet developmental needs @ocid, 1988). 

Based on Orem's theoretical fhnework, the recently developed SM1 

(Snyder et al., 1991) overwmes some of these limitations. Developed by an eight 

member research team, the SM1 has achieved psychometric reliability and validity 

following data coiiection in a pilot study by nine stafhurses (inter-rater reliability 

coefficient r=.75) (Snyder et al., 1991). The pilot midy involved a sarnple 

population of older community residmg adults prior to their discharge from 

hospital (Snyder et al., 1991). Further validity testing is ongoing. No major 

problems were reported during four years of testing during post-hospitalization 

follow-up (Personal communication with M Snyder, 1995). 

The SM1 meastires al1 three cornponents of self-care ( universal, illness 

and developmental). Most imponantly, it indudes the developmental dimension 

which has been neglected. The instrument provides an objective assessrnent of 

physical, emotionai, and psycho-social néeds specific to older adults in the final life 

stage. Items related to "deveiopmental self-care needs" measure range of motion, 

muscle strength, sensory finction, and fine motor ability to determine the older 

adult's selEcare ability for managhg ADL and IADL routines frequently 

problematic in older adulthood. 

The total selfkare score is presented at the ordinal level based on 39 item that 
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reflect the abiity to perform a self-care activity (See Appendiix A). The total self- 

care score is the summation of 39 items, encompassing the thra component scores 

that reflect illness, health, a d  developmental seIf-care behaviours of individuals. 

Four questions focus on iüness self-care behaviours, nine questions measure health 

self-care behaviours, and twenty-six questions are directed at measuring the older 

adult's capability for perfonning developmental seLfkare behaviours. In the SMI, 

each of the 39 items receive a value of either " 1" or "O". A score of " 1" point is 

allotteci for each Les' answer, whüe a 'no' answer receives a "0" score. The highest 

total self-care score possible is 39 points. A higher score represents a greater 

level of seScare abiiity demonstrated by the respondent. To enhance the inter- 

rater reliability of the tool, behaviorai/ activity indicators provide an objective 

determinant of the respondent's self-care capability for each activity. For example, 

there are four indicators for SMi item # 32 to determine whether the patient is able 

to take care of his or her nutritional needs at home. The following four indicators 

assist the evaluator to objectively determine whether the patient is able to meet his 

or her nutntional requirements: (a) states cm obtain foods, @) states can prepare 

foods (c) eats appropnately fiom al1 food groups, and (d) feeds self These 

objective indicators can then be observed by a registered nurse to c o h  that the 

respondent can pefiorm the specinc selfkare behaviour (Personal communication 
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with M- Snyder, 1994). Ali four indicators must be present to for a score of "one". 

3.5. Purpose of the Investigation 

This proposed research wiii examine and test parts of Orern's self-care mode1 

using secondary data from a sample of older adults in Manitoba. The first research 

question examines the intemd consistency between the total self-care score and 

each of three self-care component scores (illness, health , and developmental self- 

care behaviours). The second question examines self-care correlates presented in 

Orem's (1 99 1) mode1 as conditioning factors. 

This research has been guided by the following two research questions: 

(1) 1s the Self'Management Inventory ( S m  a reliable and valid measure of the 

three components of seKcare as posited by Orem's Mode1 of Self-care? 

(2) What is the relationship between totd self-care as measured by the SMI and 

Orem's conditioning factors of self-uire? The conditio~ng factors are 

sociodemographic characteristics, namely age, gender, income, and education. 

The predisposing factors are healt h status, health betiefs, Iife satisfaction, 

depression, and social support (famiy system factors). 

The two questions stated here are graphically depicted in Figure 3.3. 



Illness 
Sel f-care 

r Heal t h 
Self-care 

I Devclopmcn tnl 
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Total 
Sel f-care 

Score 

Conditioning Factors 

1. Socio-demographic 
factors. 

2. Predisposing factors 

Fiaure 3.3 Graphic representation of the research questions. 



4. Methodology 

This research project is a secondary anaiysis of cross-sectional data The 

methodology is described in the following four sections. Initiaüy, attention focuses 

on the benefits and the limitations inherent in secondary data analyses. The second 

section provides an ovewiew of the methodology and the sarnple characteristics of 

the Winnipeg older adults corn the screening i n t e ~ e w  conducted in the 199 1/92 

Manitoba Study of Health and Aging (MSHA). The sample for this investigation 

is comprised of MSHA W d p e g  older adults who were considered to be not 

cognitively impaired. The generalizability of the Winnipeg sample in this study to 

the Winnipeg and Manitoba population will be determined. The third section 

considers how the variables in this investigation will be measured. In the last 

section, statistical procedures used to analyze and interpret the data are presented. 

4.0 Second- Analvsis 

"Secondary analysis is any further analysis of an existing data set which 

presents interpretations, conclusions, or knowledge additional to, or difEerent 

fiom, those presented in the h t  report on the inquiry as a whole and its main 
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results" (Hukim, 1982. p. 1). The use of old data for new research is appropriate 

for explonng new causal relationships, validating findings from original studies, 

and theoretical refinement (Liang & Lawrence, 1989). Secondacy data analysis 

can aiso be used to complement the analysis of fieshiy collected data, and new 

research. The following surnmary highlights some of the advantages and 

limitations of secondary analysis of data. 

4.0.1 Advanta~es of Secondaw Data Analvsis 

Secondary data analysis offers a potential for saving time. money, and human 

resources (Hukim, 1982). These economies allow investigators to study issues of 

importance in a relatively short time fiame. The time and effort saved in obtaining 

funds and gathering new infornation also enables more time to be spent on 

theoretical concerns (Hukim, 1982; Hyman, 1972). Secondary analysis reduces 

the need to carry out new surveys on populations that have a reptation of limited 

participation in surveys. This is valuable in gerontological research where lower 

response rates are due to attrition and morbidity (Kane & Kane, 198 1). 

The wide variety of available topics from general and specialized 

populations, and the technological advances enabüng the aorage of machine 
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readable data further promote the use of secondary data (Hukim, 1982; Kiecolt & 

Nathan, 1987; Liang & Lawrence, 1989). Large, available data sets may provide 

idormation pertaining to nationally representative sarnples spanning many tirne 

periods, or s m d  sub-populations displaying specific characteristics of interest to 

the researcher. Fhdings derived fkom secondary investigations of large data sets 

rnay be less sensitive to sampling error, thereby, enhancing the generalizability of 

the research (Black, 1995). The existence of continuous national surveys also 

maximizes research efficiency of trend, longitudinal, and cohort studies. Another 

benefit of secondary data is its timeless nature. Mason, Tauber and Winsborough 

(1977) state that outdated data may stiii be pertinent since social situations may 

not have actudly changed over a period of time, or because data coUected earlier 

may shed new light on current issues. 

4.0.2 Limitations of Secondary Data Andvsis 

Despite the advantages of secondary data analysis, it is important to 

recognize that drawbacks aiso exist. A major limitation is that previously 

collected data may not contain the precise indicaton that mesure the items of 

interest to the researcher. Specific groups or sub-populations important to a new 
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study rnay not have been mea~ufed in the original wey. Incomplete information 

creates a fiirther problem of non comparability of items. particularly when 

information is anaiyzed fiom several surveys in longitudinal or trend studies 

(Kiecolt & Nathan, 1987). For these circumstances, Kiecolt and Nathan (1987) 

suggest the use of "creative variable operationalition". This encompasses the 

use of a theoretical fiamework to combine items that wiii represent the concepts to 

be measured. Altematively. information not provided in the original data can also 

be incorporated for analysis in the new investigation fiom outside the data to be 

anaiyzed. 

Another limitation stems fiom a potentiai lack of information about the 

original data gathering procedure. This includes documentation about the sample 

selection, coding, subject cntena, i n t e ~ e w  method, qualifications of the 

intenriewer, the name of the survey orgahtion, setting, and sequence of survey 

items (Kïecolt & Nathan ,1987; Liang & Lawrence, 1989). Black (1995) also 

suggests that errors made in the original surveys may no longer be visible as it may 

be impossible to ciifkentiate interviewing, coding and keypunching erron. Liang 

and Lawrence (1 989) report that remchers need to carefUy select data sets that 

provide information about data collection so that the quality of the data set can be 

ascertained. The nnal report, previous research papers. or personal contact with 
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the researcher involved in the original data wUection are helptiil resources. 

Documentation provided by the code book and the i n t e ~ e w  schedule will also 

enhance the quality of the secondary analysis (Liang & Lawrence, 1989). 

Accuracy of the data cm fùrther be substantiated by conducting descriptive 

analyses of the relevant items and by comparing fiequencies for the data set with 

those origindy reported 

Another possible pitfiall is that in longitudinal studies measurernents may be 

worded or approached differently over time. Black (1 995) illustrateci that 

questions rnay have been worded differently in different waves of the Manitoba 

Longitudinal Study on Aging. 

In summary, from a resource perspective, the use of secondary data 

demonstrates a viable approach for the advancement of research. Secondary data 

analysis is an accepted practice, parîialarly for theoretical refinement and the 

exploration of contingent associations. This research will examine and test 

components of Orem's self-care model using data fiom a previous study. 

Limitations that exist in using this data will be addressed. The original data set 

contains items and d e s  with demonstrated reliability, validity and wide use in 

gerontological r e w c h .  While not al1 the masures Uiherent in Orem's self-care 

model are available in this data set, a sufficient number exist to examine with 
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coddence some components of the model. A great deai of id?ormation is 

available on the original data collection protocol both fiom members of the original 

research team and from technical reports. The followïng section will provide an 

o v e ~ e w  of the MSHk 

1991/92 Manitoba Studv of Health and A<énglMSHA): An Overview 

The data for this research was extracted from the MSHA, an investigation 

that formed part of the Canadian Study of Health and Aging (CSHA). The Centre 

on Aging at the University of Manitoba received fùnding from Manitoba Health to 

conduct the MSHA in 199 1 and 1992. The purpose was to (a) to estimate the 

prevalence of dementia among elderly Manitobans, (b) to determine the risk 

factors for Alzheimers, (c) to examine current patterns of caring for patients with 

dementia and caregiver burden, and (d) to estabtish a unifonn database with 

respect to the use of home seMces for planning and evaluating interventions 

(McDowell et al., 1994). 

Ethical approvai of the MSHA was obtained from the Faculty of Medicine 

Ethics Review Board, University of Manitoba on June 27, 1990. Older adults 

were contacted from a random list of Manitoba residents 65 years of age and older 
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as provideci by Manitoba Health Services Commission The names of older aduits 

on the random lists were also stratifiexi by age group and geographic location. Age 

arata were developed by caldating age as of December 3 1. 1990 into the 

foiiowing groups: (a) 65 to 74 y- (b) 75 to 79 years, (c) 80 to 84 years, and (d) 

85 years and older. Stratified quotas of community residing and institutionalized 

older adults were solicited nom the foliowing Manitoba Health Regions: 

Winnipeg, Central. InterlaLe, Westrnan, Eastman, and Parkland. Older adults fiom 

the Norman region included only those residing in Fiin Flon and the Pas. Elderly 

persons nom military units and Indian reserves were excluded &orn the sample. 

Respondents received a letter and a brochure explaining the study and the 

types of questions that would be asked. Interviewers contacted the older aduits 

by telephone or in person. Interviews averaged slightly more than one hour in 

duration and took place in the respondents' homes. In addition to testing for 

cognitive impairment, the saeening i n t e ~ e w  elicited additional socio-health 

related information. The MSHA screening inteMew schedule for Phase 1 is 

presented in Appendix B. Information was obtained regarding sociodemographic 

characteristics (age, gender, race, cultural background, heaith region, marital 

status, living arrangement, size of household. place of birth, education, average 

monthly household incorne, occupation of the respondent a d o r  spouse, anci 
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source of incorne); and characteristics such as health status, health beliefs, life 

satisfaction, depression, social support, and s e ~ c e  utihtion. Older adults who 

could not be contacted, who were ineligible for the study, or who retùsed to 

participate were replaced by another person of the sarne age, and geographic 

region. 

Data coliection. 

The screening i n t e ~ e w  was the starting point of eatry that detennined the 

likelihood and/or presence of cognitive impairment using the Modifieci Mini 

Mental Exam ( 3MS) developed by Teng and Chui (1 987). The 3MS yields scores 

between zero and 100, the higher score reflecting maximum cognitive function 

(Abraham, et al., 1992; Folstein et al-, 1975; Teng & Chui, 1987)- The 3MS 

addresses the following domains: orientation, rnemory, attention, abiiity to name, 

follow verbdwritten commands, and abstraction and concephial thinking. The 

complete 3MS is in Appendix C. Previous research has established the inter-rater 

reliability of the 3MS, acknowledging its usefulness and vaiidity over other tests 

(Abraham et al., 1992; Teng & Chui, 1987). 

Consistent with the findings of Teng and Chui's (1987) original work, the 



147 

cut off point of 78 was selected in the MSHA Individuals receiviag a score of 78 

or more on the 3MS were not at nsk for cognitive impairment, while those who 

achieved of score les than 78 were considered to be at risk for cognitive 

impairment. Participants with a 3MS score les  than 78 were eligible to be 

contacted for the clinical phase ofthe study. 

A total of 2890 community residents, aged 65 years and older were 

contacted to participate in the phase one screening test. Of these, 1763 elderly 

respondents participateci in the initial screening phase. The refisal rate for the 

screening interview was 20 percent. Of the 1763 participants, 1421 were screened 

as having no cognitive impairment (scored equal to or greater than 78 on the 

3MS). The remaining 342 participants were screened as having a potential 

cognitive impairment based on their 3MS scores of leu than 78. 

Several authors have determined that differences exist in self-care practises 

of samples of older adults residing in urbm centres compareci to those fkom rural 

comrnunities (Muchow, 1993; Rabiner et al., 1997). Since variation in self-care 

practises of urban versus rural older adults is not the focus of this study, the 
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sarnple will consist of W-peg, Manitoba residents. Hence, the sample for this 

investigation consists of older adults e65 years) residing in Winnipeg who 

screened negative for cognitive impairment (n= 809). 

Access to the MSHA. the screening tool data set was approved by the Centre 

on Aging foliowing ~ b ~ s s i o n  of a written proposal identifying the research 

questions, the variables of interest, the tirne iine for the proposed project, the 

proposed data analysis w e y -  Furthemore, dthough ethicai approval was 

obtained by the Centre on Aging for the MSHq additional ethical approval to 

utilire sewndary data was required. Ethical approval to utiiize the MSHA 

screening interview in this study was obtained Corn the Ethicai Review Cornmittee 

of the Faculty of Nursing at the University of Manitoba on February 19, 1998 (See 

Appendix D). 

4.1.1, Samde Characteristics 

The sarnple for this study is described using selected sociodemographic 

factors and other factors derived fiom the MSHA Screening interview. The 

factors include age, gender, education, income, marital status, health characteristic, 

ethnicity, and physician and pharmacist smice utilization. A copy of the 

interview schedule is appended (Appendix B). 



Age, 

Age is ascertaineci in MSHA question #37: "1 would just iike to check on 

your birth date again. When were you bom?". The cmtinuous age variable has 

been recoded into the foilowing age groups based on age as of December 3 1, 

1990: "1= 65-69 years, 2 = 70-74 years, 3 = 75-79 years ,4 = 80-84 years, 5 = 84- 

89 years7 6 = 90 years and older". 

Gender. 

MSHA page " l# P" elicits information regarding the participant's gender: 

"State sex of the respondent" (Coded as "male=l, femafe=2"). 

Marital status. 

Marital status is determïned by MSHA Hl:  "Are you single, married, 

widowed, divorced, or separated?". s or the purpose of describïng the sample and 

determining the generalizab'iiity of this sarnple, marital status has been coded as 

"O= never marrieci, l=married or common law, 2=divorced or separated, 

3=widowedW. However, for the purpose of research question #2, marital status 

wi!l be coded as a dichotomous variable ("O= never married, widowed or divorced; 

1= mmied or living common law"). 



Ethnicity. 

MSHA questions #4 determines ethnicity: "What is your ethnic or cultural 

background?" (State French, Engiish, lewish, Ukrainian etc.). For the purpose of 

describing the sample in this study, ethnicity was coded as Canadian (O) versus 

non-Canadian (1). 

Education. 

Frequencies related to the respondents' level of education was used to 

describe the sample as well as to make cornparisons to determine generalizabiiity 

of this study sample to the MSHA sample and the general population (see table 

5.3). Respondents' levels of education were measured in the MSHA #8(b): "So 

that means that you completed [select an appropriate category ]?" Levels of 

education were coded in the MSHA as "1= no forrnal schooling, 2 = some primary 

school. 3 = finished prïmary school, 4 = &me high schooi, 5 = cornpleted high 

school, 6 = some commu~ty or technid coilege or nursing program, 7 = 

completed community or technicd college or nursing progra.cn, 8= some 

university, 9= Bachelor degree. 10 = Masters degree, 1 I=PhD, 12 = other. 88 = 

DK". Values for level of education have been coliapsed into the foilowing 

categones: " 1= no formal schooling, 2= attended or completed primary school, 3= 
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attended or completed high school, 4 = attended or completed university including 

having achieved degrees, 5 = other". 

Education was also computed as "years of education" for the fuial statisîicd 

analysis for research question #2. MSHA question # 8(a) asks "How many years 

of education did you complete?" These values provide a contïnuous variable 

depicting the actual number of years and two missing values ("77= refuxd and 88 

= don't know"). 

Income. 

Economic statu has been determined using the monthly income indicator 

specined in the MSHA survey question # 30: "What is the average monthly incorne 

for your household, including the old age secunty payrnent?" (Coded as "dollar 

value per month per household, 9997 = refused, 9998= DK, 9999 = MV"). 

Living arranaement. 

Living arrangement was depicted using MSHA question #16: "Do you live 

here alone?" (yes=l, no=Z). If "no"ask for the number of people living with 

respondents. 



Health characteristic. 

The heaith ofthe older adults in the sample was depicted using the four 

MSHA items. Three health characteristics that were coded as categorical 

variables- The first two items include: #39 " How would you say your health is 

these days?" ( coded as " 1= very good, 2 = pretty good, 3= not too good, 4 = 

poor, and 5 = very poor, 9 = missing value") and #41 "For your age, would you 

say, in general your is excellent, good, fair, poor, or bad?", ( coded the same as 

(#39)). A third MSHA question (#44) asks respondents "How much do your 

health troubles stand in the way of your doing the things you want to do?" (coded 

as " l=a great deai, 2= a little, 3 = not at all"). This health characteristic item was 

recoded to ensure that the direction value of the Likert scale values for health 

characteristics would be consistent. The Likert scaie was coded so that lower 

values represent better heaith. The fourth MSHA question (# 47) asks "About 

how many days d u ~ g  the past month have you been sidr in bed at home al1 or 

most of the day?" MSHA #47 is a continuous variable and was coded as "number 

of days and 995missingW. 

Service utilization. 

An additional sample characteristic was related to the utiliration of formal 
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and professional services. While service utilization has been considered a correlate 

of self-care in previous research, Orem (1991) determines that the decision to 

utilize professional seMces is a fonn of seIf-care. Consequently, Orem (1991) 

identifies availabaty of seMces as a conditioning factor, but distinguishes that the 

decision to utilize the available senices is an actual component of self-care. Since 

Orem considen selvice utilkation to be a fonn of Jelf-care, it is appropriate to 

consider service utilization as an item within the self-care scale. 

However, the measufement twl (SMI) employed in this study does not 

capture service utilization. Hence, the decision was made to consider service 

utilization to describe the sample and as a conditioning factor rather than as an 

indicator of sew-care. MSHA question # 61 ascertains information about 27 

services used within the past six months. For the purpose of this study, only the 

two services used most often were examined. The rationaie was that the most 

comrnonly used senices would provide the most accurate representation of the 

sample. The two s e ~ c e s  reported as being used moa often within the past six 

months were those provided by the physician and the pharmacist . 

The findings with respect to sample characteristics and the correlations 

between self-care (dependent variable) and the socio-demographic factors and 

conditioning factors (independent variables) are presented in section 5.0. 



Measurement 

This section provides a detailed account of how the variables in this 

investigation have been measured. For the first research question, items nom the 

MSHA were matched to items in the M. Three sub-scaie scores that refïect the 

components of seWcare, namely; ihess, health, and developmentai self-care 

behaviours and a total self-care score were calculated. For the second research 

question, condîtioning factors were calculated fkom items in the original MSHA 

data set. 

4.2.0. Measurinn Self-care: us in^ an Abbreviated SM1 

One of the limitations in this malysis of secondary data was that the 

indicators in the MSHA were not aiways comparable to those items measured in 

the SM.. Hence, items fiom the MSHA survey have been combined to most 

accurately represent a conceptual iink to the SM1 items to measure the three self- 

care dimensions (iiess, health, and developrnentai sewcare behaviours). For the 

purpose of clarity, the MSHA items appear to have been linked directly to 
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correspondmg SM1 items. However, the MSHA items have been grouped as a 

collection of items to most accurately represent the conceptual diiension of self- 

care being measured. In several cases where one MSHA item corresponds to 

more than one SM1 item, the MSHA item has been Linked to aU the appropriate 

S M  items. Despite this conceptual grouping and duplication of items, six SM1 

items cannot be measured using items from the MSHA data set. Sometimes 

MSWA items have been used twice to illustrate that the MSHA items do masure 

the SM1 items. However, in analyses the items were entered ody once when 

caiculating a total SM1 score. 

According to Orem's fiarnework, individuals penom self-care behaviours by 

themselves or with the help of a device to maintain theu health and weii being 

while others who are experiencing physicai or mental limitations require dependent 

self-care provided by family members and other responsible persons to maintain 

health and well being. This study focused on the self-care behaviours that 

individuals perform on their own or with the help of a device, but without 

help fiom formal and informal caregivers. 

Since the positive and negative direction of the MSHA and SMX responses 

Vary, the values of the responses have been adjusted accordingly. To illustrate, the 

coding in the SM1 of a participant's "yes" response to indicate that the 
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developrnental demands are being adequately met were pardelied to the Likert 

values in the MSHA " 1= without any help, 2= with some help Grom a device 

ONLY". 

Coding of the "no" response in the SMI indicating that self-care is inadequate 

matched the MSHA Likert values fkom 3 to 5 ("3 = with sorne heip using a person 

ONLY, 4 = with same help fiom BOTH a person and a device, 5= unable to do 

it"). A rating of " 1= adequate, O = inadequate" in the S M .  Hence, an MSHA 

response of 1 or 2 yielded a score of 1 in the SMI. Similarly, an MSHA response 

value of 3, 4, or 5 yielded a score in the S M  of O. 

Aiso, where the MSHA descnbed the respondents' functioning level as a 

Likert value of "1 = excellent, 2 = good, 3 = fair, 4= poor, 5 = completely 

unable", the Likert values of 1 and 2 were considered as "adequate" for the SM1 

yielding a score of 1. The assurnption was that anything less than " good or 

excellent" would not be considered "adequate". Hence, MSHA values of 3,4, and 

5 were rated as "inadequate", and were recoded being assignecl a score of O. 

Additiondy, some guidelines were required with respect to an MSHA item 

taking the form of a multiple response question. For example, MSHA #3MS(S) 

asks the respondent to state the month and the year. It was decided that in order 

to be considered adequate for self-care all responses should be correct to yield a 
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score of 1 in the SMI. In other words, ifany answer within a multiple response 

question was not correct, then a score of0 was assigneci to that item 

It is noted that, while the SM1 requires an inte~ewer to actuaily observe 

respondents demonstrating the behaviours. information about the MSHA sample 

population was ascertained by way of self-report. It was also noted that in the 

SMI, the three selfkare behaviour components were describeci as "seKcare 

demands". The terms "developmental, ilhess and health self-care demands" refer 

to a measurement of the adequacy of a developmental, iliness and heaith self-care 

behaviours. The three sub-scales are presented in the order in which they were 

rneasured in the SMI (Appendix A)- 

Measurinn the developmental self-care dimension. 

Twenty-six items within the developmental self-care dimension assess self- 

reported motor, sensory, cognitive. and psycho-social self-case capabilities of 

individu& in the older adulthood stage of Me. This section wiU illustrate how 

developmental self-care indicators fiom the SM1 were matched to MSHA survey 

items. One of the üMtations identifieci earlier with respect to secondary data was 

the problem of matching an adequate number of required items with those items 
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provided in the MSHA data set. Twenty "best matched" items fkom the MSHA 

provided adequate information to measure 24 out of the 26 developmentd items 

fkom the SMI, Four "bat matched" MSHA items have been used more than once, 

Two SM1 "developmental" items were deleted because corresponding MSHA 

items were not available. The 20 %est matched" MSHA items then, were used to 

develop a scale that concephialiy measured 24 items that reflect developmental 

self-care behaviours. 

The SMI measum motor b a i o n  widiin the developmental self-care 

subscale by assessing range of motion, muscle strength, sitting and standing 

balance, ability to walk, ability to transfer from bed to chair, and fine motor ability 

(SM1 questions 1-7). SMI indicators require respondents to demonstrate to the 

nurse, their abiiities to perforrn the finaion being evaiuated. The SM1 question 

#1 ascertains range of motion by asking the respondents to "move ail Iimbs". 

Aithough the MSHA question #29@) does not ask a question about moving iimbs 

directly, it does detennine if the respondent can do housework (scnib fioors, 

windows and wails). It seemed reasonable to assume that if a respondent in the 

MSHA reports being able to manage housework, then their range of motion was 

Iikely to be adequate. 

Similady, the SM1 question #2 regarding muscle strength with the indicator 
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"moves all limbs against resistance" was matched with the MSHA item #29(r): 

"Cm you do yard work or gardening?". The assumption was that heavier outdoor 

tasks require muscle strength. While it may appear that the response to this item is 

biased toward those older adults residing in apartments, the item does ask if the 

individual "can" do gardening. It does not stipulate that the individual actuaiiy 

"does" do gardening. Furthemore, older adults residing in apartments Mght have 

children, fiiends, or relatives who have gardens and hence an opportunity to 

demonstrate physicd capabilities to carry out the requisite functions of gardening 

does exist, 

SMI question #3 determines whether the respondent's sitting balance is 

adequate. The indicator for this item requires the respondents to demonstrate their 

ability to "sit in armiess chair, toilet or at the edge of the bed". MSHA question # 

29 1. poses a similar indicator " Can you go to the bathroom, commode or 

outhouse"? 

Moving on to SM1 item # 4 " Patient's standing abiiity is adequate" is 

demonstrated by the indicator "stands by self- or with assistive devices for one 

minute". As with SM1 # 1, this item can also be measured using MSHA # 29@) 

which determines whether the respondent can do house work (scmb floors, 

vacuum, wash windows and wds). It was assumed that an individual must be able 



to stand to wash walls and windows. 

The SM1 item #5 measuring the ability to walk demonstrated by "waiks 20 

feet by self or with devicesu is sunilar to the MSHA question #29(d): "can you 

walk?". If respondents reported being able to wak without any help or with some 

help for item MSHA #29(d), then an additional response was required asking them 

to report the distance they walk: MSHA #29(dd) "Do you walk out of doors 

(assisted or unassisted) (1) 1 mile or more, (2) 1/4 mile, (3) 100 yards, (4) 10 

yards?" Since any of the distance components in MSHA #29(dd) are of a greater 

value (distance) than the 20 foot distance item in the S M ,  respondents' responses 

to MSHA #29(dd) will not alter the SM1 score. In order to quaiifjr for a score of 

"one" on the SM& the individuai's response to MSHA #29(d) would have to be a 

Likert value of 1 or 2. Ifthe response to MSHA #29(d) is 1 or 2, then any 

response for MSHA #29(dd) of 1 to 4 would not alter the one point f?om the SM1 

awarded for the ability to walk adequately. 

The SMI item #6 and the MSHA #29 (g) are closely linked and require littie 

explanation. The SM1 item #6 evaluates the ability to move fiom bed to chair, 

demonstrated as "transfers from bed to chair by self", while the MSHA question 

#29(g) determines "Can you get in and out of bed?" 

The SMI item #7 assessing respondents' fine motor ability demonstrated as 
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"snaps or buttons clothes, picks up pencii" was addresseci by MSHA #29(b): 

"Cm you undress yourself" with responses on a Likert scale (" 1-%th no help, 2= 

help from a device, 3= help fiom a person, 4= help fiom both a person and a 

device, 5= unable to do it"). The assumption was that if the individuai is able t o  

dress and undress requiru>g the ability to manage fasteners and zippers, then it was 

likely that fine motor ability w i U  be adequate. 

Continuing on in the developmental dimension of self-care, the SM1 

evduated sensory perception using items #8, #9 and #IO. These items elicit 

respondents' perceptions of their vision, hearùlg, and sensation respectively. The 

SMI items determine whether respondents can see the interviewer clearly at six 

feet (#8), whether participants respond to questions asked at a normal volume 

(#9), and whether they cm iden te  touch in ail extremities with their eyes closed 

(#IO). in the SMI, adequate hearing and vision elicits a "yes" response, while 

inadequate hearing and vision is depicted by a "no" response The MSHA measured 

vision in # 14 and hearuig in # 15, but no item was found in the MSHA survey 

evaluating the patient's sensation as in the SM1 #IO. The MSHA gauges vision 

and hearing on a Likert scale where " l=exceUent, 2-good, 3=fair, 4=poor, 

S=completely unable to see/hear9'. For the purpose of this study, the Likert values 

of" 1 = excellent, 2 = goodWin the MSHA were coded as a "yes" response in the 
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SMI, whde the Likert vaiues "3 = far, 4 = poor, 5 = completely unable to 

see/hear" were coded as "no = hadequate" in the S M .  In the SMI the "yes = 

adequate" response was scored as a 1, while the "no = inadquate response" was 

assigned a score of O. Hence the Likert values o f  1 and 2 received a score of 1 on 

the SM& while Likert values of 3,4 and 5 were assigned a score of O on the SMI. 

This coding was based on the assumption that anything less than excelient or gwd 

would not adequately enable individuals to meet their self-are needs. 

In terms of cognitive ability, the S M  and the MSHA both use items fkom 

the 3MS to measwe orientation, memory, and the ability to follow verbal and 

written conirnands. The SMI questions #Il, #12, #13, #14, # l S  paralieled the 

foiiowing MSHA questions: 3MS(5) and 3MS(6); 3MS(2); 3MS(14); 3MS(3); 

and, 3MS(4) respectively. The MSHA allows partial points for partially correct 

answers in the 3MS, however the S M  dictates that only a completely accurate 

response wiii achieve a "yes=adequateW score on the SM1 (Personal 

communication with M. Snyder, 1994). Hence, oniy perfect scores in the MSHA 

were coded as "yes=adequate" responses in the SMI. A completely inaccurate 

response or even a partially correct answer in the MSHA was coded as 

"no-lnadequate" in the SMI. 

The suivey questions 3MS(5) and 3MS(6) were combined to answer the 
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S M '  question #11 regardiig orientation to time and place. The MSHA question 

3MS(S) requires respondents to state the month and year, while MSHA question 

3MS(6) detennines respondents' perceived location. In the MSHA two points are 

awarded for the correct month, eight points for the correct year, and one point for 

the correct location for a total score of 1 1. A perfèct MSHA score of 1 I was 

coded as " l=adequatew, whüe the range of O to 10 in the MSHA was coded as 

"O=inadequate" in the SMI. 

The SM1 question #12 was linked with MSHA 3MS(2) to determine 

adequacy with respect to the respondent's memory aôility. It requests the person 

to repeat three words (shirt, brown and honesty) imrnediately after hearing the 

words. A perfea score of 9 is obtained when respondents repeat d l  three words 

correctly without cues. Ifa cue is required, only a score of6 is awarded even 

when ail three words are repeated correctly- Consistent with the scoring process, 

anything other than a perfect score of 9 elicited a SM1 score of O. 

SM1 questions # 13 mesures the ability to follow direction by directhg the 

respondent to fold a paper in haif with their nght hand and hand it to the examiner. 

Similarly the MSHA question 3MS(14) directs the respondent to take the paper 

into their left or right hand, fold it and hand it back. if al1 three directions are 

foiiowed a perfea MSHA score of 3 wiii be recoded into 1 = "adequate" for the 
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SMI. Any other MSHA scores such as 0,2, 1 will recoded as O = "inadequate" 

for the SM. 

SM1 question #14 and the MSHA question 3MS(3) are identical. Both 

measure attention abiiity by asking respondents to spell the word "WORLD" 

backwards. The MSHA scores the answer 6om O to 5. A perf'éct MSHA score is 

5 wMe 1 point is deducted for each incorrect letter. The MSHA score of 5 will be 

recoded as 1 = "adequate" and O to 4 will be coded as O = "inadequate" in the 

SMI. A score of 1 in the SM1 determines that respondents' ability to foiiow 

directions and maintain attention span is adequate. 

The SM1 question # I  5 is matcheâ with the MSHA 3MS(4) item which 

measures long term memory. Five minutes afler asking 3MS(2), the respondent is 

asked to once again recall the three words (shirt, brown, honesty). Once again, a 

self-care score of 1 is awarded only ifaii three words are correctly repeated 

without cuuig. 

The developmentai dimension of self-care gathers information about 

respondents' ability to communicate. Ability to communicate demonstrated as 

"makes seifunderstood by speakuig, writing, gesturing and make themselves 

understood" (yes= adequate, no;; inadequate) is ascertained in SM1 #16 The 

matching MSHA question is found on the interviewer summary sheet (page 35) 
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where the interviewer is requested to rate participants' language abiiity (coded as a 

range fiom 1 to 5 where "fluent =5 and major ditnculty = 1 "). The values in the 

MSHA scale of  "5" and "4" wül be coded as "yes= adequate" in the SM& while 

ratings of "3 ", "2", or " 1 " will be coded as "no-=adquate" . 

Motivation in the SMX is determined in question # 17 which evaiuates 

respondents' interest in helping with A û L  in hospitai or doing their own ADL at 

home ("yes=adequate, no-inadequate"). This question is matched with MSHA 

#29(c): "Can you take care of your own appearance for example combing your 

hair or (for men) shaving?" The assumption is made that ifrespondents maintain 

their personai hygiene and appearance with or without a device, then their 

motivation is likely to be adequate. Likert scaie values o f "  1 = with no help, 2 = 

help from a device" wiU be coded as "yes = adequate" in the S M ;  while the Liken 

value "3 = help fiom a person, 4 = help from BOTH a person and a device, 5 = 

unable to  do it" wili be coded as "no = hadequate" on the SMI. 

Question #18 in the SM1 explores respondents' ability to control the use of 

dcohol. No matching question was found in the MSHA study. SMI# 19 evaiuates 

the ability to  cope adequately by asking the participant to identi& past coping 

strategies for handling stressfiil situations. 

Similar with the concept of "emotional coping", SM1 #20 asks respondents 
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to iden* whether their emotional state interferes with their self-care activities. 

Indicators probe participants to express if they feel angry, anxious, depressed, 

guilty, sa4 or fatigued ("yes = no trouble, no = had trouble"). Both S M  items 

#19 and #20 cm be paraiiekd to MSHA item # 42(q): "Have you had trouble with 

your nerves in the past yearw? ("yes = 1, no = 2"). A "yesn response in the SM1 

indicating that self-care abilïty is adequate wiU be considerd equivafent to the 

answer "no" in the MSHA indicating that the respondent has not had trouble with 

their newes. 

Adequate social support is also recognized as a developmentaf need in the 

SMI. Orem (1 99 1) recognizes "family system factors" as a conditioning factor of 

self care. Orem's wnceptuaiization of social support is similar to Barerra's (1 986) 

three dimensions of  social support. According to Orem's (1 99 1) concept of 

"dependent seIf-care", family mernbers assume responsibiiity for providing care fci 

their dependents. "Embedded social support pertains to the number of f d y  

members residing with the respondent. Embedded social support is not rneasured 

in the SMI. 

However, perceived social support and enacted support are measured in SMI 

#21 and #22 respectively. The SMI item #21 asks respondents if they can get help 

(yes = adequate, no = inadequate). Indicators request specific narnes and 
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locations, and expeaations they have of caregivers. The MSHA question #19 

matches this item: "Most people have one or more individuais they can count on 

for help in tirne of need (ie. helps and supports you). Can you think of someone 

Iike this in your Me? ("yes = 1, no = 2"). In the SM1 a "yes = adequate" response 

elicits a score of 1 , similar to the MSHA where a "yes = 1" in the MSHA. 

However, in the MSHA the "no = 2" response wili have to be coded as 

"m=inadequateW. The SMI question #22 and the MSHA question# 25 both 

consider emotional support and ascertain whether participants had confidants. In 

this case the MSHA response is "no=l, yes2". Hence, the SMI "yes=adequateN 

response is equivaient to the "yes=2" response in the MSHA. while the SM1 

"nhadequate " response is the equivalent of "no=l " in the MSHA. A score of 

one point has been assigned to a " y e ~ 2 "  response, while a score of zero has been 

assigned to a "no=lW response in the MSHA. 

Financial well being is determined in SM1 questions #23, #24, and #25. The 

SM1 item #23 asks whether the home environment is adequate; SM1 # 24 assesses 

whether money for food, clothing, and housing is adequate; and SM1 #25 inquires 

whether financial reswrces for health care services, medications, and supplies are 

adequate. Adequacy is determined by ascertainhg whether money is available for 

food, clothing, and housing; and that no worries are expressed about finances in 
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the ftture. Responses to SMI #24,25, and 26 are coded as yes= adequate, no= 

inadequate, and 9=no m e r  given. The MSHA item #32 can be matched to di 

three SM1 items as MSHA #32 determines the overd adequacy of respondents' 

finances in global tenns. MSHA # 32 measures respondents' perceptions of how 

well they believe their inwme satisfies their needs based on a Likert scale (1= 

"very weli", 2= "adequately", 3= "with some difficulty" ,4=  "not very well" , 5= 

"totally inadequate", or 9= missing). Since any response lower than "very well" or 

"adequate" is considered insufficient for the performance of sewcare, the MSHA 

values " 1 " and "2" were coded as "yes" in the SMï, whereas, Likert values "3 ", 

"4", and "5" were coded as "no= inadequate" in the SMI. 

Last in the developmental section, SMI # 26 requests elderly respondents to 

discuss their access to transportation for medical appointments and for grocery 

shopping &es = adequate, no= inadequate). The MSHA item # 29(k) asks "can 

you get to places out of wallcing distance" (coded on a Likert sale as 1= without 

help, 2= with some help fiom a device, 3= with help nom a person, 4=Handi 

transit, 5=unable to do it). Likert d e  values " 1" and "2" were coded as 

"yes=adequateW in the S M ;  whiie MSHA Likert values "3 ", or"4". and "5" were 

coded "no=inadequate" in the SMI. 

Table 4.0 depicts the 20 "best matched" MSHA items which have been 



matched to  the 24 SM1 self-care developrnental items. Six of the self-care 

developmental items identified in the SMI were not utilized for this study as they 

were not comparable to  items in the M S W  



Table 4.0 

SMI Items Matched to MSHA Items to Measure Develogmental Self-care 
Behaviours 

SM1 developmental items Best matched MSHA items* 

1. Patient's range of motion is 
adequate. (Moves aii Iimbs). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No = inadequate (coded as 3,4, or 5 
in MSHA). 

2. Patient's muscle strength is 
adequate. (Moves aii limbs against 
resistance). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No = inadequate (coded as 3,4., or 5 
in MSHA). 

3.Patient's sitting balance is adequate. 
(Patient sits in annless chair or toilet) 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No = inadequate (coded as 3,4 or 5 in 
MSHA). 

4. Patient's standing ability is 
adequate. (Stands by selfor with 
assistive devices for one minute). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No = inadequate (coded as 3,4 or 5 in 
MSHA). 

29@). Can you do your house work 
(eg. scrub floors, vacuum, windows 
and walls)? Likert (1) with no help, (2) 
heip from a device, (3) help fiom a 
person, (4) help fiom a person and a 
device, (5) unable to do it. 

29(r). Can you do yard work and/or 
gardening? Likert (1) with no help, (2) 
help 60m a device, (3) help from a 
person, (4) help tiom a person and a 
device, (5) unable to do it. 

29(i). Can you go to the bathroom, 
commode or outhouse? Likert (1) 
with no help, (2) help fiom a device, 
(3) help fiom a person, (4) help fiom a 
person and a device, (5) unable to do 
it. 

29(p). Can you do your housework 
(e.g. scrub floors, vacuum, windows 
and walis)? 
Likert: (1) with no help, (2) help from 
a device, (3) help fiom a person, (4) 
help fiom a person and a device, (5) 
unable to do it. 



Table 4.0 Continued 

SM1 Items Matched to MSHA Items to Measure Develo~mentai Self-care Behaviours 

SM1 developmental items Best matched MSHA items* 
- - 

5.Patient's ability to walk is adequate. 
(Walks 20 feet by selfor with devices). 
Yes = adequate (coded as lor 2 in MSHA). 
No = inadequate (coded as 3,4 or 5 in 
MSHA). 

6. Patient's ability to move fiom bed to 
chair is adequate. (Traders by self). 
Yes = adequate (coded 1 or 2 in MSHA). 
No = inadequate (coded as 3,4, or 5 in 
MSHA). 

7. Patient's fine motor ability is adequate. 
(Snaps or buttons clothes, picks up pencil). 
Yes = adequate (wded as 1 or 2 in 
MSHA). 
No = inadequate (coded as 3,4, or 5 in 
MSHA). 

8. Patient's vision with or without glasses is 
adequate. (Counts examiner's fingers at 6ft. 
distance). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No= inadequate (coded as 3 , 4  or 5 in 
MSHA). 

9.Patient's hearing is adequate. (Responds 
to questions asked at normal volume). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No = inadequate (coded as 3,4, or 5 in 
MSHA). 

- 

29(d). Can you walk? Likert: (1) with no 
help, (2) help fiom a device, (3)help fiom a 
person, (4) help nom a person and a device. 
(5) unable to do it. 

29(g). Can you get in and out of bed? 
Likert: (1) with no help, (2) help fiom a 
device, (3) help from a person, (4) help 
from a person and a device, (5) unable to 
do it. 

29(b). Can you dress and undress yourseü? 
Likert: (1) with no help, (2) help fiom a 
device, (3) help tiom a person, (4) help 
fi-om a person and a device. (5) unable to 
do it. 

14. How is your eyesight (with glasses or 
contacts ïfyou Wear them)? Likert: 
(l)excellent, (2) good, (3) fair, (4) poor, ( 5 )  
completely unable to see. 

15. How is your hearing (with a hearing aid 
if you Wear one)? Likert : (1) excellent, 
(2)good), (3) fair, (4)poor. (5) completely 
unable to hear. 



Table 4.0 Continueci 

S M  Items Matched to MSHA Items to Measure Deveio~mentai Self-care Behaviours 

SM1 developmental items Best matched MSHG items* 

10. Patient's sensation is adequate- 
(Identities touch in all extremities). 

1 1 .Patient's orientation is adequate. (States 
month, year, and place accurately). 
Yes = adequate (coded as 2[month], 
8 [jlear], and 1 [place] in MSHQ 
No = inadequate (coded as 1 or O [month]; 
4,2 ,or O Iyear]; and O [place] in MSHA)- 

12. Patient's short term memory is 
adequate. (Repeats three words f ier  
hearing them 3 times. Patient informeci that 
hdshe will be asked to name these items 
later). 
Yes=adequate (coded as 9 in MSHA) 
NU = inadequate (coded as 0-5 in MSHA). 

13. Patient's ability to fouow direction is 
adequate. (Direct patient to take paper in 
right hand, fold in half, hand to examiner. If 
hemiparetic o r  left handed, may use rigtit 
hand). 
Yes = adequate ( d e d  as a score of 3 in 
MSHA). 
No = inadequate (coded as score of 2, 1, or 
O in MSHA). 

No similar question was found in the 
MSHk 

3MS(5). What is the month? (2 = 

Accurate; (1, 0) = Inaccurate. 
What is the year?(8) =Accurate; (4,2, 0) = 
Inaccurate. 
3MS(6). Are we in a hospital (clinic), or a 
store, or a home? What is the address here? 
(1) = accurate, (0) = not accurate. 

3MS(2). 1 am going to say 3 words for you 
to remember. Please repeat t hem after 1 
have said al1 3. (9) = perfêct score on ali 3 
words with no cues, (6)= perfect score with 
cues, (0-5)= requiring multiple choice as a 
cue or misshg some or al1 the words 
completely. 

3MS(I 4). Take this paper with your 
leWright hand, fold it in half, and hand it 
back to me. (3) = al1 directions are 
followed, (2) = 2 directions are followed, 
(1) = 1 direction is followed, (0) = none of 
the directions are foliowed. 
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Table 4.0 Continued 

SM1 Items Matched to MSHA Items to Measure Deveio~mentai Self-care Behaviours 

SM1 developmental items Best matched MSHA items* 

14. Patient's attention ability is adequate. 
(Spells " WORLD" backward accurate1y)- 
Yes = adequate (coded as 5 in MSHA). 
No = inadequate coded as O to 4 in MSHk 

1 5 .Patient's recall is adequate. ( R e d ' s  
items in #12 after 5 minutes. 
Yes = adequate (coded as 9 in MSHA). 
No = inadequate (coded as 0-6in MSHA). 

1 6.Patient1s abiiity to communicate is 
adequate. (Makes self understood by 
speaking, writing, gesturing). 
Yes = adequate (coded as 5 or 4 in 
MSHA). No = inadequate ( d e d  as 3,2 or 
1 in MSHA). 

17.Patient expresses interest in seif  are. 
(Helps with ADL's in the hospital, or 
expresses interest in caring for self at 
home). 
Yes=adequate (coded as 1 or 2 in MSHA). 
No = inadequate (coded as 3,4, or 5 in 
MSHA). 

18. Patient's ability to monitor kontrol use 
of alcohol or other substances is adequate. 

3MS(3). Would you speU the word 
"WORLD" ? Canl Can't. Now please spell 
" WORLD" backwards. (5) = ai1 Ietters 
were correct, (4-O)= number correct. 

3MS(4). What three words did 1 ask you to 
remember earier. (9)= perfect score on all 
3 words with no cues, (6)= pefiect score 
with cues, (0-5) = requiring multiple choice 
as a cue or missing some or al1 the words 
completely. 

InteMewer summary sheet. Language 
ability: Please rate the language ability of 
the respondent (in the language of the 
interview). Likert scaie (5) = completely 
fluent to (1) = major dficulty. 

29(c). Can you take care of your own 
appearance , for example combing your 
hair, and (for men) shaving? Likert: (1) with 
no help, (2) help £kom a device, (3) help 
from a person, (4) help from a person and a 
device, (5) unable to do it, 

No similar question found- 
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Table 4-0 Continued 

SM1 Items Matched to MSHA Items to Measure Developmental Self-care Behaviours. 

SM1 developmental items Best matched MSHA items* 

19. Patient's absty to wpe is adequate. 
(Idenees coping strategk for handling 
stressfùi situations- Provides examples fiom 
p m  
Yes = adequate (coded as 2 in MSHA). 
No = inadequate (coded as 1 in MSHA). 

20. Patient's emotional state does not 
intefiere with seif-management . (Reports no 
disruptive emotional state. 1s not feeling 
anxious, angry, depresseâ, guilty, agitated, 
sad, fatigueci, uneasy). 
Yes = adequate (coded as 2 in MSHA). 
No = inadequate (coded as t in MSHA). 

2 1. Patient's support system for canying 
out self-care activities is adequate. (States 
has available help, is able to name and 
locate the person(s), discusses expectations 
of the caregiver). 
Yes = adequate (coded as 1 in MSHA). 
No = inadequate (coded as 2 in MSHA). 

22. Patient has adequate sources of 
emotional support. (States has someone 
with whom he/she can discuss feelings). 
Yes = adequate (coded as 2 in MSHA). 
No = inadequate (coded as 1 in MSHA). 

42(q). In the past year have you had 
trouble with your nerves. (1) = yes, (2) = 
no. 

42(q). In the past year have you had 
trouble with your nerves. (1) = yes, (2) = 

no- 

29. Most people have one or more 
individu& they can count on for help in 
time of need (ie. helps and supports you). 
Can you think of sorneone Sie this in your 
Ise? (1) = yes, (2)= no. 

25. Do you receive emotional support from 
anyone or not? That is, do you have 
someone who you confide in, talk to about 
yourseIf, your concerns, etc.? (1) = no, (2) 
= yes. 



175 

Table 4.0 Continued 

SMI items Matched to MSHA Items to Measure Develo~mentai Self-care Behaviours 

S M  developmental items Best matched MSHA items* 

23. Patient's home environment is adequate. 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No-inadequate (coded as 3,4,5 in 
MSHA)- 

24. Patient's financial resources post- 
discharge are adequate. (States money 
available for food/clothing/housing). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No-inadequate (coded as 3 .43  in MSHA). 

25. Patient's hancial resources are 
sufficient for health care services 
/medicationsl supplies.(States money is 
available for food/clothing/house. Not 
womed about finances for friture). 
Yes = adequate (coded as lor 2 in MSHA). 
No-inadequate (coded as 3,4,5 in MSHA) 

26.Patient's access to transportation is 
adequate. (States transportation available 
for medical appointmentd pceries. Ask 
how he/she will travel). 
Yes= adequate (coded as 1 or 2 in MSHA). 
No-inadequate(coded as 3,4 ,5  in MSHA). 

32. How do you think your income and 
assets currently satisfy your needs? Likert: 
(1) = vecy weil, (2) = adequately, (3)= with 
some difnculty, (4) = not very weU, ( 5 )  = 
totaily inadequate, (9) = missing. 

32. How do you think your income and 
assets currently satisq your needs? Likert: 
(1) = very well, (2) = adequately, (3) = with 
some difnculty, (4) = not very well, (5) = 
totdy inadequate, (9)= missing. 

32, How do you think your incorne and 
assets currently satisfy your needs? Likert: 
(1) = very well, (2) = adequately, (3) = with 
some dficulty, (4) = not very well, (5) = 
totally inadequatc, (9)= missing. 

29(k). Can you get to places out of walking 
distance? Likert: (1) = without help (cm 
travel alone on bus, taxi, drives car), (2) = 
with some help tiom a device, (3) = help 
tiom a person, (4) = Handi transit, (5) = 
unable to do it. 

Note *Twenty "Best Matched MSHA Items" have been used to develop a scde that 
conceptudy examines 24 SM1 developmental behaviours of MSHA respondents. MSKA 
Items have been linked diredy to the SMI items in table 4.0 only as a means to illustrate 
how the connections evolved, but not to suggest that the associations between the items 
are specific. 



Measurina the ilIness self-care dimension. 

According to the SMI, "therapeutic demands" refer to self-care illness behaviours 

aimed at managing symptoms (Snider et al., 1988). Four questions in the SM1 measure 

respondents' abiiity to perform seKcare illness behaviours to satisfy their therapeutic 

needs (#27,#28,#29, and #30). The SM1 item #27 determines respondentsf knowiedge 

about medications demonstrated as "state names/ purpose of medication and OTC dmgs 

taken". The S M  item #28 masures ability to take medications appropriately 

demonstrated as "describe your method for remembering to take medications, how to 

obtain refill, and who to cal1 if side effects occur". The SMI item #29 evaluates the ability 

to perform special treatrnentitherapies related to the use of tube feedings, respiratory 

therapy, colostomy are,  blood sugar monitoring, IV therapy. Lastiy, the S M  item #30 

depicts the ability to follow a special diet demonstrated as "state the purpose of your diet, 

and the lists of food not allowed". (For each of the four items, yes=adequate/no= 

hadequate). 

The "bat matched" MSHA item # 29(s) was used to answer SMI questions # 27 and 

SM1 question #28. The MSHA item #29(s) evaluates respondents' abilities for taking their 

rnedicine on a Likert scaie (" 1= without any help, 2 = with help fiom a device, 3 = with 

help fiom a person, 4 = with help fiom both a device and a person, 5 = unable to do"). 
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The assumption is that ifparticipants are able to take their own medications, then they will 

be knowledgable about the name of the medication, how to administer the medication, and 

how to refU the medication. Consistent with Orem's dichotomous conceptuakation of 

self-care and dependent self-care; the MSHA Likert values " 1= without any help, 2 = with 

help Erom a device" wiii be coded as "yes= adequate" in the SMI; while the values "3 = 

with help f?om a person, 4 =with help fiom both a device and a person, 5 = unable to do 

it" will be coded asnno = inadequate". No MSHA questions were matched with the SM1 

questions # 29, or #30. 

Attention is drawn to S m 2 9  regarding the ability to perform special treatments. It 

is noted that some of these treatments (IV therapy, respiratory therapy, and tube 

feedings) may be more relevant for acute illness episodes, while older adults are more 

Likely to report chronic iliness and disability. The SM1 question #29 may not be applicable 

to this group of elderly living independently in the community. As table 4.1 shows, one 

"best matched" MSHA item conceptually parallels the SM1 illness self-care dimension. 



Table 4.1 

SMI Items Matched to MSHA Items to Measure Illness Self-care Behaviours 

SM1 iliness seScare items Best matched MSHA items* 

27. Patient's knowledge of medications 
is adequate. (States namedpurpose of 
medicatiodOTC drugs prior to  
hospit alization). 
Yes = adequate (coded as 1 or 2 in 
MSHA), 
No = inadequate (coded as 3,4, 5 in 
MSHA). 

28. Patient's abiiity to take medication 
is adequate. (Describes method for 
remembering to take medications, how 
to obtain refiil, who to cal1 if side 
effects occur.) 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No==inadequate (coded as 3,4, 5 in 
MSHA). 

29. Patient's abilities to perfonn 
treatments or special therapies (tube 
feeding, colostomy care, blood sugar 
monitoring, N therapy) is adequate. 

3O.Patient's knowledge of a special 
diet is adequate. (states purpose of 
diet and lists foods not allowed). 

29(s). Can you take your own 
medicine? Likert: (1) = without any 
help, (2) = with help fiom a device, (3) 
= with help fiom a person, (4) = with 
help fiorn a person and a device. (5) = 

unable to do it. 

29(s). Can you take your own 
medicine? Liert : (1) = without any 
help, (2) = with help fkorn a device, (3) 
= with help fiom a person, (4) = with 
help from a person and a device, (5) = 
unable to do it- 

No similar question was found. 

No similar question was found. 

Note * One "Best Matched MSHA Item" has been used to examine two of the four SM1 
illness seWcare behaviours of MSHA respondents. MSHA Items have been linked directly 
to the Shfi items in table 4.1 ody as a means to illustrate how the comections evoived, 
but not to suggest that the associations between the items are specinc. 



Measurina the health self-care dimension. 

Health self-care behaviours encompass a range of self-care behaviours that persons 

do to maintain their health and weii being. Health self-care behavioun encompass the 

performance of daily actMties cam-ed out by individuais to promote their health and 

prevent ihess. Orem (1 99 1) refers to this dimension of self-care as "universal self-care" 

but for the purpose of this thesis, these behaviours will be referred to as "health self-care 

behaviours". 

The SM1 posited Nne questions (#3 1 to #39) to assess self-care health behaviours 

related to pulmonary f'unction, nutritional status, eiimination, and safety. Seven of the nine 

SMI questions correspond to the "best matched" MSHA items that Iook at fûnctional 

assessrnent and the number of chronic conditions. In the self-care heaith dimension, each 

"best matched" MSHA item has been pardeled with a SM item only once. 

The SM1 question # 3 1 evaluates respiratory fiinction asking respondents ifthey can 

perform ADL or walk 20 feet without becorning short of breath ("yes= adequate, 

no-inadequate"). Meanwhile, the MSHA question #42(j) asks whether participants had 

experienced chest problems (" 1= yes, 21i0"). Here, the "yes" responses in the MSHA 

must be coded as "û= inadequate" in the SMI. 

SMI # 32 detennines respondents' nutritional needs in tenns of their ability to eat 
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and prepare meals, shop and choose foods fkom aii food groups appropriately. The 

corresponding question in the MSHA is #29(0): "Can you prepare your own meals?" (" 1= 

no help, 2 4 t h  help fkom a device, 3+th help fiom a person, with help tiom a device 

and a person, 5= unable to do it"). Likert values 1 and 2 were coded as " 1= adequate" in 

the S M ,  while the Likert values 3 , 4  5 will be coded as "O = inadequate". 

The SM1 item #33 assesses whether urine fùnction is adequate ("yes=adequate, no 

=inadequatew) whde MSHA #42(1) questions whether kidney trouble has been experienced 

(" l=yes, 2= non). Urine continence is assesseci in the SM1 question #34 "Patient is 

continent of urine." ( coded as "yes = adequate, no = inadequate)", and by MSHA #42(m) 

"Do you ever loose control of your bladder?" (coded as " 1= yes / incontinent, 2 = noho 

incontinence"). 

SimiIarly, SM1 #35 assesses bowel fûnction; which corresponds to MSHA #42(k): 

"have you had trouble with your stomach or digestive system?" (" 1= yes, 2= no"). The 

SM1 question # 3 6 detennines if bowel control is adequate (" yes = 1, no = 2"). This is 

matched to the MSHA question 42(n) stated as "do you ever loose control of your 

bowels?" (coded as " 1= yes, 2= no"). For SM1 #33, #34, #35, and #36, "yes" responses in 

the MSHA are depicted as O or no in the SM. 

No matching MSHA question was found for SM1 # 37 regarchg activity level. The 

question asks ifdaily schedules include physical activity and periods of rest. 



181 

Questions # 38 and # 39 in the SM1 pertain to safety. SM1 #38 asks ifthe individuai 

can physicaily remove themselves fiorn danger or can c d  for help. This was linked to 

MSHA # 29(j) "Can you use the telephone?" (coded as "1= without any help, 2 = with 

some help fiom a device only, 3= with some help using a person only, 4 = with some help 

fiom both a person and a device, 5= unable to do it"). Likert values 1 and 2 in the MSHA 

will be coded as "1= adequate" in the SMI, whüe values 3,4 and 5 will be coded as "O = 

inadequate" in the SM[. The premise is that ifparticipants report being able to  use the 

telephone by them~elves or with the help of  a device, then they could cal1 for help. 

The SM1 #39 assesses the participant's environment in terms of whether lighting is 

adequate, stairs rails are present, locks exist, and the presence of smoke detectors (coded 

as " 1 = adequate, O = inadequate"). No matching MSHA item was found. 

The MSHA items rnatched to SM1 self-care health items are s h o w  in Table 4.2. 

Two of the nine original SM1 self-care health items have been omitted because they could 

not be paired with survey items fiom the MSHA 



Table 4.2 
SMI Items Matched to MSHA Items to Measure Health Self-care Behaviours 

SM1 health self-care items Best matched MSHA items* 

3 1. Patient's pulmonq fhction is 
adequate. (Performs ADL's without 
SOB/ Walks 20 A. without SOIS)- 
Yes = adequate (coded as 2 in MSHA). 
No = inadequate (coded as 1 in 
MSHA). 

32. Patient is able to take care of 
nutritional needs. (States can obtain and 
prepare foods, eats fiom al1 food 
groups, and feeds seif). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No = inadequate (coded as 3,4, 5 in 
MSHA). 

33. Patient's urinary fùnction is 
adequate. (Free of dysuria/ffequency/ 
urgency. Urine output is adequate). Yes 
= adequate (coded as 2 in MSHA). 
No= inadequate (coded as 1 in MSHA). 

34. Patient is continent of urine. (Does 
not wet bed, keeps bedklothing dry). 
Yes= adequate coded as 2 in MSHk 
Nenadequate coded as 1 in MSHk 

3 5 .  Patient's bowel fùnction is adequate. 
(Free of diarrhealconstipation) 
Yes = adequate (coded as 2 in MSHA). 

420). In the past year, have you had 
chest problems (Le. asthma, 
pnewnonia, TB., emphysema, 
bronchitis, breathing problems)? (1) = 
yes, (2)no. 

29(0). C m  you prepare your own 
meals? Likert: (1) = no help required, 
(2) = with help fiom a device, (3) = 
with help tiom a person, (4) = with 
help fiom a person and a device, (5) 
= unable to do it, 

420). In the past year have you 
experienced kidney trouble. 
(1 ) = yes, (2) = no. 

42(m). Do you ever lose control of 
your bladder?(ie. pass water when 
you don't intend to?) (1) = yes; (2) = 
no. 

42(k). In the past year, have you had 
trouble with your stomach or 
digestive system. (1) = yes, (2) = no. 

No = inadequate (coded as 1 in MSHA). 



Table 4.2 Continud 

SM1 Items Matched to MSHA Items to Measure Health Self-care Behaviours 

SM1 health seGcare items Best matched MSHA items* 

36. Patient is continent of stool, 
(Keeps bed and clothing clean). 
Yes- adequate (coded as 2 in MSHA). 
No=inadequate (coded as 1 in 
MSHA). 

3 7. Patient's level of activity is 
adequate. (States daily schedule 
includes phy sicai activity/rest. "How 
do you spend your day?" Has 
starnina). 

3 8. Patient's skiil for se~preservation 
is adequate. (Cm physically remove 
self-fkom danger, recognizes 
dangerous situations, can cal1 for 
help). 
Yes = adequate (coded as 1 or 2 in 
MSHA). 
No = hadequate (coded as 3,4, 5 in 
MSHA). 

39. Patient's environment is d e  for 
self-care. (Adequate Lighting, locks on 
doors, stair rails, smoke detectors). 

42(n). Do you ever loose control of 
your bowels? (Do you ever lose stool 
when you don't intend to?). (1 ) = yes, 
(2) = no. 

No similar questions found. 

290). Can you use the telephone? 
Likert: (1) = no help required, (2) = 
with help from a device, (3) = with 
help fiom a person, (4) = with help 
fiom a device and a person, (5) = 
unable to do. 

No sunilar question was found. 

Note *Seven "Best Matched MSHA Items" have been used to develop a sale that 
conceptudy examines nine S M  health seKcare behavioun of MSHA respondents. 
MSHA items have been Iinked directly to the SMI items in table 4.2 only as a means to 
illustrate how the co~ections evolved, but not to suggest that the associations between 
the items are specific. 



SM1 items not used. 

The MSHA data paralleleci 33 out of 39 items fiom the SMI. MSHA data 

was comparable to 24 of the 26 developmental questions two of the four iilness 

related questions, and wven of the nine universal self-are questions. In generai, 

SM1 items that could not be linked to MSHA data pertained to self-care items 

related to sensation (touch), seif-control in alcohol use, ability to perform 

treatments and special thenpies, knowledge about special diets, adequacy of 

activity/ rest, and the maintenance of a d e  home environment. 

Considering that 6 SM1 items could not be used, the question arïses 

whether the validity of the SM1 tool for measuring self-care agency c m  be 

maintained. The following argument provides support for using the 33 item S M  

for this study. Although not al1 of the S M  items were measured using the MSHA 

data, idonnation pertainkg to respondents' ten power components are none the 

less available in the MSHA data- Accordhg to Orem (1991) properties of human 

beings referred to as "power components" enable individuals to meet their self-care 

needs. These properties are listed in table 3.4, as the ten power components. Six 

of the ten power components (power components#l, #4, #5, #7, #8, and #9) cited 

by Orem (1 991) involve cognitive hctioning (the ability to reason, make 
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decisions, perceive needs, establish goals, and to leam and apply seIf-care 

knowledge). Although not d the SM1 items can be matched to a specific MSHA 

question, conceptuaily, the MSHA items that remain are comparable to the SM1 

items which measure cognitive ttnaioning and reasoning. The MSHA items 

ascertain information about respondents' abilities to follow direction (3 MS( 1 4)), 

remain attentive (3rMS(3)), recd words after a period of t h e  (3MS(4)), determine 

strategies to cope with stress (#42(q)), and whether or not respondents have 

someone with whom they can discuss emotional needs (#25). Therefore, it 

appears that comparable information from the MSHA may be elicited to satis@ 

Orem's conceptual interpretation of the items although specific items could not be 

matched. 

Additionally, power components in Orem's (1 99 1 ) mode1 also reflect 

functional status. Examples include power component #2 cited as "the ability to 

utilize one's energy so that self-care activities can continue", and power component 

#3 cited as "physical finctional control for successful penormance of activities". 

The rnajority of the MSHA questions that were appropriate matches for these 

components within the SM1 were derived nom ADL questions developed by the 

Older Amencan Resowces Study Project (OARS) (Fillenbaum, 1988)- The 

OARS-ADL instrument is reported as one of the most widely used tools for 
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cornmunity based research (Kane & Kane 198 1). Reliant upon the self-reports of 

independent older adults or their caregiver, the OARS scores individuais' abiiity to 

perform ADL's (bathuis dressing, eating, grooming, waiking, toileting, 

continence, and walking). The sale also measures XADL's such as using the 

telephone, accessing transportation, ability to shop, do housework, and manage 

medication and hances. The majority of the fùnctional abTties assessed in the 

OARS are also found in the MSHA These items include information pertaining to 

the following finctional abilities: house work (#29(p)), yard work (#29(r)), vision 

(# 14), hearing (# 1 5). access to transportation (#29(k)), bladder continence 

(#42(m)), financial management (#38), and meal preparation(#29(0)). 

Power components #5 and # 10 refer to motivation and social context. 

These two components were addressed by MSHA items #42(q) and #25. 

Although not d the SMI questions were matched per se, the MSHA survey 

ascertained comprehensive ùiformation about each of the power components and 

each conceptual dimension identifiai in Orem's frarnework. The point is that 

although not al1 of the SM1 items could be linked to MSHA items, conceptually 

the MSHA items that were matched to the SM1 have addressed the ten power 

components and each of the three conceptuai groupings. 



4.2.1 . Measurement of Conditioninn Factors 

To review briefly, research question #2 examines whether a relationship 

exists between the total seIf-care score as measured by the SMI and Orem's 

conditioning factors of self-me. Selected factors include age, gender, marital 

status, Ieve1 of education, monthly home, living arrangement, heaith 

characteristics, utilization of physician services within the past six months and 

utilization of pharmacist services within the last six months. The measurement of 

these characteristics has been discussed previously in Section 4.1.1. 

Other conditioning factors inctude health status, Iife satisfaction, health 

beliefs, depression and social support. Measurement of these conditioning factors 

based on Orem's mode1 of self-care wiil be descnbed in this section. 

Health status. 

The rneasurernent of health status has been based on self-rated health 

measures as wett as respondents' perceptions of how severely their symptoms 

restncted their activity. MSHA#39 asks respondents "How would you say your 

health is these days?" Values were coded on a Li- scale where" l= very good, 2 

= pretty good, 3 = not too good, 4 = poor, and 5 = very poor". The MSHA 
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question #4 1 ascertains informaton about respondents' perceptions regarding theu 

health in general and in the Iong term: "For your age, how would you rate your 

health in general?" Values were coded on a Likert sale where " 1= excellent 

(never prevents activities), 2 = good for your age (rarely prevents activities), 3 = 

fair for your age (occasionally prevents activities), 4 = poor for your age (very 

often prevents activities), 5 = bad for your age (health troubles of infinnity al1 the 

time prevents most activities, or requires confinement to bed), 6 = W. The 

information in parenthesis was read only when respondents required more 

information to answer the question. MSHA #44 ascertains "How much do your 

heaith troubles stand in the way of your doing the things you want to do?" (coded 

as " 1 = a great deai, 2= a Iittle [some], 3=not at dl"). 

Life satisfaction. 

MSHA items #50 (a) to (1) measure life satisfaction using a modied 

version of Andrew and Whithey's (1 976) "terrible-delighffil" scale. Ten items 

elicit responses about Life satisfaction in terms of health, finances, family relations 

friendships, houshg, religion, self-esteem, transportation, recreation and life in 

general. Two items, in Andrew and Whithey's initial scale were deleted in the 
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MSHA study. The item "paid employment" was omitted since 95% of the sarnple 

as unemployed. The item "living partner" was excluded as 49OA of the sarnple 

were widowed, divorced o r  had never been marrïed. A Cronbach's alpha of 0.76 

was reporîed for the 10 item life satisfaction scale for the MSHA sampie (MSHA 

Research Group, 1995). 

The responses are coded by using a nine point Likert scaie where '' 1 = 

temble, 2=very dissatisijing, 3 = dissatisfying, 4 = mixed, 5 = satisfjing, 6 = very 

satismng, 7=delightfbl, 8 = no opinion, not applicable/can't rernembed no 

comment, 9 = missing response". Scale scores are obtained by adding the 

individuai item scores and dividing the sums by the total nurnber of valid 

responses. Higher scores are interpreted as being more satisfied with We (Andrew 

& Wthey,  1976). 

Health beliefs. 

Three sub- scales of health beliefs were created in the MSHA sample using 

19 items fiom MSHA question # 48. Fourteen of the 19 items were derived fiom 

3 widely used scales (Friedson, 196 1 ; Lau & Ware, 198 1 ; Wallston, Waiiston, 

Kaplan, & Maides, 1976). The remaining five items were derived statements used 
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in other studies (Segali, 1987; Segall& Goldstein, 1989). A factor andysis 

indicated agreement for the 19 items across three sub-scdes for the total MSHA 

sample (MSHA Research Group, 1995). The three sub-sales that emerged in the 

MSHA sarnpIe included external controV chance, intemal/ self-control and medical 

scepticism. 

The external health locus of control (EHLOC) sub-scde for the MSHA 

sample consisted of the following four indicators that masure external control due 

to chance: #48(a) "Getting well is ofien a matter of chance." (Lau & Ware, 198 1); 

#48(f) "People who never get sick are jus  plain lucky." (Lau & Ware, 198 1 ; 

Wallston et al., 1976); #48(j) "Good health is largely a matter of good fortune." 

(Lau & Ware, 198 1; Wallston et al., 1976); #48(s) "No matter what 1 do, XI am 

going to get siclg 1 wiU get sick." (Wallston, et al., 1976). 

The interna1 health locus of wntrol sub-scale (IHLûC)in the MSHA 

included the foliowing four items: #48(c)"People's il1 health results from their own 

carelessness. " (Lau & Ware, 198 1 ; Wdlston et al., 1976); #48(k) "People who 

take care of themselves stay healthy." (Lau & Ware, 198 1); #48(0) " Whenever 1 

get sick it is because of something I've done or not done." (Lau & Ware, 198 1; 

Wallston et al., 1976) and #48(p) "When 1 feel iI1.I know it is because 1 have not 

been getting the proper exercise or eating right." (Wallston et al., 1976). 
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Medical scepticism is an additional health betief that parallels the dimension 

of "extemal locus ofcontrol by powerfùi others". Respondents' opinions were 

sought regarding the control they perceive their physicians to have over their 

health. Medical scepticism has been supported in the literature as a health belief 

that influences sdfcare behavioun of individuals. The following six items 

measured the degree of scepticism in the MSHA sarnpie: #48(b)"I have some 

doubts about some things doctors say they can do for you." (Friedson, 196 1); #48 

(d)" I believe in tîying out different doctors to 6nd out which one I thidc will give 

me the best care " (Friedson, 1961); #48(e): Eyou wait long enough you can get 

over most sicknesses without going to the doctor." (Friedson, 196 1); #48(h): 

"Some home remedies are stili better than prescribed dmgs for curing sickness." 

(Friedson, 196 1); #48(i): "A person understands his or her own health better than 

most doctors." (Friedson, 196 1); and #48(1): "Doctors often tell you there's 

nothing wrong with you, when you know there is." (Friedson, 1961) (MSHA 

Research Group, 1 995). 

MSHA respondents were asked to rate how strongly they agreed or 

disagreed with each of the health beiief statements on a five point Likert sale 

coded as " I =  strongly disagree, 2=disagree, 3=undecided, 4= agree, and 5= 

strongly agree". A higher score in any one of the three sub-scales indicates a 



stronger belief in that respective dimension. 

Depression is measured using the Centre for Epidemiological Studies 

Depression scale (CES-D) (Radloff, 1977) designed for use in the general 

population. The CESD sale was designed to measure symptoms associated with 

clinical depression. The scale has also demonstrated the abiiity to discriminate 

between community-residing older adults and those fiom inpatient psychiatnc units 

(Williamson & Schulz, 1992). 

The CES-D asks respondents to rate the following 20 items pertauiing to 

their emotional feelings: #49(a) "1 was bothered by t h g s  that usually don't bother 

me", (b) "1 did not feel like eating; my appetite was poor", (c)"I felt that 1 couid 

not shake off the blues even with help from my family", (d) " 1 felt that 1 was just 

as good as other people", (e) "1 had trouble keeping my mind on what 1 was 

doing", (f) "1 felt depressed", (g) 1 felt that everything 1 did was an effort", (h) "1 

felt hopefiil about the fùture", 0" 1 thought my life had been a failure". (j) " 1 felt 

fearful", (k)"My sleep was restless", (1) "1 was happy", (m) "1 talked less than 

usud", (n) '1 felt lonely", (O) "People were wifrendly", @) "1 enjoyed life", (q)"I 
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had crying spells", (r) "1 felt sad", (s) "1 felt that people dislike me", and (t) "1 

could not get going". 

Respondents were asked to rate the fiequency of their emotiooal f eehgs  

on a five point s a l e  where "O = rarely or none of the time (less than 1 day), 1 = 

some or a lïttie of the tirne (1-2 days), 2 = occasionally or a moderate amount of 

time (3-4 days), 3 = most of the tirne (5-6 days), and 9 = rnissing". Four MSHA 

items were also recoded to ensure that the positive/ negative direction of the Likert 

scde remained consistent for all the CES-D items. Scores range nom 0-60 with 

higher scores reflecting more depressive symptoms and reduced motivation. The 

"zero" value indicated that the respondent had reported not expenencing any 

depressive syrnptoms. Likert values of  less than 16 suggested that the extent of  

symptoms reported by the respondents was not indicative depression (RadIoff, 

1977). A Cronbach's alpha of 0.85 was reponed using the CES-D for the MSHA 

sample (MSHA Research Group, 1995). 



Social sup~ort. 

Several common dimensions of social support have been suggested in the 

iiterature review (See section 2.1.1). These hclude social embeddedness (the 

quantity of social support), perceiveâ social support (perceived avadabiiity and 

adequacy of supportive ties), and enacted ~ a a l  support (a masure indicating the 

nature of the assistance provided) (Barrera, 1986). Orem's theory directs that 

self-care iliness and health behaviours may be strongly correlated to the support 

available fiom family members living within the home. A concept similar to 

Orem's view was conceptualized by Barrera as social embeddedness. The concept 

of ernbeddedness ernployed for this study will be dexribed here. 

Social support (embeddedness) will be examined using five items. The five 

items include (a)marital status, @)whether respondents live with their spouse, 

(c)whether respondents lived alone, (d) the number of persons living with 

respondent and (e) the size of respondents' total social support network. 

Three of the items will be coded as dichotomous variables: (a) MSHA # I l :  

marital status ("O = never married, divorced, separateci, widowed; l=married or 

common law"), (b) MSKA #16: whether or not spouses live with respondents ("O= 

spouse not living with respondent, 1 = spouse iivïng with respondent") and (c) 
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MSHA #16: whether or  not respondents iive done ("O = lives alone, 1= does not 

live alone"). 

Two items were coded as continuous variables. One item depicts the 

number of persons living with respondents. If respondents reported not living 

alone, they were requested in MSHA #16 to "nate the names of ail the people who 

live here and how they are related to you". The second continuous variable depicts 

the sue of respondents' total social support network. This item has been 

calculated by adding the number of persons residing with respondents, denved 

fiom MSHA #16 and the number of persons within respondents total social 

support networks not Living with respondents. Persons not living with the 

respondents are determined from MSHA questions #5 1 to #60. These items 

ascertain the number of sons, daughters, relatives, neighbours and fiends not 

living with respondents. 

To conclude, the methods and tools that operationaliy masure the 

constnict variables have been presented. In the following section, the procedure 

for analyzing the data is presented. 



Procedure for Data Analysis 

The procedure for data analysis will be described in four sections. First, the 

procedure for describing the sarnple using selected variables wi11 be discussed. 

Secondly, generalizability will be examined comparing the sample (n=809) which 

does not inciude cognitively impaïred respondents to the MSHA W h p e g  sarnple 

and the Winnipeg population which does include cognitively hpaired respondents. 

The third section involves research question # 1 : 1s the SM1 a reiiable and 

valid instrument to measure the developmental, health and illness dimensions of 

self-care as depicted in Orem's model? Section three will describe the method of 

analysis used to examine the S M  in terms of validity and reiiability. Additionally, 

a self-care indicator consisting of two items has been determined based on the 

SM1 for the MSHA study sarnple. 

The fourth section involves research question # 2: What is the relationship 

between self-care as measured by the SM1 and Orem's conditioning factors? 

Factors encompass age, gender, marital status, education (years), monthly incorne, 

Living arrangement, health c haracteristics, utilization of physician services in the 

past six months, utiiization of phannacist seMces in the past six months, health 

status, life satisfaction, health beliefs, depression and embedded social support. 



4.3.0. Descri~tive Characteristics 

Frequencies used to describe the sample with respect to selected variables 

have been discussed in Section 4.1.1. The variables used to descnie the sample 

uicluded age, gender, marital status, ethnicity, Ievel of education, monthly income, 

living arrangement, healt h characteristic, et hnicity, ut ilization of p hysician services 

and utiiization of pharmacist senrices. 

Age, monthly income, and one of the health characteristic item "days spent 

in hospital" are presented as wntinuous variables. Dummy variables have been 

generated for gender ("O = male, l=fernale"), living arrangement ("O = lives alone, 

l= does not live alone"), ethnicity ("O = Canadian, 1 = non-Canadian"), utilization 

of physician services within the past six months ("O = no physician services used, 

1= physician seMces used") and utilization of pharmacist services within the past 

skmonths ("O = no pharmacist services used, 1 = pharmacist services used). 

Three variables; namely marital status, education and health status 

characteristics are categorical. Coding for these variabIes has been presented in 

section 4.1.1. Fmdings for these descriptive characteristics wiîi be presented in 

Section 5.0 . 



4.3.1. Generalizability of the Sample 

Comparisons of fkquencies of selected descriptive characteristics were 

made between the study sample, the MSHA Winnipeg sample, and the Winnipeg 

population. Selected characteristics include age group, gender, level of education, 

annual income and living arrangement. 

4.3.2 Research Ouestion # I : 1s the SM1 a reliabte and valid instrument to 

measure the Developmental. Health and nlness Dimensions of Self-care wsited b~ 

Orem's Mode1 of SeKcare? 

According to C a m e s  and ZeUer (1990), measurement is the process of 

linking abstract concepts to empirical uidicaton or observable responses. In this 

case, measurement foaised on the relationship between the self-reporied 

behaviours of 809 MSHA respondents and the concept of setfsare. 

Validity and reliability are properties of measurement instruments that 

address whether or not masures represent the theoretical concept (ie. self-care). 

Validity concems the relationship behueen the concept and the indicator. in other 

words, does the item or tool measure what it is claimed to measure? Procedures 
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employed to examine relationships between items, sub-scales and a cumulative 

scaie include a median split, chi-square test of independence, Pearson's r and 

Kappa's coefficient of concordance. 

Reiiability refen to the degree of consistency of the tool. Reliability of the 

measurement sale has been examined using Kudar Richardson's reliability 

coefficient (K-R 20). Additiody, cluster analysis procedures have been 

employed to examine whether the items cluster within Orem's theoretical sub- 

d e s .  

Freauencies. 

To begin, fiequencies for the items from the MSHA that best matched the 

items from the SMI were examined. Frequencies for three sub-scales consisting of 

the individual best-matched items were aiso reviewed. The sub-scales were 

developed according to Orem's three dimensions of self-care (developmental, 

health and illness self-care). Then frequencies for a cumulative sale consisting of 

each of the 16 individual sekare items was calculated- 



Examination of the reiationshi~s between the self-care sub-scales and the 

cumulative scale scores based on the correlation of meàian values. 

A median spiit for items was carrieci out. Self-care items were exarnined by 

dividing the sarnple into two groups. The division was based on where the rnedian 

fds in relation to being able to perform the self-care behaviour coded as 1 = 

"adequate performance". 

The next step invoived recoding the fiequencies into dummy variables to 

determine the number of respondents who rated their self-care ability as above or 

below the median number of items. The final outcome of the analysis determïned 

the frequency of respondents who reported that their seK-care abilities fell below 

the median number of self-care items and those whose seif-care ability was rated as 

being above the median number of items. 
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Detennininn whether or not respondents' self-care ability in one seIf-care 

dimension is correlated to their seIf-care ability in another self-we dimension or in 

their total seKcare ability. 

A chi-square test of independence was caiçulated for the self-care sub- 

scales and the cumulative seff-are scale. The purpose of the chi-square test of 

independence is to test the nuli hypothesis that two categorical variables are 

independent (Hassard, 1991). If the null hypothesis can be rejected, then this 

supports the assumption that individuals who fall below the median in one of the 

self-care sub-scales are Wcely to fhil below the rnedian in another sub-scaie or in 

the cumuiative scale. This provided additional evidence of correlation. 

Examination of relationships between individual self-care items and sub- 

scales of the self-care scores. 

Associations between the individual self-case items as well as across the 

self-care sub-scales were tested employing two statistics, namely the Pearson's 

product moment r correlation coefficient and a Kappa coefficient of concordance. 

Pearson's r was used to determine the correlation or degree of association 
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between individuai items and also between setf-care sub-scale scores- The 

absolute value of r takes on the limits fiom "minus one" to "plus one". The sign of 

the correlation coefficient (- or +) defines the direction of the relationship. A 

strong relationship can be either negative or positive. As the strength of the 

relationship decreases, the absolute value of r moves closer to a zero value. The 

absolute value of r indicates the strength of the linear relationship where "zero" 

equais "no relationship". 

A linear relationship can be shown by using a scatterplot. A scatter 

diagram is a graphic plot of two measurements (ie. variables) on a vertical and a 

horizontal axk Correlation is evident when the intersection of the absolute values 

for two variables takes the shape of a strait sloping line in either direction. Where 

no strait sloping h e  exïsts (eg. a curve or random scattering of values) then the 

strength of the association is considered to be minimal or non-existent. The 

correlation coefficient should be used only to summarize the strength of the linear 

relationship. Additionally, a scatterplot is important for examining correlation 

coefficients (Hassard, 1 99 1). 

Generally, a Pearson correlation coefficient is not the appropriate procedure 

reserved for categorical data (Hassard, 1991). Kendail's tau or Speannan's rank 

correlation coefficients are alteniate statistical procedures that are most 
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appropriate for data that is  neither interval nor ratio and does not follow a normal 

distribution (Hasard, 1991). For luge sarnples, Pearson's r becomes uniformly 

most powerfiil relative to Kendall and Spearman statiaics. Given the ske of the 

sample a decision was made to employ a Pearson's' r correlation coefficient. 

The relationship between the individual items, the sub-scaies and the total 

self-care scale was examined- A Pearson's r was calcuIated for each sub-scaie. 

The purpose is to determine the degree of internai consistency within each of the 

sub-scales. if the items measured by the SM1 are associateci with each other, this 

wiii support the consistency inherent in the SM1 tool. Associations will be 

considered significant if a minimum correlation CO-efficient of 0.30 is determined 

@= 0.05) (Nunnaiiy, 1996). Bivariate scatter plots were also used to illustrate 

relationships. 

In terms of the Kappa coefficient of concordance, Kappa value was 

calculateci for the items that demonstrated a significant correlation in the Pearson's 

r calculation- A Kappa coefficient of concordance sorts out specific responses of 

individuals to determine whether agreement exist s regarding theu responses to 

other items (Nonisis, 1993). For exarnple, a Kappa test of congruence could 

determine whether an individuai reporting adequate self-care ability to do 

housework would aloo have reporteci adequate access to transportation. A Kappa 
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coefficient value of 0.30 (ps 0.05) or more will be considered adequate in 

demonstrating a significant correlation. 

Examination of the internai consistency of the deveio~mentai self-care sub- 

scale, the health self-care sub-scale and the cumulative self-care scale. 

Interna1 consistency or homogeneity of the items within the SMI was 

W e r  tested using the Kudar Richardson procedure!(K-R 20). Simüar to and an 

antecedent of Cronbach's alpha, the K-R 20 procedure examines the degree to 

which the items in a tool masure the same concept or characteristic (Carmines & 

Zeller, 1990). The KIR 20 is a test for dichotomous responses, while Cronbach's 

alpha measures the internal consistency of items with more than two values. 

In theory, K-R 20 coefficients range nom zero to one. Values closer to one 

indicate greater internal consistency. A value of "one" denotes perfixt internai 

consistency, while a value of "zero" depicts no intemal consistency. A negative 

coefficient value can occur when items are not positively correlated, thereby 

violating the reiiability model. In general however, for a tool to be considered 

reliable, a level of 0.7 or higher is acceptable. It has been suggested that values as 
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low as 0.5 mi*& be acceptable in socio-behaviorai research (Hassard, 199 1). For 

the purpose of this study, a Ievel of 0.7 wüi be used. 

Examination of the individual sekare  items to determine whether thev faII 

into Orern's distinct theoretical categories. 

A cluster analysis was performed to sort the SM1 items into similar 

categories. In cluster analysis, sirnilar standardized data (M= O, SD = 1) are 

grouped according to the distances between the observations. This distance is 

referred to as the "Euclidean distance coefficient" (Romesburg, 1984). One of the 

simplest techniques for deciding which variables should be combined is caiied the 

"nearest neighbour technique". It is a stepwise procedure whereby the est two 

variables combined are those that have the least distance between them. Then a 

new variable with the least distance between it and the previously developed two 

item cluster is fonned. Hence, a new cluster consisting of three variables emerges. 

However, rather than the third variable clustering with the original pair, a second 

cluster could have been formed fiom the third variable and another variable. These 

two variables wodd have merged to fonn the second cluster if their distance 
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coefficient is less than the distance between the original two- item cluster and the 

third variable. At every step, another variable is added to existing clusters and a 

new cluster is formed, or two existing clusters are merged based on the shortest 

distance (Nomsis, 1993). 

A diagram commonly used to represent the cluster analysis of data is a 

dendogram. A dendogram displays the variables being combined and the distance 

between the variables on a scaie of 1 to 25, The scale is not an achial distance 

value, but preserves the ratio of distance between steps (Norusis, 1993). 

For the purpose of thk study, a hierarchical cluster analysis has been 

employed to examine how the 16 self-care behaviours are grouped. The clustering 

of the 16 items into Orem's theoreticai dimensions of seülcare (developmental and 

health self-care) lends further support to the validity of the items used to maure  

self-care. If the 16 items do not f d  into two distinct clusters, internai consistency 

is stiil supporteci if the Euciidian distance between the 16 items is smali. Large 

distances between the variables would indicate a lack of intemal consistency. 

Dendograms have also been presented to demonstrate the findings derived fiom 

the cluster analysis. Frequencies for the emerging dependent variable have been 

determined. The intention was to develop a self-care sale in research question #1 

to comprise the dependent variable for research question #2. The self-care 
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indicator that emerged consisted of two items. It was coded as a dichotomous 

variable (O= being unable to  do one or both of the tasks and 1= being able to do 

both of the tasks). 

In conclusion, the statistîcal analyses detennined whether o r  not the 

individuai MSHA items matched to items fiom the SMI feu into Orem's distinct 

sub-scale. A seKcare score based on a cumulative scale andl or  sub-scales would 

have been indicative of internal consistency and would have compnsed the 

dependent variable for research question #2. In research question #2, correlations 

between the emerghg dependent variable and Orern's conditioning factors have 

been examined. 

4.3.3 Research auestion #2: What is the relationship between the Total Seff-care 

Score as measured bv the SM1 and Orem's Conditioninn Factors? 

The second research question examined the relationship between the self- 

care indicator and selected sociodemographic factors and conditioning factors 

identifieci in Orem's mode1 of sekare- Analysis of research question #2 involved 

a sequence of processes. The steps have been explained in this section. 

Frequencies have been caiculated for the independent variables. 
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Additiondy, Cronbach's alpha coefficients have been cornputed for the scales and 

sub-scales to detennine intemal consistency for this sample. The next step 

involveci creating a correlation rnatrix for two purposes: (a) to examine the 

relationship between the dependent variable and the independent variables and (b) 

to examine the inter-item correlations between the independent variables. Further 

correlation between the dependent variable and the dichotornous variables is 

examined using the chi-square statistic. Similarly, a t-test has been employed to 

examine correlation between the dependent variable and continuous independent 

variables. Independent variables found to be significantly correlateci to the 

dependent variabie have been brought forward for multivariate analysis using 

logistic regression. 

Frauencies. 

Frequencies have been reviewed for the individual items andor scales that 

masure the independent variables. Where individual items comprise a s a l e  or 

sub-scale, intemal consistency has been examined using K-R 20 coefficients. 

A self-care indicator consisthg of two items was derived fiom research 

question and comprised the dependent variable. This indicator was coded as a 
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dichotomous vanable ("O = self-reported inability to adequately perfonn each of 

the two items, 1= ~ ~ r e p o r t e d  abiüty to adequately perfimn both items"). 

In terms of the independent variables, selected characteristics also used 

earlier to describe the sample include age, gender, marital status, years of 

education, monthly income, hedth characteristic, living arrangement, the utiiization 

of physician services wîthin the past six months and the utihtion of pharmacist 

seMces with in the past six months. Coding for these variables has been described 

earlier in section 4.1.1. 

Additional conditioning factors include M t h  status, Mie satisfaction, health 

beliefs, depression and social suppon (embedded). These factors are discussed 

here in detail. 

Health status is mea~u~ed ushg three items, namely (a) "how is your health 

these days?", (b) "in generai, how would you rate your health for your age?", and 

(c) "how much does ili health interfere with daily activities?" Coding has been 

described earlier as well. 

Life satisfsdion has been measured using ten items 6om the "temble- 

delightfid scale" depicted in the MSHA in #50 (a to 1). The original "terrible - 
delightfil sale consisted of 12 items. For the purpose of this study life 

satisfaction responses were coded for 10 items rather than 12. The two deleted 
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items included: MSHA items #50 (d)satisfaction with paid employment and #SO 

Cg) satisfaction with one's living partner. The rationale was that 95% of the sample 

were unemployed and 49% were widowed or not rnarried. The ten items have 

been coded on a Likert sale ranging fiom " 1= terrible to 7= delighttiil". A scde 

consisting of ten items generated a value range fiom 10 to 70. Higher scores 

indicated a higher degree of satisfaction. 

The lie satisfaction scores generated by the MSHA data revealed a large 

number of missing values (n=687). Older adults were fiequently reluctant to share 

their satisfaction for up to four items. Three areas with a iow response include 

satisfaction with living paraier (n=422), religion (n=73 1) and finances (n=796). 

Given the propensity of respondents to commonly disregard these three questions, 

lie satisfaction sale scores were pro-rated using a cut off of up to four rnissing 

answers. In other words, if older adults answered at least six of the ten questions 

in the sale  then their scores were pro-rated for further analysis. if respondents 

failed to answer four or more questions, then their scores were excluded from 

further analysis. The lowest possible value for the range of individual life 

satisfaction items could be "six" rather than "ten". 

The method used to pro-rate the scales on SPSS involved several steps. The 

first step was to detemiine the number of rnissing values for the sample using the 
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"count" fùnction. Then the total number of questions was subtracted fiom the 

number missed to detennine the actual number of items that were answered. The 

value of the score was computed onIy ifthe number of missing values was four or  

less. Then to average the values of the remaining items, the sum of the total 

possible values for aii 10 items (iicluding the missing values) was divided by the 

number of items that were actually answered. The average was then multiplieci by 

ten to detennine the pro-rated values of the ten item We satisfaction scale. Based 

on this pro-rated calculation, oniy one respondent answered less than four Me 

satisfaction questions (n=808). 

Additionally, a Cronbach's alpha has been computed to determine the 

interna1 consistency of the iife satisfaction scale for this study sample. The 

Cronbach's alpha coefficient was computed before and &er pro-rating the life 

satisfaction scores. Where the difference after pro-rating was negligible, the 

coefficient that reflects the reüability ofihe instrument prior to pro-ratîng was 

used. 

In terms of the health belief variable, 19 items derived fiom three widely 

used scales were employed to rneasure health beliefs of the respondents in the 

MSHA sample. The three health belief sub-scales that emerged in the MSHA 

included EHLOC, MLOC and medical scepticism. A factor analysis indicated 
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agreement for the 19 items across three sub-scales for the total MSHA sample. 

However, the Cronbach's alpha coefficients cornputed for EHLOC (a =0.62), 

IHLOC ( 0 ~ 0 . 6 0 )  and medical scepticisrn ( a 4 . 5 5 )  for this study sample were 

below the accepted value. Therefore, to maximize the interna1 consistency of the 

health belief items for the sample in this study, oniy items derived fiom one widely 

used health belief d e  were examinai- 

Consequently, the Health Locus of Control Scale (HLOC), an eleven item 

heaith beiief sale has been employed for this study (Wallston, Wallston, Kaplan, & 

Maides, 1976). Six of the eleven items in the HLOC were utilized in the MSHA. 

The six items measure EHLOC and IHLûC- The EHLOC items ernployed in this 

study will include: MSHA#48(f): "People who never get sick are just plain lucky." 

(Wallston et al., 1976); #480): "Good health is largely a matter of good fortune." 

(Wallston et al., 1976) and #48(s): "No matter what 1 do, if 1 am going to get sick, 

1 will get sick." (Wallston, et al., 1976). 

The IHLOC items include: MS(c):"People's il1 health results fiom their own 

careiessness." (Wdston et al., 1976); #48(0): Whenever 1 get sick it is because of 

something I've done or not done." (Wallston et al., 1976) and #48@): "When 1 feel 

iii, I know it is because I have not been getting the proper exercise or eating right." 

(Wallston et al., 1976). 
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Responses have been coded on a Likert scale where 1 = strongly disagree, 2 

= agree, 3= undecided, 4= agree, 5 = strongly agm. A higher score in each 

component indicates a stronger belief in that dimension. Frquencies have been 

computed for each item separately. Additiondy, fiequencies for two sub-scales 

reffect the EHLOC and IHLOC scores as well as a six item composite HLOC scale 

score have been determineci. Scores for individual HLOC items range nom 1-5, 

white scores reflecting the two sub-scales with three items range nom 3 to 15. 

The score for the six item HLOC scale will range tiom 6 to 30. 

Based on Orem's model it was evident that aii six individual HLOC items 

can be conceptually l i e d  with self-care. Additional analysis was required to 

make a decision with respect to whether or not the HLOC scale andi or sub-scales 

could be entered into the model or if individual HLOC items should be entered into 

the model separately. This involved consideration with respect to intemal 

consistency of the sub-scales ( E H L O C ~ ~  =OC) and the HLOC scale. A 

Cronbach's alpha coetncient were computed for the six item HLOC scaie and each 

of the the-item sub-scdes to detennine the reliability of the HLOC s d e  and sub- 

scales for this sarnple. Where alpha coefficients for the HLOC scale and/or HLOC 

sub-scaies were below the acceptable value (a= 0,75), the sub- 

scales were not considered for the model. 
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In tems of the depression variable, a 20 item CES-D scale employed for 

this sample was recoded assigning a vaiue range on a Likert s a l e  of zero to three 

for each item. Recoding and values of items in the CES-D sale  have been 

discussed eariïer in section 4.2-1 - 

Frequencies for the CES-D score indicates that 27 respondents did not 

answer al1 the items in the CES-D. Similar to the Me satisfaction scale, the CES-D 

scale values were pro-rated. In the case of the CES-D, however, only two items 

were frequently missed: (a) MSHA #49d: "1 felt that 1 was just as good as other 

peoplef'(n=799) and @) MSHA#49h: "1 felt hopeful about the future" (n=798). If 

respondents missed more than two items, their CES-D scores were excluded. 

Similar to the life satisfaction scale, the Cronbach's alpha was computed for 

two sets of CES-D scores, namely the coefficient before pro-rating and the 

Cronbach's alpha coefficient after pro-rating. Where the variance between the two 

coefficients was negligible, the coeffici&t detennined prior to pro-rating was 

accepted. 

It was decided that conceptually, in tems of seKcare whether or not the 

older adult reported having experienced syrnptoms was most indicative of 

depression. Since, the CES-D score value was of limited interest, depression was 

examined as a dichotomous variable. The coding of the dichotomous variable was 
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based on the CES-D cut off value of 16. Scores below 16 indicated that 

symptoms did not suggest depression (Radloff: 1977). Those who scored less than 

16 on the CES-D were assigned a value of "O". Scores of 16 or greater were 

coded as " 1" suggesting that depressive symptoms did exist. 

The concept of social ernbeddedness was also considered. Social 

embeddedness referred to the physid presence of social ties that individuals have 

to significant others (Bamra, 1986). Social embeddedness does not assume the 

provision or the adequacy of social support. Nonetheless, conceptualiy social 

embeddedness is still important information as the presence of an available tie is 

considered to be a potential social support resource (Barrera, 1986). Orem (199 1) 

also directs that self-care is strongly correlateci to the actual number of persons 

living with the individuai and the size of the individuai's social support nehvork. 

The five masures of social embeddedness were identified earlier in section 4.2- 1. 

To recap, the five social support items hclude (a) marital status, @) whether or 

not respondents Live with their spouses, (c) living arrangements, (d) the number of 

persons living with respondents and (e) the size of respondents' total social support 

network. 

Frequencies for marital status, Living with a spouse and living alone have 

been coded as dichotomous variables. Frequencies related to the number of 
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persons residing with respondents and the sire of the respondents' social network 

were calculated as continuous variables. To detennine the sue of the social 

support networlc, the "count" function of SPSS was employed to calculate di 

those living with the respondent (MSHA #16) and al1 those persons not living with 

the respondent (MSHA #51(a), 52 (a), 53, 56 (a), 57 (a), 58(a), 59 (a) and 60 

(a)). This included sons, daughters, spouses, relatives, neighbours and Eends. 

Outliers wili be coded as missing values. 

Only variables with fiequencies that demonstrate more than five percent 

variability were considered eiigible for multivariate analysis. Additionally, 

Cronbach's alpha coefficients for scales and sub-scales were also calculated to 

determine internai consistency for future logistic regression analysis. 

Examination of the relationships between the de~endent variable lhouse 

~ 

Pearson's r correlation coefficients were examined to determine whether or 

not a significant relationship existed between the dependent variable and the 

independent variables (age, gender, marital status years of education, monthly 

income, utilkation ofphysician seMces within the past six months, utilkation of 
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pharmacisi services with the past six months, h d t h  s tatu,  life satisfaction, 

depression and social support (living with a spouse, living alone, number of 

persons living with respondents and the number of persons in the respondents' 

social support network). Items that failed to demonstrate a significant association 

wïth the dependent variable were not brought forward for logistic regression 

analysis. Significance was determhed using a p-value of less than 0.05. 

Examination of the inter-item correlations between the conditionina factors 

to ident* redundant variables. 

Inter-item Pearson's r correlation coefficients between individual items was 

also exarnined to detennine whether or not variables were redundant. A significant 

inter-item correlation demonstrating a correlation coefficient value greater than r= 

0.75 suggested that the items were meahring the same concept (Nunndy, 1996). 

If redundant items were entered into the regression analysis this may have 

influenced the association between the other independent variables and the 

dependent variable. Hence, where the two or  more items were considered 

redundant, only one of those items was entered into the logistic r e m s i o n  mode1 

analy sis. 
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Caution was also exercised with respect to the potential for multi- 

collinearity where high inter-item correlation between individual independent 

variables existed. While high inter-item correlation may suggest that two items 

measure the same concept, it may also suggest that one of the highiy correlated 

items might have been explainhg the variability of the other independent variable. 

A high degree of multicolliiearig might have affecteci the extent to which an 

independent variable explained the variation of the dependent variable. Hence a 

dependent variable may Vary indirectly as a result of the impact arnongst highly 

correlated independent variables. 

Where high inter-item correlation suggestive of multi-collinearity existed, 

Chi square and t-test analyses were conducted for dichotomous and continuous 

variables respectively. Chi-square and t-test analyses were used to determine 

whether a relationship existed between highly correlated independent variables to 

the extent that one of the independent variables might impact the strength of the 

relationship between the other independent variable and the dependent variable. If 

upon examination of a Chi-sqwre using cross tabulation, the "count percent" 

values within each category for each dichotomous variable were highiy similar, 

then multi-collinearity was not iikely to be an issue. Where the f-statistics 

indicated that the means of highly correlated independent variables were similar 
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when cross referenced to the third highly wrrelated item, multi-cohearity was 

also unlikely. 

Multi-collinearity has been further monitored by examining the value of the 

estimated logistic regression coefficients of the independent variables at each step 

when a new variable has entered the modd. A high degree of multi-coliïnearity 

was detennined if the estimatecl coefficients of the independent variables 

previously entered into the model varied radically (e-g. doubled, moved by more 

than two standard deviations) each t h e  a new independent variable entered the 

model. This is discussed in more detail in the upcoming section pertaining to 

logistic regression analysis. 

Examination of the relationships between the dependent variable and the 

independent dichotomous variables. 

A chi-square statistic has been generated by way of cross tabulation to 

examine the relationships between the dependent variable and the dichotomous 

independent variables. The dichotomous independent variables include gender, 

utilization of physician services/phannacist services, depression, and three social 

support indicators (marital status, living with a spouse and Living alone). 
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The measure of association of two items is based on a chi-square statistic. 

The chi-square statistic assumes that no relationship between the two variables 

exist s (ie. null hypothesis). A large chi-square statistic provides evidence against 

the null hypothesis suggesting that a relationship between the variables does exia. 

How large the chi-square statistic needs to be to reject the nul1 hypothesis can be 

determined fiom a table of chi-square values. The values in the table are dso 

based on the accepted level of sigaificance that is, the pvalue. The p-value is the 

probability that the chi-square value obtained is a resdt of chance (Shott, 1990). 

For the purpose of this study the accepted level of significance was p c  0.05. 

Where the pvalue for the chi-square test fell below 0.05 this indicated that the 

that the chi-square statistic was not a redt of chance and the n d  hypothesis was 

not accepted. 

A phi-coefficient modifies the chi-square statistic for nominal data for a 

large sample (Norusis, 1993). Since thevalues of the independent variables and 

dependent variables are nominal, a phi coefficient was calculated. 



Examination of the relationshi~s between the de~endent variable and the 

inde~endent continuous variables. 

A t test has been employed to examine the relationship between the 

dependent variabIes and the independent continuous variables. Continuous 

independent variables include age, yean of education, three health status indicators 

(health these days, health for your age and the arnount of interference of daily 

activities due to il1 health), six health belief items, Iife satisfaction, and two items 

related to social support (nurnber of persons residing with the respondent and the 

total size of the respondents support network). The values of the t-statistic that 

reject the nuii hypothesis can be determined fiom a table of t vaiues. Results of the 

t-test are based on a confidence interval of  95% about the mean, and degrees of 

freedom ranging from 625 to 795. A t-value of greater than 1.960 @< 0.05) 

suggests a statistically signifiant relationship (Shott, 1990). 



Examination of a remsion mode1 of self-care to determine the impact of 

the independent variables on the de~endent variabIe at the multivariate level. 

Depending on the bivariate relationships, the final step for research question 

#2 hvolved logistic regression analysis of items significantly correlated to the 

dependent variable. 

Certain assumptions used for multiple regression techniques may be 

violated when the dependent variable is dichotomous. These include (a) the 

assumption of nomality and @) that predicted values cannot be interpreted as . 

probabilities (Norusis, 1993). The logistic regression model, unlike iinear 

regression anaiysis, does not assume that the distribution is normal or that 

variances are equai. Therefore, Iogistic regression is an appropriate multivariate 

technique to examine a dichotomous dependent variable. A regression model 

examines collineafjty amongst the dependent and the independent variables. 

Logistic regression is also used to determine probability coefficients that 

enable prediction about the effect that a change in the independent variable will 

make on the dependent variable. The expected probability or  likelihood is the 

factor by which the ability for the dependent variable depicting is Uely to change 

when an independent variable in the mode1 is incread by one unit. A p-value of 
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0.5 is the accepted limit for the l ike l i id  or probability that the event will occur. 

The forward stepwise seleaion method of logistic regression analysis has 

been employed for this study. The fonuard stepwise method begins with a mode1 

containhg only the constant. Logistic regression analysis is a procedure that 

examines each of the independent variables to determine whether they met removal 

criteria for insertion into the model. 

In forward stepwise selection, a residual chi square statistic is dculated 

fiom the Wald score statistic. The purpose of the residual chi-square statistic is to 

determine whether variable selection for the model should continue. The residual 

chi-square statistic tests the nul1 hypothesis that al1 the variables not in the rnodel 

are not wrrelated and ail coefficients are zero. If the observed level of significance 

is small thus rejecting the nuil hypothesis, variable selection for the equation 

should continue. If the observed level of significance is large, t hen one accepts the 

null hypothesis and variable selection s~ould case. 

The Wald statistic was used for removing variables fiom the model in the 

forward step method. As stated earlier, the Wald statistic has a chi-square 

distribution and tests the null hypothesis that a variable's logistic coefficient is O. 

The nul1 hypothesis is accepted when the significance level of the Wald statistic is 

greater than -05 (Norusis, 1993). Independent variables that are not significantly 
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correlated to the dependent variable wiil not be seleaed for entry into the model. 

Determinino the strennth of the contribution aenerated bv the indewndent 

variables in the mode[- 

The independent variables that have been selected for the model were 

examined in t ems  of the strength of the contribution of each variable to the model. 

This was determined by considering the value of the "R" statistic generated for 

each item entered into the model. The "R" statistic represents the partial 

correlation between the dependent and the independent variables. As siich, the 

"RN statistic indicates the contribution that each independent variable makes to the 

model. R values range from -1 to +1. The accepted positive or negative R value 

of -0.5 or is used to determine correlation within a signincance level of p < 0.05 

(Norusis, 1994)- 

Aiso of interest is the "Exp (B)" coefficient generated for each independent 

variable entered into the model. The Exp @) coefficient depicts the factor by 

which the dependent variable is impacted when the independent variable is 

increased by one unit. Additiondy, the logistic regession coefficient for each 

independent variable has been used to generate an equation for the model. 
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Testinn the model. 

A classincation table was employed to determine how weli the model fits 

the data. A classification table compares the extent to which an independent 

variable predicts the vaiability of the dependent variable compared to the actual 

observed fiequencies o f  the dependent variable. Each time an independent 

variable is added into the model, the classification table detennines the percentage 

of the study population for which the independent variable correctly predicted the 

dependent variable. The final "percent correct" predicted after aii the independent 

variables have been entered into the model will indicate how accurately the model 

predicted the abiiity for self-are (ie. houselyard work). 



In conclusion, the statistical analyses for this study have been presented. 

The methods employed included a description of the sample and the determination 

of the generaliiability of this sarnple. Also presented in this section was the 

process for answering the research questions #1 and #2. Research question #1 

focused on meaniring self-care for this sample using a self-care measurement tool 

based on Orem's mode1 of seEcare. In the second research question, the methods 

for examiring the relationship between self-care and the conditionhg factors 

posited by Orem have been discussed. 



Research Findings 

Research findings are presented in chapters five, six, and men. Cbapter 

five consists of a detailed description of the sample. Frequencies and measures of 

central tendency for the selected socio-dernographic variables will be presented. 

Additionaiiy, the generalizability of the sample to the MSHA Wi ipeg  sarnple and 

the Winnipeg population have dso been discussed in Chapter 5. Findings with 

respect to research questions #1 and #2 are reportai in Chapters six and seven 

respectively. 

5.0 Socio-demoara~hic Charactenstics of the Sam~le 

'. 
The sample for this study has been describecl using selected factors denved 

fiom the MSHA screening interview. These ïncluded age, gender, marital status, 

ethnicity, level of education, monthly income, living arrangement, health 

characteristics, the utiiiition of physician services within the past six months and 

the utilization of pharrnacist seMces within the past six months. 



Table 5.0 displays the fmluencies of the respondents ages in 

groups(n=809). Respondents ranged fiom 65 yean through to 101 years of age 

(mean=75.1 years). The majority of the respondents were between ages 65 to 79 

(75.9 %) years, while 24.1 % were 79 years and older. 

Table 5.0 Socio Demoma~hic - - Charactenstics: Age (n=809) 

Age in years 

65 to 69 

70 to 74 

Totals 

M = 75.1 years 
SD= 7.8 years 
Mdn= 75.0 yean 



As shown in table 5.1,6I -0% of the 809 respondents were women and 

39.0% were men. 

Table 5.1 Socio-demoara~hic Charactenstics: Gender (n=809) 

Gender 

Male 

Female 

Totals 

Marital status. 

As shown in table 5.2,6.4% of the sample reportcd never havhg been 

married (n= 809). Just over half were married or lived cornmon law (52.4 %, 

whiie 3.5% reported king divorced or separated. Wïdowed respondents 

accounted for 37.7% of the sample. 
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Table 5.2 Socio-demoga~hic Charactenstics: Marital Status (n-809) 

Marital status 

Widowed 

To tals 
Note. Totais do not equal809 due to missing values. 

Ethnicity has been coded as Canadian versus non- Canadian. Of the 760 

who responded, 352 were Canadian (46.3%) while 408 reported a varïety of 

ethnic origins (53 -7%). 

Level of education. 

As shown in table 5.3 the majonty of the respondents (99.6 %) reported 

having attended some formal schooli~~g (n= 809). Only 0.4% reported not having 

attended any formai school. The majority reported that they had attended or 
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completed primary school(19.00/0) or high sch001(52.1%). Aimost one-quarter 

(27.7 %) stated that they had attended colege or university andlor achieved one 

or more degrees. Also, 2.6% reported having attended other educational 

institutions. 



232 

Table 5 -3 Socio-demogauhic C haracteristics: Levels of Education (n=809) 

Education 

No formai schoohg 

Attended primary school 

Completed primary school 

Attended high school 

Completed high school 

Attended some coiiege 

Completed college 

Attended some university 

BA 

MA 

PHD 

Other 

Total 

M= 5.12 
SD=2.3 1 

Note- Totals do not quai  809 due to missing values. 



Monthlv income. 

In temu of monthly income of those who did report (n=637), average 

monthly incomes ranged nom $200 per month to $10,000 and higher (mean= 

$1869 per month). Monthly incomes ranging fiom $200 to $100 were reported 

by 3 1.6% of the respondents. The most cornmon range of monthly income eamed 

by 42.4% of the sarnple ranged fiom $1001 and $2000 monthly. Of those who 

responded, 16-90? reported earning between $2001 and $3000 monthly. In ihis 

sample, 9.3% of the respondents stated that they earned more than $3001 to 

% 10,000 dollars monthly. 

Older women tended to report that they were not aware of their monthly 

incorne resulting in 172 missing values ( 23% of the sample). Due to the large 

number of rnissing values, this income variable wili be used only to describe the 

sample and to examuie the generaüzabilib of this study sample to the MSHA 

sample and the general population. 



Table 5.4 

Socio-dernopcra~hic Characteristics: Average Monthiy Income (n= 809) 

n YO 
Average monthly incorne 

Total 637 100.0 

M =  S 1868.89 
S D  = $ 1457.78 
Mdn=$ 1500.00 

Note. Totals do not equal809 due to misshg values. 

As show in table 5.5,42.2% of the sample reported Iiving alone. Of those 

who did not live done, 48.7 % iived with one person, 6.3% lived with two persons 

and 2.7% of the sample lived with three penons. 



Table 5 -5 Living Arrangement ln=809) 

A) Living arrangement 

Live alone 

Live with sornwne 

Totals 

M=.58 
SD= .49 
Mdn- = 1.00 

B) Number of persons living with respondent 

Living alone 341 42.2 

One person 

Two persons 

Three or more persons 

Totals 



Health characteristic: Health these davs. 

Health characteristics were measured using four individual items. 

Respondents were asked to rate their own health in terrns of (a) health these days, 

(b) health for their age, (c) how much health troubles stood in the way of daüy 

activities and (d) the number of days during the past month spent sick in bed. 

The majority of the respondents consistentIy reported having good health, 

Frequencies for MSHA #39 reveaîed that 3 -5% of the respondents reported that 

their health was "poor or very poor" (see table 5 -6). Approximately one W h  

(19%) stated that their health was "not too goodn. The remainder (78%) 

considered their health to be "very good or pretty good" (n=807). 
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Table 5.6 Health Characteristic: "How is Your Health These Da-?" Ln=807) 

Health these days 

Very good 

Pretty good 

Not too good 

Poor 

Very poor 

Totals 

M = 2.02 
SD= 0.77 
Mdn = 2.00 

Note- Totals do not equal809 due to missing values. A 

Heaith characteristic: "How is vour health for vour aae?" 

Responses to MSHA # 4 1 regaqiing rating their health in general for their 

age indicated that 71.9% beiieved their health was ''excelient" or "good". As table 

5.7 shows, 23 -9% wnsidered their health to be fair for their age, while 4.2% stated 

that their health was poor or bad for their age(n-799). 
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Table 5.7 Hedth Characteristic: "How is Your Hedth for Your Ane?" (n=809) 

Health for your age 

Excellent 

Good for your age 

Fair for your age 

Poor for your age 30 3.8 

Bad for your age - 3 0.4 

Totals 799 100,O 

M =  2-10 
SD = 0.80 
Mdn = 2.00 

Note: Totals do not equal809 due to rnissing values. 

Health characteristic: "How much do health troubIes stand in the wav?" 

Table 5.8 depicts responses to MSHA question #44: How much do heaith 

troubles stand in the way of your doing the things you want to do? Approxhately 

one-fifth of the respondents (20.6%) stated that their health stood in the way "a 

great deal", 33 .O% said theu health stood in the way "a little" and 46% said their 

health did not interfere "at ail" (n=809). 



Table 5-8 

Health Characteristic: "How Much do Health Troubles Stand in the Way ?" 

{n=806) 

Health troubles stand in the way 

Not at all 

Total 

M =  1-35 
SD = 0.78 
Mdn = 2.00 

Note: Totals do not equal809 due to rnissing values. 

Health characteristic: "How rnanv davs have vou spent sick in bed?" 

In tenns MSHA question # 47, respondents reported spendmg fiom O to 30 

days in bed (mean =.3 days). The sarnple for this study spends little time il1 in bed 

as 94.3% reported spending O days in bed (see table 5.9). This health 

characteristic item related to the number of sick days spent in bed during the past 

month has been deleted tiom fùrther analysis due to a lack of variability. 



Table 5.9 

Health Characteristic: "How Manv Sick Days were S~ent at Home in Bed?" 

(n=809] 

Sick days in bed 

8 to 30 
Totals 

M =  0.29 
SD= 1.92 
Mdn = 8 -00 

Note: Totals do not equal809 due to rnissing values. 

Service utiiization, 

The seMces most frequently used by the sample are those of a general 

practitioner and a pharmacist. As s h o w  in table 5.10, 73.1 % of  the respondents 

reported using the seMces of a physician at least once in the past six months, 

while 26.9% had not. The services of a phannacist were utilued by 70.4% of the 

sample, with 29.6% report4 not having used pharmacist seMces (n=809). 



TabIe 5.10 Service utilization in Dast six months (n=808) 

Utilkation of services in past six months 

Used physician services 

Did not use physician senices 

Totals 

Used pharmacist services 

Did not use pharmacist services 

Totds 808 100.0 
Note: Totals do not equal809 because of missing values. 

To summarize, the sample for this study consists of adults aged 65 and 

older who are not cognitively irnpaired &d who reside independently in the 

community in W~nnipeg, Manitoba (n=809). The majority are female, aged 74 to 

79 years of age. Haif of the sample is married while over one-third are widowed. 

Approxirnately half of the sarnple reporteci being Canadian, while ethnic status for 

the other haifwas coded as "non-Canadian". The majority of the respondents 

attended or completed high school, with alrnost one-third having attended coiiege. 

Average monthly incornes for 42% of the sample ranged fkom between $1,000 and 
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$2,000 monthly. In terms of living arrangements, 42.3% iive alone while 48.7% 

lived with one person. In general, approximately 72% or more of the respondents 

in this sample consistently reporteci that their health was good or excelient (in 

general these days and for their age). A shilar majority reporteci that theu health 

troubles did not stand in the way of things they wanted to do and that they did not 

spend tirne in bed or in the hospital due to ili health. In terms of services, the 

majonty of the respondents (approximately 70%) utilize medical seMces such as 

physicians and phannacists. 

5.1 Generalizability of the Sample 

Cornparisons have been made in order to detennine whether or not this 

study sample is comparable to the MSHA Winnipeg sample and to the general 
\ 

Winnipeg population. The characteristics that have been compared include age 

group, gender, level of education, annual income, and living arrangements. AU 

characteristics are depicted for non-institutionalued elderly with the exception of 

the age distribution. Age groups for the Wuinipeg population include 

institutionalized elderly and non-institutionalued elderly. Age distributions for the 

non-institutionalized Winnipeg population were depicted in two age groups (Le. 



65-74 years ofage and 75 years of and over). This would have impeded 

cornparisons ofthe six age groups between the three samples (Le. 65 to 74 years, 

70-74 yean, 75-79 years, 80-84 years, 85-89 years, 90 years and over). 

The participants in the MSHA were 65 years and older LiWig 

independently in an urban or rural community in Manitoba, with varying Ievels of 

cognition. The sample for this study however, consists of urban Winnipeg 

residents who were screened as having no potential for cognitive impairment (Le. 

achieved a 3MS score 2 78). This may explain sorne of the digerences between 

the study sample, the MSHA Winnipeg sample, and the Winnipeg population. 

Table 5.1 1 compares the age groups for the study sample, the MSHA 

W~nnipeg sample and the Governent of Manitoba's data for the Wumipeg 

population. Age distributions for the Wuinipeg population include institutionaiized 

and non-institutionalized eiderly. The study sample is similar to the MSHA 
i 

wn*peg sample with the exception of those respondents aged 85 years and older. 

The 85 year and older age group in the MSHA was over sampled to emure 

sufficient numbers of persons in that age group. The proportion of the MSHA 
', 

Winnipeg sample aged 85 years and older was 16.1%. In the study sample and in 

the Winnipeg population respectively, 1 1.6 % and 9.9% of the respondents were 

"85 years of age and older". One possible explmation is that more of t he older 
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MSHA Wùuiipeg participants may have screened as exhibiting a potential for 

cognitive impairment compared to younger age groups. This may explain why the 

study sample has fewer persons over 85 than those in the MSHA W-peg 

sample. 

Table 5.1 1 Com~arison of A Q ~  Groups 65 Y w s  and Older ! 199 11. 

Study sample MSHA Winnipeg 
Winnipeg population 

sample 

Age groups n YO n YO n YO 

65-69 years 208 25.7 224 22.7 25,805 31.8 

70-74 years 164 20.3 189 19.2 20,590 25.3 

75-79 years 242 29.9 278 28.1 16,540 20.4 

80-84 years 101 12.5 137 13.9 10,230 12.6 

85-89 years 78 9.6 123 12.4 5,460 6.7 

90+ years - 16 - 2.0 37 3.7 3.2 2.640 - 
Totals 809 100.0 988 100.0 81,265 100.0 

Source for the study sample: 
Secondary data fiom MSHk Centre on Aging , University of Manitoba. 

Source MSHA Winnipeg sarnple: 
MSHA Research Group. (1995). MSHA Final Re~ort. (Table B 1, p 240). 
Centre on Aging , University of Manitoba. 

Source for Wuuiipeg population: 
Manitoba Bureau of Statistics (1994). Seniors in Manitoba: A Statistical 

Profile 1991. (MBS94-8) (Table 1, p. 6). Governent of Manitoba. 
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Table 5.12 depicts geader cornparisons of non-institutionalired persons 

aged 65 years and older for the study sample, the MSHA Wuuiipeg sample and the 

Wlnnipeg population. Gender distniution within the sample is consistent with the 

MSHA sample and the population That is, approxïmately 60% are women and 

40% are men. 

Table 5.12 Gender Cornparisons (1991 1. 

Study MSHA Wtnnipeg 
sample W'ipeg population 

sample 

Gender n YO n % n YO 

Totals 809 100.0 992 100.0 76,480 100.0 
Note: Figures for the Whnipeg population do not add to totals due to random 
roundhg. 

'. 
Source for the study sample: 

Secondary data Corn MSHA (1995). Centre on Aging , University of 
Manitoba- 

Source for MSHA Winnipeg sample 
MSHA Research Group. (1 995). MSHA Final Re~ort. (Table B I , p. 
240; Table D 1, p.249). Centre on Aging , University of Manitoba. 

Source for Winnpeg population: 
Manitoba Bureau of Statistics (1994). Seniors in Manitoba: A Statistical 

Profile 199 1. (MBS94-8) (Table 1, p. 6). Governrnent of Manitoba- 
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Table 5.13 compares the level ofeducation for the sample, the MSHA 

Winnipeg sample and the Winnipeg population aged 65 years and older. 

Approximately ten percent of the respondents in the cognitively intact study 

samp1e reported having obtained more high school and uaiversity education when 

compared t o  those in the MSHA Winnipeg sarnple and the Wuuiipeg population. 

The fact that more of the respondents in study sample completed high scbool and 

university is supported in that 20% more of the MSHA sample and 13% more of 

the W i i p e g  population completed primary school. W e  al1 three groups are 

non-institutionalired, one of the distinctions is that none of the respondents in the 

study sample are at risk for cognitive impairment. The higher level of education 

exhibited by the study sample may suggest a correlation between education and 

higher 3MS scores. 



Table 5.13 Com~arisons of Education Level for A- 65 Years and Older 
(1 99 1). 

Study sample MSHA Winnipeg Winnipeg population 
sample 

Education n YO n YO n % 

Lessthangrade9 152 18.9 415 42-5 25,385 33.2 

Grades 9- 13 409 50.8 380 39.0 29,450 38.5 

University & non- 245 30.3 - 180 - 18.5 21.635 28.3 
university 

Totals 806 100.0 975 100.0 76,480 100.0 
Note: Totals for the study sample do not equal809 due to missing values. 
Totals for the MSHA Winnipeg sarnple do not equal992 due to Mssing values. 
Totals for the Wuuiipeg population do not equal 76,480 due to mïssing vaiues. 
Figures for the Winnipeg sample do not add to the total due to random rounding. 

Source for the study sample: 
Secondary data fiom MSHA(1995). Centre on Aguig , University of 
Manitoba, 

Source for MSHA sample: 
MSHA Research Group. (1995). ~ S H A  Final Report. (Table B 1, P.24 1). 
Centre on Agi& University of Manitoba. 

Source for population: Manitoba Bureau of Statistics (1 994). Seniors 
in Manitoba: A Statistical Profile 1991. (MBS94-8) (Table 2, p. 8). 
Govemment of Manitoba. 

In terms of annud income, a larger percentage of the study sample reported 

having an annual income over $1 5,000. Compared to the MSHA Winnipeg sample 

and the Wuuiipeg population respectively, appdmately 6% and 13% more of the 



sample have annual incomes over S 15,000. The larger annual incomes reported by 

the sample may also be linked to the propensity of this group for higher education 

and higher MMSE scores compareci to the MSHA sample and the Wuuiipeg 

population. These cornparisons are depicted in Table 5.14. 

Table 5. 14 Com~arisons of the Annual Income and Average Annual Income 
(1991). 

Study MSHA W ' i p e g  
sample Wuuiipeg population 

sample 

$15,000 andup 374 58.7 - 392 - 52.1 34.150 45.1 

Totals 637 100-0 754 100-0 75,760 100.0 

Note: Totals for the snidy sarnple do not equal809 due to missing values. 
Totals for the MSHA Winnipeg sample do not equal992 due to missing values. 
Totals for the Winnipeg population do not equal 76,480 due to missing values. 

Source for the study sarnple: 
Secondary data fiom MSHA(1995). Centre on Aging, University of 
Manitoba. 

Source for MSHA Winnipeg sample: MSHA Research Group. (1995). MSHA 
Final Report. (Table BI, p. 242). Centre on Aging, University of 
Manitoba. 

Source for Winnipeg population: 
Manitoba Bureau of Statistics (1994). Seniors in Manitoba: A Statiaical 
Profiie 1991. (MElS94-8) (Table 13, P.24; Table 14, p.26). Goveniment of 
Manitoba. 



In tenns of Living arrangement for the three non-institutionalized samples, 

1.9% more of the MSHA Wuinpeg sample lives alone compared to the sample 

(See Table 5-15). Perhaps fewer well elderly respondents in the sample are 

widowed. Compared to  the Wuuiipeg population, 7.7% of the study sample lives 

aione. It may be that respondents in the sample are cognitiveiy intact and 

therefore, more likely to be able to tive alone than respondents in the Winnipeg 

sample that indudes elderly with cognitive impairment. 



Table 5.15 Com~arison of Livina Arrannements (1 99 1). 

Sample MSHA Winnipeg 
Winnipeg population 
sarnple 

Living alone 341 42.2 433 44.1 26,010 34.5 

Live with someone - 468 - 57.8 - 548 - 55.9 49.395 65.5 

Totals 809 100.0 981 100.0 75,405 100.0 

Note: The total for the MSHA Winnipeg sample does not qua1 992 due to misshg 
values. 
The total for the Wuuiipeg population does not equal76,480 because o d y  private 
households were considered. Pnvate Households refer to perrons residing in a 
private dweiling who do not have a usual residence elsewhere in Canada. 
Persons residing in institutions were not included in any of the figures. 

Source for the study sample: 
Secondary data fiom MSHA Centre on Aging , University of Manitoba. 

Source for the Winnpeg MSHA Sample: 
MSHA Research Group. (1 995). :MSHA Final Re~ori. (Table B 1, P. 242). 
Centre on Aging , University of Manitoba- 

Source for Winnipeg population: 
Manitoba Bureau of Statistics (1994). Seniors in Manitoba: A Statistical 
Profile 1991. (MBS94-8) (Table 14, p. 26). Governent of Manitoba. 
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T o  summarize, the representative nature of the sample for this study to the 

MSHA Wuuiipeg sample and the Winnipeg population is characteristic specific. 

The sample is more consistent with the Wumïpeg population in tenns of age. 

Uniike the MSHA Wuuùpeg sample where respondents over the age of 85 were 

over-represented, the age distniution of sarnple for this study matches that of the 

general population. In ternis of education, a greater portion of  the study sarnple 

have achieved university education than the MSHA Wumipeg sample and the 

Winnipeg population. For annual incorne and Living arrangement, the sample is 

more similar to the MSHA WuYlipeg sarnple than the Woipeg population. The 

sarnple reports a higher annual income than that of  the Winnipeg population. In 

the study sample, 42.2% of the respondents iive alone compared to 34.5% the 

W ~ p e g  population. 

These findings may reflect the variation between the three groups with 
i 

respect to cognitive impairment. Participants in the study sarnple include only 

those persons who are cognitively intact, while the MSHA Wuuiipeg sample and 

the Winnipeg population include persons with cognitive impairment. The absence 

of cognitive impairment in the study sarnple may explain why the study sarnple 

demonstrates the following distinctions: (a) a smaller proportion in the 85 year old 

and over age category, (b) a higher level of education, (c)higher annual income and 
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(d) a higher proportion of persons living alone. The larger incomes reported by 

the sample may also be related to their reported level of education. Concumntly, 

the comparatively greater education reported by this sample may dso be associated 

with the better MMSE scores since the sample consists of oniy those who achieved 

MMSE scores greater than 78. Based on these analyses, caution is wmanted with 

respect to the generalizab'ity of the findings. 



Research Fiigs: Resuirch Question #1 

In this chapter, hdings for research question # 1 are reported. Research 

question #1 asks: 1s the SM1 a reliable and valid masure of the three components 

of self-care as posited by Orem's mode1 of seFcare? The foilowïng caiculations 

for individual items, the sub-sales, and the total seScare score are presented: (a) 

fiequencies, (b) meàian spiit fiequencies, (c) chi square test of independence, (d) 

Pearson's r correlations, (e)Kappa coefficient of concordance, ( f )  Kudar 

Richardson's test of reliability and (g) cluster anaiy sis. 

6.0 Freuuencies 

Frequencies have been deterrnined for the individual MSHA best matched 

items paralleleci to select SM. items. A review of the resulting fkequencies 

'. 
indicated the need for two revisions. 

The first revision involved recodig the items that examine memory. 

MSHA respondents' short tenn memory abilities were determined using question 

3MS(2) while their long term memory ability was ascertained using question 

3MS(4). 
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To recap briefly, the MSHA question 3MS(2) requests respondents to 

repeat three words, nameIy "shirt, brown, honesty" immediately afker hearing the 

words repeated by the interviewer three times. Five minutes later, respondents are 

asked to recall the words again (3MS(4)). In both cases, a perfect score of Rine is 

obtained when respondents repeat aU three words correctly without cues. A score 

of six is  awarded when al1 three words are correctly recalled foiiowing one verbal 

cue nom the inte~ewer. If more than one cue is required, scores of l e s  than six 

are awarded. Initially, the decision had been made that if any cues fiom another 

person were required then self-care would be rated as "hadequate" resulting in a 

score of "zero". This coding method was revised and is describe here. 

Upon analysis it was noted, that for most self-care behaviours, 90 to 99% 

of the sample demonstrated adequate self-care ability, with the exception of 

"recaii". According to the initiai calculation, only 37% of the respondents in this 
L 

sample demonstrated adequate recall. This discrepancy necessitated a rethinking 

of the definition of "adequate" for the recall items. Upon reflection, it seemed 

reasonable that an individual requiring one cue to accurately recd three unrelated 

words could still demonstrate adequate recd ability. Hence, the wding for the 

"recall" item was re-revised. 

Consequently, for the MSHA questions 3MS(2) and 3MS(4), a score of six 
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to nine was recoded as "L=adequate". This enabled respondents to achieve a self- 

care score of "one" even ifthe respondent required one cue in order to repeat the 

three words. Regardless of whether they reqWred a cue, as long as respondents 

correctly recded the three words their self-care in tems of memory was 

considered adequate. An SMI score of "O=inadequatel' was awarded for an 

MSHA score of five or less in cases where the respondent required multiple cues 

or if words were rnissed. 

The second revision resulted Corn the limited varïability of the data. 

Frequencies of several items demonstrateci less than 5% variability. For several 

items, 95% or more of the responses fiom the sample were rated as having 

"adequate" self-care ability. Given those proportions, the data would have been 

difncult to analyze in tems of cornparisons and correlations. Items where 95% or 

more of the sarnple reported being capable of "adequate" self-care ability were 

deleted from the analysis so that demonsiration of associations would be possible. 

Initiaiiy, a total of 28 MSHA best matched items from Tables 4.0,4.1 and 

4.2 were recoded to refiect the SM1 measurement tool involving developmental, 

health and illness self-care sub-scales. Items that were deleted are show in table 

6.0. These include nine of the 20 developmental self-care items, one ïiiness self- 

care item, and two of tbe seven health seif-care items. 
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The illness sub-de consisted of only one item, narnely, "the ability to take 

rnedications". Since 98.3% of the sample was identifieci as having adequate ability 

to perform the illness self-care behaviour, the illness subscale has been excluded 

fiom fiirther d y s i s .  
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TabIe 6.0 

MSHA Items Removed fiom Further Analvsis with < 5% variabilitv (n=809). 

Self-care behaviours Adequate self-care 

n YO 
- - 

Developmentai Self-care Items 

Sitting balance 787 97.3 

Ability to walk 795 98.3 

Ability to get out of bed 808 99-9 

Abiiity to dress 80 1 99.0 

Orientation to tirne and place 79 1 99.1 

Short term memory 79 1 97.5 

Language ability 784 97.2 

Takes care of appearance 807 99.8 

Support system for help 

Iilness Self-care Items 

Take own medications 

Health Self-care Items 

Control of boweis 767 94.9 

Self-presexvation/ use of the telephone 799 98.0 
Note: Totals do not equal809 due to missing values. 
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To summarize, for this study, one of Oreds three self-care sub-scales has 

been deleted. The illness self-care sub-scaie has been eiiminated fkom the 

remainder of the analysis. The remaining two sub-scaies are compnsed of an 

eleven item developmental component and a five item health self-care dimension. 

The developmental sub-scaie value ranges £tom O to 1 1 whiie the health 

seKcare sub-sale score ranges from O to 5. The range values are based on the 

fact that in the SMI each item is valued at either "O = inadequate" or " 1 = 

adequate". The Ga1 scaie was created by calculating the cumulative total self-care 

score. The total self-care score scaie is deterrnined by generating a cumulative 

total of the 16 items fkom the developmental and health self-care sub-scales. The 

value of the total se*care score sale  ranges fiom zero to 16. Frequencies for the 

sub-scales and the cumulative self-care score sub-scale have been calculated. 

The fiequencies iiiustrated in table 6.1 pertain to the 16 individual MSHA 

items that parailel Orem's developrnental 'and health sekare behaviours as 

measured by the SM1 tool. Frequencies for the self-care items showed that for al1 

items at least 70.5 % of the sample is able to adequately perfom the ta&, with the 

exception of the yard work item. For yard work, only 60.5 % of the respondents 

reported having adequate ability. Twenty-five to forty percent of the respondents 

reported limitations for the foliowhg developmental items: yard work, eyesight, 



emotionai support, light housework and hearing. 

Frequencies for the five health seif-care items show that for al1 items at least 

73.6 % of the sample reporteci adequate seif-care. The most problematic self-care 

health items were related to digestive fiction (26.4%) and respiratory fiuiction 

(20.0%). Meal preparation was lean problematic (6.7%) (se Table 6.1). 
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Table 6.1 
Frequencies for Individual Develo~mentaî and Hedth Self-care Items !n=8091 

adequate not adequate 

n % n % 

Developmental seEcare items 

Yard world muscle strength 

Eyesight 

Emotionai suppon 

Heavy house worW range of motion 

Hear ing 

Spell word backward/ attention 

Nerves / ability to cope 

Recd 3 words 

Income 

Follow directions 

Transportation 

Health Sewcare items 

Respiratory hc t ion  

Digestive fùnction 

BIadder fitnction 

Kidney hinction 

Note. If totals for (n) m r e d  adequate and (n) scored inadequate do not eqwl 
809, the remainder represent misshg values. 
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Developmental and health s e k a r e  sub-des  have been created by 

calculating the cumulative scores for each component. The developmental self- 

care sub-scale score ranged from two to 11 points, while the health self-care sub- 

scale score ranged from zero to five points. 

As table 6.2 shows, 16.5% of the sample reported having adequate self-care 

abiiity for aîi developmental self-care items. No respondent indicated having 

hadequate self-care ability for ail developmental seScare items. Frequencies are 

caiculated for respondents only where no rnissing values existed. The mean 

number of developmental self-care abilities was 8.2. The median was 8 items (n = 

809). 



Table 6.2 Deveio~mental Self-care Sub-scaie Fr-uencies. (n=809) 

Developmental sub-scale score/number of items reported by 
respondents as having adequate selfcare abüity 

2 of 11 items 

3 of 11 items 

4 of 11 items 

5 of 11 items 

6 of Il items 

7 of 11 items 

8 of 11 items 

9 of 11 items 

10 of 1 1 items 

I l  of I l  items 

Totals 

M =  8.2items 
Mdn = 8.0 items 

Note- Totals do not equal809 due to missing values. Respondents had to have 
answered ail questions to be included in the score. 

Frequencies for heaith self-care items are displayed in table 6.3. Results 

show for one individual within the sample al1 five health self-care items were 

scored as "inadequate" . The results indicate that 5 1.1% of the sample scored a 

rating of "adequate" for aii health self-care behaviours. The mean for adequate 

health self-care was 4.3 items. The median number of items was four items. 



Table 6.3 Health Seifkare Sub-scaie Freauencies [n=809) 

n VO 

Health self-care sub-sale scoreshumber of items reported by 
respondents as havhg adequate seifcare ability 

O of 5 items 1 

1 of 5 items IO 

2 of 5 items 30 

3 of 5 items 105 

4 of 5 items 247 

5 of 5 items 41 1 

Totals 804 

M = 4.3 items 
Mdn = 4.0 items 

Note. Totals do not equal809 due to misshg values. Respondents had to have 
answered aii questions to be included in the score. 

Frequencies for the cumulative self-care score for developmental and heaith 

self-care behaviours have been computed. The total self-care score of this scde is 

depicted in table 6.4. The cumulative score ranges fkom 3 to 16. The table shows 

that the majority of the sample scored a rating of "adequate" self-care for a range 

of 12 to 15 items. Five percent of the respondents were rated as "adequate" for aii 

self-care items. The average number of self-care behaviours performed by the 

respondents that were rated as "adequaten is 12.5. The median number of s e k e  

items is 13.0 (n = 770). 



Table 6.4 Total SelScare Scale Freauencies ln=8091. 

-- - 

Total self-care sa le  score/nurnber of items reported by respondents 
as having adequate self-care ability 

3 of 16 items 1 - 1  

6 of 16 items 

7 of 16 items 

8 of 16 items 

9 of 16 items 

IO of 16 items 

1 1 of 16 items 

12 of 16 items 

13 of 16 items 

14 of 16 items 

15 of 16 items 133 17.3 

16 of 16 items 

Totals 

M d n  = 13 -0 items 
Note. Total does not equal809 due to missing values. Respondents had to have 
answered al1 questions to  be included in the score. 



6.1 Examination of the Relationshi~s between the Self-care Sub-scales and the 

Cumulative Scale Scores based on the Correlation of Median Vaiues 

A median split method was performed on the developmentai and heaith 

sub-scales as weiî as the cumulative total self-care scale. Table 6.5 depicts the 

median for each sub-scale and the cumulative d e  as weli as the fiequencies for 

each median. Based on a total of 774 responses in the developmentd s u b - d e ,  

5 1.3% of the sample is rated as below the median of eight developmental self-care 

items. Simply stated, 5 1 -3% of the sample penormed less than 8 developmental 

self-care items. For the sample, 48.7% rated themselves as having "adequate" 

ability to perform developmentd behavioun for more than 8 out of 11 items. 

For the health self-care d e ,  based on a median of 4 items, 48.9 % of the 

sample were below the median, whiie 5 1.1% were above the median (n = 804). 

The total self-care scale is based on 770 responses with a median of 13 items. The 

cumulative score indicated that the self-aire abiiity of 6O.Yh of the respondents 

were below the median, while 39.1% were scored as being able to score more than 

the 13 behaviours. 



Table 6.5. Median Split Freauencies (n=809) 
- - 

Below median Above median 

Development al self-care sub-sale 

Mdn = 8 

Health self-care sub-sale 

Mdn = 4  

Total self-care scale 

Mdn = 13 
Note: Totals do not equal809 due to misshg values. Respondents had to answer 
alï questions to be included in the score. 

Determining whether respondents self-care ability in on self-care dimensions 

is correlated to their self-care abitity in another self-care dimension or in their total 

self-care abilitv. 

A chi-square test of independence has been computed to examine whether 

the s e k e  sub-scaies and cumulative scales are independent. The test 

determines whether respondents whose self-care ability in one sub-scale is related 

to their performance in another sub-sde or d e .  The test assumes that 
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respondents' developmental seff-care abilities are not correlated to their health self- 

care abiiity or their total self-care score. The high values of the chi-square statistic 

( p = 0.00) suggest that the i tem withïn the sub-scales and the cumulative sale 

score are strongiy associateci (see table 6.6). Pearson's correlation coefficients 

provide additional support for this as shown fater in this chapter. 



Table 6.6 Chi-wuare Test of Independence (n=809) 

Healt h selfkare sub-scale 

Below median Above median Total 

Developmentd seifcare sub-scaie 

Below median 250 146 396 

Above median - 124 - 250 - 374 

Total 374 396 770 

Total self- care-sale 

Below median Above median Total 

Developmental self care sub-scaie 

Below median 228 O 228 

Above median - 168 - 374 - 542 

Tot al 396 374 770 

Chi-square = 305.9 , df = 1, p = .O0 (2-tailed) 

! Hedth self-care sub-scale 

Below median Above median Total 

Total self-care scde 

Below median 

Above median 

Total 

Chi-square = 164.6 , df = 1, p = .O0 (2-tailed) 
Note: Totals do not qua1 809 due to missing values. Only respondents who 
answered ail 16 items are included here (n = 770). 
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6.2. Examination of the Reiationshi~s between Individual Self-care Items and 

Self-care Sub-scales and the Cumulative Self-care Scale Scores 

Pearson's r correlation coefficients have been calculateci to determine the 

strength of the relationships between individual items, sub-scales and the 

cumulative total seKcare scaie scores. Based on a power calculation of 80% for 

five percent variation, a correlation coefficient of -3 or more is considered 

significant. Any lower correlation coefficients cannot be considered significant 

based on the large sample size (Hasard, 1991). 

Three significant relationships emerged in the developmentai self-care sub- 

scale (see table 6.7). The three correlated pairs of items include: 

(a) house work and yard work (r = -60, p<.Ol), 

(b) house work and the ability to access transportation (r = -36, p < -01) and 

(c) yard work and the abiiity to access transportation (r = -32, p < -0 1). 





As mentioned earüer a Kappa coefficient of concordance allows the 

cornparison of two correlated seKcare items for the same individuals (Norusis, 

1993). For example, is the respondent who has been rated as being able to do 

house work dso rated as able to do yard work? Since the Kappa statistic 

normalizes the dinerence between the items, a Kappa vdue of "zero" would 

identfi that there is no congruence of selfkare items across individuals. On the 

other hand, a Kappa value of "onew provides supporting evidence that conpence 

does exist between items (Norusis, 1993). 

Looking at the relationships that exist within the developmental seKcare 

sub-scde the following Kappa values were computed. 

(a). Ability to do house work and yard work: Kappa = .57 (SE = -03, p = -00); 

(b) Ability to do yard work and ability to access transportation: Kappa = -21 

(SE = .03, p = -00) and (c)AbiIity to do house work and abiiity to access 

transportation: Kappa = -30 (SE = .04,6.=.00). 

These findings suggest that of the three correlated pairs, those respondents 

who were ra t4  as being able to perfonn yard work were also most likely to have 

been reported as being able to perform house work and access transportation. The 

correlations were weak, even though they were significant @- .00). However, as 

stated earlier, coefncients ofless than .3 cannot be considered significant based on 
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the large sample size (Hassard, 1991). Hence, acceptable levels of congruence 

exist between respondents who could do their house and yard work and those who 

could do their house work and access transportation. 

Examination of the correlation between individual health self-care items. 

Person's correlation coefficients for the health seScare items were 

insignificant es evidenced by the low correlation coefficient (see table 6.8). Since 

no relationship emerged, a Kappa test of congruence was not performed. 

Table 6-8 Pearson's r Correlations between Health Self-care Items (n=809). 

Respiratory Digestive Bladder Kidney Meal 
Prep 

Eeaith sewcare items 

Respiratory -- .17** .09* .13** .OS* 

Digestive .17** - .16** .07* .O3 

BIadder .09** .16** -- .23** .O 1 

Kidney . 13* * .07* .23** __. .O6 

Meal preparation .OSS .O3 .O 1 .O6 --- 
**Correlation is significant at the -01 level(2-tailed). 
'Correlation is sigdicant at the .O5 level(2-tded). 
Note. (II) varies for each item based on misshg values. 



Examination of the correlation between develo~mental and health self-care 

items. 

Table 6.9 depicts a Pearson's correlation rnatrix for items from the 

deve1opmental self-care sub-scale and items Eom the health self-care sub-scaie- 

Two signifiant associations emerge: (a) the ability to do house work and the 

abTty to prepare meals (F -32, p < -01) and @) the ability to access transportation 

and the abiiity to prepare meals (F -33, p (01). 
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Table 6.9 Pearson's r Correlation between Individual Items in the Developmental 

Self-care and Health Self-care (n=809). 

Health self-care items 

Respiratory Digestive Bladder Kidney Meal prep. 

Developmental items 

Yard work 

Eyesight 

Emotional support 

Eousework 

Hearing 

"WORLD" speii 

Nerves 

Recall3 words 

Income 

Follow directions 

Transportation 

**Correlation is significant at the -01 level(2-tailed). 
*Correlation is significant at the -05 Ievel(2-tailed) 
Note. (n) will Vary due to missing values of individual items. 

The value of the Kappa measure of congruence for the meai preparation 

item and the house work item (Le. -24, SE = -04, p = .00) was below the acceptai 

level. The Kappa value for the ability to prepare meals and the ability to access 
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transportation also demonstrated lunited significant association at .32 (SE = -06, p 

= -00). This suggests that those ïndividuals in the sarnple who could prepare theu 

own meals were more Likely to be able to access transpoxtation. 

Examination of the relationshi~s between develo~mental self-care. health 

self-care and the cumulative self-care sale score. 

Sub-scales for developmental self-care and health self-care items have been 

developed. The range for the developmental scde is zero to eleven, while the 

score for health self-care ranges nom zero to five- Similady, a cumulative total 

self-care score was also computed with a range of O to 16. Associations between 

these sub-scaie scores and the cumulative scale have been exarnined. Some strong 

correlations emerged. The correlation coefficient between (a) health seKcare and 

developmental seIf-care sub-scales was 36 @ col),  (b) health self-are and 

cumulative self-we sub-scale was -68 @ c -01) and (c) the cumulative self-care 

scale and the developmental self-care ab-scale was -93 @=.01). 

Nunnally (1996) states that where correlation coefficients are greater than 

-75, the items are potentially redundant and interchangeable. The correlation 

coefficient of -93 suggests that the cumulative self-care scale and the 
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developmental self-care sub-scaie are so closely related that both provide the same 

information about the sampie. This is not sirprking as the majority of the items in 

the cumulative score are derived from the developmental sub-scaie. Hence, it was 

reasonable to deiete either the developmental sub-sale or the cumulative scale 

fiom the rnatrix, The decision was made to deiete the cumulative selScare score 

scale ieaving hvo distinct sub-des ,  namely developrnental and heaith ~ e ~ c a r e .  

~ h e  lower comlation between the developmental and the health sub-scales 

(r = .36, p< -01) suggests that the items in the sub-scales meanire distinct 

concepts. This lower correlation supports the importance of recognizing 

developmentai self-care abilities as a component of self-care. 

At the same time, the positive direction of the relationship between the sub- 

scales suggests that as the respondents' ability to perfonn developmental self-care 

behavioun increased, their ability to perfom health seIf-care behaviours may aiso 

increase. The scatterplot in Figure 6.0 demonstrates that no clear Iinear 

relationship exists between developmental and health seScare sub-scales. The 

relationship (r = -36 @ <.01) is evidenced by the "cornering" displayed in the 

scatterplot. 



Heatth self-care sub-scale 

Figure 6.0. 

Scatterplot: The relationship between developmental and health self-care 
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6.3 Examination of the Intemal Consistencv of the Developmental SeScare Sub- 

scale. the Health SeIf-care Sub-scaie and the Cumulative Self-care Scale 

In the next step, rel.iability testing for internai consistency was penormed 

using the Kuder Richardson's reliability procedure. While Cronbach's alpha 

examines intemal consistency of items with more than two values, Kuder 

Richardson's procedure tests interna1 consistency of scales 6 t h  dichotomous 

variables. K-R 20 co-efficients were calculated for the 1 1 items within the 

developmental self-can sub-scaie, the five items within the health self-care sub- 

scale, and for ail 16 items that together comprise the total self-care score. For the 

purpose of this research, a K-R 20 coefficient of -7 is used as the lower acceptable 

limit. 

Develo~mentd self-care sub-scde. 

A low K-R 20 coefficient of 0.52 for the 11 developmentai items is 

consistent with what could be expected given the low degree of correlation 

between the developmental items demonstrated earlier in table 6.9 (see table 6.10). 

Whiie the reliability coefficient is not drarnatically increased by deleting any of the 
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1 1 items, a slightly higher K-R 20 coefficient can be achieved by deleting three 

developmental items. The three items include (a) emotional support (K-R 20 = 

.54), (b) memory recall of three words (KR 20= -54) and (c) attention span /spell 

"world" backwards (K-R 20 = S3). 

Two developmental behaviours that have the largest positive impact on the 

reliabiiity coefficient of the developmental sub-sale score are (a) the respondent's 

ability to do yard work and @) the ability to do housework. As the table 

demonstrates, if the item for yard work were deleted the K-R 20 coefficient would 

decrease to -43. The sarne coefficient reduction would be evident if the item 

depicting respondents' abiities to do heavy housework was deleted. 
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Table 6.10 K-R 20 Coefficient Values for the Develobmentai Self-care Sub-scde 

K-R 20 =.52 

K-R 20 if item deleted 
- - - 

Developmental seScare sub-scde 

Yard work 

Eyesight -46 

Emotional support -54 

Housework 

Hearing 

"WORLD" spell 

Nerves 

R e d 3  words 

Income 

Follow directions -52 

Transportation -48 

The health self-care sub-scale. 

Previously, the Pearson's r for health self-care sub-scale items suggested 

that no inter-item correlations existed. The Iow K-R 20 coefficient (-37) fùrther 

supports this finduig (see table 6.1 1). There is üttie improvement in the reliabiiity 

coefficient when any of the five individual items are deleted. The increase in the 

K-R 20 coefficient is negiigible (-39) when the health seüicare behaviour related to 



the ability to prepare meals is deleted. Ifthe seScare items related to respiratory 

fùnction and bladder fùnction were deleted, the health seK-care sub-sale would be 

even less reliable. Ifeither of these two items is deleted, the K-R 20 coefficient 

would be reduced to -29 in each case, 

Table 6.1 1 
Reliability Analvsis for the Health Self-care Sub-scale: K-R20 Coefficient- 

K-R 20 = -37 

K-R 20 if item is deleted. 

Health seScare sub-scale items 

Respiratory fiinction -29 

Digestive hnction .3 1 

Bladder ftnction -29 

Kidney fùnction -30 

Ability to prepare meals -39 

Reliability testirtg Cumulative self-care scale. 

When all 16 variables were considered simultaneously, the K-R 20 

coefficient alpha was -60. It should be noted that as the number of items in a 

reliabüity analysis hcrease, the K-R 20 value will also increase. Even so, the 

overall low K-R 20 coefficient is indicative of a lack of intemal consistency. Table 
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6.12 shows the K-R 20 coefficient when items are deleted. Similar to those items 

identified for the individual sub-scale items, it appean that K-R 20 value would 

only be marpinally irnproved by deleting the following items: emotiond support 

(K-R 20 = .63), attentionlspell "world" backwards (K-R 20 = -62) and memory 

recail (K-R 20 = -6 1). 



Table 6. 12 
Reliabilitv Analvsis for al1 Items in the Total Self-care Scale: K-R 20 Coefficient 
- - - - -- - - - 

K-R 20 coefficient = -60 

K-R 20 if item deleted 
- - - 

Total seKcare scale items 

Yard work -53 

Eyesight -56 

Emotional support -62 

Housework -54 

Hearing -58 

" WOlUD" speii -62 

Newes -56 

R e d 3  words -61 

Income -60 

Foliow directions -60 

Transportation -58 

Respiratory fbnction -58 

Digestive function -59 

Bladder fiinction -59 

Kidney fùnction -59 

Meal preparation -58 



6.4 Examination of Self-are Items to Determine if th- fall into Orem's Distinct 

Theoretical Categones 

A cluster anaiysis provided additional support regarding the iimited 

correlation between item and Orem's theoretical sub-scales. Findings are 

displayed using tables and dendogram for the two sub-scales and then for the 

cumulative total self-care score scale. 

Develoomental seScare sub-scale. 

In table 6-13? items within the developmental self-care sub-scale are 

grouped according to t heir Euclidean distance coefficients. Usualiy, clustering is 

stopped as the increase between two adjacent steps becomes large (Norusis, 

1993). 

It appears that while the developmental items are not far apart, they are 

not linked closely together. Two main clusten emerge however. The fkst cluster 

consists of the following three developmental variables: (a)ability to foilow 

commands, (b) abiiity to access transportation and (c) satisfaction with income. 
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The second cluster consists the fouowing two developmental variables (a) yard 

work and @) house work. 

The first c lus te~g  ofthe three items (a) the ability to follow directions, (b) 

the ability to access transportation and (c) satisfaction with income is inconsistent 

with the 1ow inter-item correlation determineci. The low correlation between three 

items was demonstrated previously (see table 6.7). Additionally, reliability testing 

revealed that the K-R 20 value (-52) was not affected when the items related to 

income satisfaction and the ability to follow directions were deleted (see table 

6.10). 

The second cluster, comprised of the "house work" and "yard work" items 

reflects stronger correlation and higher K-R 20 coefficients (see table 6.13 and 

figure 6.1). 



Table 6. 13 Euclidean Distance Coefficient Values for the Developmental Self-care 
Sub-scale Items 

Euclidean 
distance 

Stage Itemswmbined 

1. Ability to foliow command with adequate transportation 

2. Satisfaction with income merged with cluster in step # t 

3. Yard work merged with housework 

4. Memory recall merged with cluster developed in step #2 

5.  Ability to cope merged with cluster developed in step #4 

6. Attention ability merged with cluster developed in step#5 211.2 

7. Hearing abiiity merged with cluster developed in step #6 234.0 

8. Cluster developed in step #3 merged with vision 247.0 

9. Emotionai support merged with cluster fiom step 7. 257.1 

10. Cluster developed in step 8 merged with cluster 8 269.3 
developed in step 9 

Note- The large distance between the clustered items between step #1 and aep# 10 
is evident by the Euclidean distance between the clusters (Le. 120.0 in step #I  
compared to 269.3 in step #IO). 



Fimire 6.1. Dendogram depicting cluster analysis for items in the developmental 
self-care sub-scaie. 

Cluster analvsis: Health self-care sub-scale. 

'. 
Table 6.14 displays the distances between health self-care items and the 

order in which the items cluster. It is evident that the distances between the health 

self-care items are greater than the distances between developmental items. This is 

consistent with the low K-R 20 coefficient values for the health self-care items (K- 

R 20 = .37) compaml to the developmental items (K-R 20 = -52). 
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Table 6.14 Euclidean Coefficient Distance Values for Items in the Health Self-care 

Sub-scde 

Euclidean distance 
coefficient 

- - -- 

Stage Items comb'med 

1. Kidney and bladder function 1 14.0 

2. Meal Preparation merged with #l 122.0 

3. Pdmonary fùnction merged with #2 186.3 

4. Digestive hnction merged with # 3 230.3 

Note. The large distance between the clustered items #1 and step #4 is evident by 
the Euclidean distance between the clusters (Le. 1 14.0 in step #1 compared to 
230.3 in step #4). 

Nonetheless, one cluster seems to emerge based on table 6.14 and the 

dendogram in figure 6.2. The cluster consists of three items, namely kidney 

function, bladder function and the ability to prepare meals. The Pearson's r 

caiculation does not reflect the clustering as none of the items that clustered were 



Fieure 6.2. Dendogram depicting cluster anaiysis of health self-care items. 

Cluster analvsis: Cumulative self-care scale, 

Lastly, a cluster analysis was performed for the cumulative self-care scale 

which includes al1 16 developmental and health self-care items. Table 6.15 

demonstrates how the 16 items cluster based on the Euclidean distance coefficients 

between the items. 



Table 6-15 Euclidian Distance Coefficient Values for Items in the Cumulative Self- 
care Scale 

Euclidean distance 

Stage 

1. 

2. 

3, 

4 

5 .  

6.  

7. 

8. 

9 

1 O. 

11. 

12 

13. 

14 

15. 

Items wmbined 

"Ability to access transportation" & " Abiiity to prepare 
meals" are merged. 

" Adequate kidney fùnction" & "Adequste bladder 
hc t i on"  are merged 

Merge clusters deveioped in step #1 and #2. 

"Ability to follow cotnntands" & "Satisfaction with 
income" merged. 

The 6 items clustered in step #1,2, and 4 are merged into 
a larger cluster (je. Cluster 1). 

"Ability to do yard work" & "Ability to do house work": 
are merged to form new cIuster.(ie Cluster 2). 

"Adequate memory recall" merged with Cluster 1 . 

"Adequate puimonary fùnction" merged with Cluster 1. 

"Ability to cope" merged with Cluster 1. 

"Ability to maintain attentiontc., rnerged with Cluster 1 

"Adequate hearing fùnction" merged with Cluster 1 

"Adequate digestive function" merged with Cluster 1 

" Adequate vision" merged with Cluster 2 

Cluster 1 and Cluster 2 merge to form Cluster 3 

"Adequate emotional support" merges with Cluster 3 to 
form cluster 4. 

Note. The large distance between the clustered items between step #1 and step #IS 
is evident by the Euclidean distance between the clusters (Le. 75.0 in aep #1 
compared to 273.1 in step # 1 5). 
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Ideally, 16 items would cluster neatly into distinct groups consisting of 

items fiom the developmentai sub-scde in one cluster and items fkom the health 

self-care sub-scale in another cluster. This was not the case. Consistent with the 

lack of correlation, no regular clustering pattern is evident. Hence, the clusters 

that do fonn are simply clusten of things least far apart rather than close together 

when compared to the proxîmity of the other items. 

None the les, two clusters emerge when clustering is cut off at a minimum 

Euclidian distance CO-efficient of 150 (see table 6.15) or a minimum re-scded 

distance of 10 (see figure 6.3). These clusters also reflect the more significant 

correlation coefficients and the higher K-R 20 values calculated earlier. The first 

cluster consists of the abEty to prepare meals and the ability to access 

transportation- As shown previously in table 6.7, the Pearson's r correlation for 

these items was negligible, albeit significant (r = -32, p c -0 1). 

The second cluster consists of th=abiit.y to do yard work and house work. 

The Pearson's r value for these two items was significant (r = -60, p < .O 1). 

Additionally, table 6.13 and figure 6.1 suggest that while house work and yard 

work are not close together, they are "lest fàr apart" compared with other 

clustered items. They are in fact the "best cluster". Hence, house work and yard 

work belong together as they correlate well and are the best cluster. 



. O 5 10 15 20 25 
Label ;+---------+---------+---------+-------+---------+ 

Fimire 6.3 Dendogram depicting cluster andysis for items in the cumulative self- 

care scale. 

Initially, the intent was to utilize a sewcare scde fiom research question #1 
'. 

to address research question #2. Based on the fhdings fiom research question #1, 

a self-care scde sllnilar to the SM1 did not emerge. The lack of vaiidity and 

reliability of the self-care scale nom research question #1 is evidenced by the fact 

that items withui the sub-scales were not strongly correlated. Furthermore, as 

table 6.12 illustrated, the unacceptably low K R  20 value (0.60) also suggests 

conceptual deficiencies within the cumulative self-care scde for this sample. 
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Based on these findings a self-care sale cannot be brought forward for 

research question #2, Instead, the dependent variable WU consist of the two items 

that have demonstrated the strongest relationship. These two items encompass the 

ability to do house work and the ability to do yard work The correlation between 

the two items was signincant (r = -60, p < -01). The K-R 20 value for the 

deve1opmental seiGcare sub-scale was -52 when the sale included the "house 

work" and "yard work" items. When these items were deleted fiom the scale, the 

K-R 20 value was reduced to -43. Lastly, the cluster analysis also suggested that 

the ability to do house work and the ability to do yard work could be appropnately 

grouped together. 

The de~endent variable (Housflard Work). 

The dependent variable, namely iiouselyard work is presented as a 

dichotomous self-are indicator. That is, the ability to do house work and yard 

work generated a score of " 1 " while being unable to perform house work or yard 

work or both achieved a score of "O". Frequencies revealed that 57.8% (n= 461) 

of the sarnple could do both while 42.2% (n=336) of the sarnple could not do one 

or both, 
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The r a t i d e  for grouping respondents who reported being unable to 

perform house work and yard work with those who could perform either house 

work or yard work is that conceptually, house work and yard work are similar. 

Accordmg to the MSHA survey, house work refers to heavy house work such as 

washhg walls, and vacuuming. Sirniiarly, yard work ais0 Uivolves heavy work 

such as gardening and pushing a lawn mower- Conceptualiy, it was apparent that 

if individuals were unable to perform heavy work inside, then it followed that they 

wiil aiso be unable to perform heavy work outside. The assumption was that being 

able to do both house work and yard work was distinctive fkom not being able to 

do at test one of the items. 

A cross tabulation of data is presented in table 6.16.depicting fiequencies 

for the house work and yard work variables (n=797). Consistent with the 

conceptual assumption about yard work and house work, 57.8% of the '797 

respondents reported being able to do house work and yard work, while 74.4 % 

reported being able to do house work only and 60.4% reported being able to do 

their yard work. Sùnilarly, 23.0% of the 797 respondents reported being unable to 

do house work and yard work whiie 25.6% reported being unable to do house 

work only and 39.6 reported being unable to do yard work . 



Table 6.16 

Cross-tabulation of House Work and Yard Work (F 7971 

Yard work Total 

Inadequate Adequate Count Percent 

House work 

hadequate 183 23.0 21 2.6 204 25-6 

Adequate - 132 16.6 461 57.8 593 - 
Total count/ Percent 3 1 5 39.6 482 60.4 797 100.0 



Research Findinns: Research Question #2 

The r d t s  for research question #2 are presented in this chapter. 

Research question #2 was to examine the relationship between the self-care 

indicator (dependent variable) and selected socio-demographic characteristics and 

conditionhg factors (independent variables). 

Housdyard work is the dependent variable that emerged from research 

question #l. The dependent variable is also refened to as the self-care indicator 

variable. The independent variables consist of selected factors used to describe the 

sample and Orem's conditioning facton. Descriptive factors include age, gender, 

marital status, years of education, monthly income, utilkation of physician s e ~ c e s  

in the past six months and utilkation of pharmacist seMces in the past six months. 

Additionai conditioning factors consist of three heaith status indicators, iife 

satisfaction, six heakh belief items, the presence of depressive symptoms, and five 

social support indicators. 

Various statisticai analyses described in Chapter four have been conducted to 

determine (a) fkequencies and alpha coefficients for selected scales, (b) 

relationships between the dependent variable and the independent variables, (c) 

inter-item correlations and (d) the impact of the independent variables on the 
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dependent variable at the multivariate level. The findimgs related to these analyses 

will be presented here- 

In this section, frequencies for the independent variables are presented. The 

independent variables include age, gender, marital status, years of education, 

monthly income, utilitation of physician services, utilization of pharmacist services, 

three health status indicators, life satisfaction, six health belief indicators, presence 

of symptoms related to depression and five social support indicators. 

Inde~endent variables: Select descri~tive factors. 

Frequencies for the select factors ixklude age, gender, utilkation of physician 

senrices and utilization of phmacist senices remain as they have been presented 

for research question #1 in section 5.0. However, fkquencies for marital aatus 

and education wili reflect recoded values for this research question, namely, 

research question #2. Marital stanis has been recoded to a dichotomous variable. 

Frequencies indicate that 47.6% of the sample (n=375) were not marriecl (never 



married, divorced, separateci, widowed) while 52.4 % (11423) were rnamied 

(mmied, cornmon Iaw) (n=808). Level of education has been recoded as years of 

education. Two variables have been deleted fiom Wher analyses, namely 

monthly income and the number of  sick days in bed. 

The variable, "monthiy incorne" has been excluded due to a large number of 

rnissing values (n=172). The explmation is that many female respondents were not 

aware of their income. Years of education to some extent reflects socio-economic 

status. Frequencies for this variable are shown in Table 7.0. 



Table 7.0 Years of Education In = 809) 

11 Y0 
Number of years 

25 
Totals 
M =  10.7 
SD= 3.3 
Mdn = 10.0 

Note. Totals do not equal809 due to misshg values. 



The "health status variablew includes three items related to respondents' 

perceptions of (a) their heaith these days, @) health for their age and (c) how much 

il1 health interferes with daily actiiities. Frequencies for the three health status 

ïndicators have been computed. These items have been presented earlier in Table 

5 .6,5 -7 and 5 -8. To review, the mjority of the respondents believed theù health 

was good. In tenns of the first item (health these days), 24.5% reported their 

perception that their health was "very good" while 53.2% said their heaith was 

"pretty good" (n = 807). Eighteen percent said their health was not too good, 

whiie 3.1 % and -4% rated their health as "poor " and "very poor" respectively. 

For the item, "health for your age", 71 -9% of the sample rated their health as 

"excellent" and "good"; 23.9% thought their heaith was fair and 4.2% thought 

their health was "poor" or "bad" for the& age (n=799). For the third health status 

indicator (" How much do heaith troubles stand in the way?"); 46.4 % said "not at 

dl", 33 .O% reported "a little", while 20.5% said it bothered them "a great deal" 

(n=8O6). 



Life satisfaction. 

Life satisfaction has been measured using ten items fiom Andrew and 

Whithey's (1976) *tembi J delightfùl" scaie. Each item generates a score rmging 

fiom one to seven with total sale scores for ten items ranging fkom 10 to 70. The 

higher score is indicative of being more satisfied with We. Only 687 of the 809 

respondents responded to al1 10 items. Frequencies for the sample ranged fiorn 33 

to 66 (a = -76). 

As stated eariïer, the frequencies for this variable have been pro-rated so that 

up to a maximum of four missing values were coded as "O". Mer pro-rating, the 

freguencies for life satisfaction ranged from 24.29 to 66 (n=808, a = .69). Table 

7.1 illustrates the fiequencies for life satisfaction after pro-rating. Frequencies 

have been collapsed according to the mean (M = 5 1.9) in incrernents that reflect 

the standard deviation (SD= 4.6). 

Cronbach's alpha has been calculated for the life satisfaction scale before and 

ater pro-rating the ocale score. The variation of the Cronbach's alpha coefficient 

was negiigible (Le. -07). This suggests that the reliability of the measusement 

instrument has been maintained while pro-rating the data 



Table 7.1. Life Satisfaction (n=809) 

Life satisfslcGon scores 

Totals 

M= 51.9 
SD= 4.6 
Mdn = 52-0 
a = .69 

Note: Totals do not equd 809 due to missing values. 



Health beliefs. 

Turning now to health beliefs, frequencies have been cdculated for six heaith 

belief items fkom the HLOC scale. Three of the six items measure =OC, while 

the remaining three items measure =OC (Walston et ai., 1976). The three 

EHLOC items include: (a) MSHA#48(f): "People who never get sick are just plain 

lucky ", @) MSHA#48(j). : " Good health is largely a matter of good fortune" and 

(c)MSHA#48(s).: "No rnatter what 1 do, i f1  am going to get sick, 1 wül get sick". 

The three MLOC items include: (a)MSHA#48(c):"People's il1 health results fiom 

their carelessness", (b) MSHA#48(o).: "Whenever 1 get sick it is because of 

something I've done or not done and (c) MSHA#48@).: "When 1 feel ill, 1 know it 

is because 1 have not been getting the proper exercise or eating right". 

As mentioned earlier in section 4.3.3, analysis is required to examine the 

intemal consistency of the EHLOC and IHLOC sub-scaies, and the HLOC scale. 

First, frequencies of the individuai items, sub-scales and scale were examined (see 

tables 7.2, 7.3,7.4 and 7.5). 

Secondly Cronbach's alpha coefficients for the sub-scales and the scale were 

examined. The Cronbach's alpha coefficients for the sub-scales and the scale 

suggea a lack of intemal consistency of these scales for this sample (EHLOC: a = 
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-55, n = 802; IHLOCa = -59, n= 800; HLOC : a = -5 1, n=797). Since the sub- 

scales and sa le  depicting health beliefs demonstrate a lack of reliability individuai 

hedth belief items were examineci instead- 



Table 7.2 Frequencies: Individual Health Belief Items 

Item 
score 

1 

2 

3 

4 

5 

Total 

M 

SD 

Mdn, 
I 

Note. Totals do not equal809 due to missing values. 
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Table 7.3 Health Beliefs: Six Item HLûC Scale Frauencies (n=797) 

n Y0 
HLOC Score 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
Total 

M= 
SD= 
Mdn = 

a = 

Note: Totais do not equal809 due to missing values. - 



Table 7.4 Health Beliefs: Three-item EHLOC Sub-scale Freauenau 
(n=809) 

n YO 
EHLOC sub-scale score 
3 2 -2 
4 3 -4 
5 18 2.9 
6 86 10.7 
7 63 7.9 
8 157 19.6 
9 54 6-7 
10 159 19-8 
11 65 8.1 
12 159 19.8 
13 27 3.4 
14 7 -9 
15 2 - 0.2 
Total 802 100-0 

a = -55 

Note- Totals do not equal809 due to rnissing values. -- 



Table 7.5 Health beliefs: Three-item IHLOC Sub-sale Freauencies (n = 809) 

n YO 
IHLOC sub-scale score 
3 
4 
5 
6 
7 
8 
9 
10 
I I  
12 
13 
14 
1s 
Total 

M = 8.8 
SD = 2.2 
Mdn = 8.0 

a =  -59 
Note: Totals do not quai 809 due to missing values. 

Depression. 

In t e m  of the depression varkble, a scale has been computed consisting 

of 20 items fiom the previously established CES-D scale (MSHA item #49 a to t). 

According to the CES-D scale, a score of 16 or more suggests depressive 

symptomatology (Radloff. 1977). The sample scores ranged nom O to 52, with a 

mean of 6.9 and a median of 5.0 (n=782). 
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As stated earlier, the data for the CES-D sale was pro-rated to eliminate 

the large number of missing values (n= 27). Based on the fact that two items were 

fkquentiy not answered the decision was made to pro-rate scores allowing up to 

two missed CES-D items. The pro-rated scores indicated a range of O to 52 

(n=803), with a mean of 7.4 a standard deviation of 7.6 and a median of 5.0. 

Additiondy, the pro-rated CES-D scores have been recoded as a 

dichotomous variable. The rationale was that conceptudy, with respect to self- 

care abiiity it may be more relevant to determine whether or not the individual 

experiences depressive syrnptoms rather than correlating seif-care to a CESD 

scale score. 

As table 7.6 shows, 88.9% of the sample scored under 1 6 on the CES-D, 

indicating the absence of depressive symptoms. However, 1 1.1 % of the 

respondents scored 16 and higher (n=803). The alpha coefficient was -85 for the 

CES-D scale pnor to and f i e r  the CES-D scale score was pro-rated for missing 

values. Since no variation occurred, this demonstrates that pro-rating the CES-D 

scores did not affect the reiiability of the CES-D scale. 
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Table 7.6 De~ression ln=809) 

No depressive syrnptoms exkt 

Depressive symptoms exkt 

Totd 

a = -85 
Note: Totals do not equal809 due to misshg values. 

The dimension of social support examined here is social embeddedness. 

Social embeddedness refers to the quantity of social nippon (Barrera, 1986). Five 

items have been examined with a focus on the presence of social ties and on the 

living arrangements of respondents in this sarnple. The items that comprise social 

support include (a) marital otatus ("O = not married/divorced/separated, 1--mameci/ 

iiving common lawn); @) living with a spouse ("O= no, 1 = yes"); (c)liviag alone ("O 

= yes, 1- no"); (d) number of people living with respondents and (e) the sue of 

respondents' total social support network (those living with plus those not iivïng 

with respondents). Table 7.7 d e s c n i  marital statu fiequencies of the sample. 



311 

Table 7.7 Social Support: Marital Status as a Dichotomous Variable (n=809) 

Marrieci (rnarried/common law) 424 52.4 

Not married (never married, separated, divorced, widowed) - 385 47.6 

Totals 809 100-0 

Table 7.8 illustrates the number of respondents living with their spouses. 

Of those 423 married respondents, 409 lived with theù spouse, while 15 did not 

(n=423). Looking et the whole sample (n=809), 400 respondents did not live with 

a spouse. 

Table 7.8 Social Supoort: Living with a Swuse (n=809) 

- - -- 

Respondents living with a spouse 409 50.6 

Respondents not living with a spouse 

Totals 

The variable, "living alone" (yesl no) has been coded as a dichotomous 

variable, nameiy "those who live alone versus those who do not" for the purpose 

of analysis with respect to the relationship between living alone and self-care (~ee  

table 7.9). 



Table 7.9 Social Suo~ort: Nurnber of Respondents Living Aione (n=809) . 

Respondents living alone 341 42.2 

Respondents lmag with &ers - 468 57.8 

Totds 809 100.0 

Table 7.10 illustrates the frequencies related to the number of persons 

living aione versus those iiving with someone. In this sampie (n=809), 42.2 % of 

the respondents (n = 341) Lived alone, while 57.8% of the sarnple reported iiving 

with someone (n = 468). Of those who iived with someone (n= 468) 48.7% lived 

with one person, 6.3% iived with two persons, 1.1% lived with three persons and 

1.5% of the sarnple lived with 3 to 3 5 other persons. 



Table 7.10 Social Su~oort: Number of Respondents Living Alone and Living with 
Others (n=809] 

n % 
- - - - - - - - - - - - 

Number of persons living with respondents 

Totals 

Respondents' total social support network consisted of persons living with 

the respondent and penons not living with the respondent (spouses, relatives, 

friends and neighbours) (n=792). The majonty of the sarnple reported having a 

network of up to 50 persow (58.7%). Three respondents reported having social 
! 

networks as large as 428, 656 and 1093 persons and these outliers were removed 

for the fiequency analysis. The size of the three respondents' social networks may 

reflect respondents' varying definitions of friends and neighboun. The mean of the 

sarnple's total social network was 56.9 persons, the standard deviation was 43.6 

and the median was 45 persons (n=792). Frequencies presented in table 7.1 1 have 

been coiiapsed based on the mean and standard deviation values. 



Table 7.1 1 Social Su~uort: Size of m o n d e n t s '  Total Social S u ~ ~ o r t  Network 

Size of total social support network (Includes the number 
of relatives , neighbours, and fnends living with or not 
living widi respoadents). 

1 to 14 

15 to 57 

58 to 101 

102 to 145 

147 to 191 

195 to 235 

245 to 280 

Totais 

M =  56.7 
S D  = 43.6 
Mdn = 45.0 

Note Totals do not wual 809 due to niissing values. 
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To conclude, fkequencia for the dependent and the independent variables 

have been presented. In addition, Cronbach's alpha coefficients have been 

examineci relative to this sample for the foliowïng scales: (a) life satisfaction, @) 

HLOC, (c) EHLOC, (d) IHLOC and (e) CES-D. Two independent variables have 

been removed fiom fiuther uialysis due to insdlïcient variation. These two 

variables are "rnonthly incorne" and " days spent iii in bed". Additiodly, the 

HLOC scale, the EHLOC sub sale and the IHLOC sub sale have been excluded 

due to a lack of intemal consistency. 

The independent variables examined fiirther included: age, gender, years of 

education, utilization of physician services, utilization of pharmacist services, three 

heaith status items, Life satiofaction, six individual health belief items, depression 

and five social suppon items. 



7.1. Examination of the Relationships between the Dependent Variable 

~ouse/vard work) and the Independent Variables (Aae. Gender. Marital Status, 

Education Utiiiition of Physician SeMces. Utilization of Phannacist Services, 

Health Status. Life Satisfaction Health Beliefs. De~ression. and Social Support) 

The Pearson's r correlation coefficients were examined to determine the 

strength of the relationship between the independent variables and the dependent 

variable. The entry of selected socio-demographic factors and conditioning factors 

into the regression mode1 is based on whether or not a signincant correlation @ 

<.OS) existed between the dependent variable and the independent variables. 

The correlation matrix shown in table 7.12 depicts the statisticdy significant 

relationships between the dependent variable and the foiiowing independent socio- 

demographic variables: (a)age (r = -.34, p < .01), @) gender (r = -.29, p < -01) and 
t 

(c) marital status (r = -20, p < -01). (d).the use of physician services (r = -. 16, p < 

.O 1) and (e) the use of pharmacist seMces (r = 0.24, p < .O 1). No significant 

relationship emerged between the seKcare indicator and years of education. 

Turning now to the conditioning factors. the comlations for al1 three health 

stahis indicators were weak but statisticdy signincant: (a) health these days (r = 

-.49, p < .01), (b) health for theu age (r = -.44, p < -01) and (c) amount of 
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interference with daily activities due to il1 health (r = 0.49, p c  .01). 

The correlation between self-aue and life satisfaction was also significant (r = -33, 

p < -01). 

Pearson's r coefficient value for houdyard work and four of the six health 

belief items were not hi& Each of the three EHLOC sub-scale items 

demonstrateci a significant correlation: (a)MSHA#48(f).: "People who never get 

sick are just plain lucky" (d. 18, p c 0.01), @) MSHA #48(j).:"Good health is 

largely a matter of good fortune" (r-. 1 1, p < -0 1) and (c) MSHA# 48(s). : "No 

matter what 1 do, if1 am going to get sick, 1 wiU get sick"(r--09. p < -05). One 

item fiom the MLOC sub-scale also demonstrated significant correlation with the 

housdyard variable #48 (c) "People's il1 health results from their own 

carelessness" (F 0.08, p4.05). Two of the IHLOC items were not significantly 

correlated to selfiare. These two items included (a) MSHA#48(c): the belief that 
$ 

whenever respondents get si& it is bekause of something they have done or 

something they have not done and @) #48@).: whenever the respondents feel ill, 

they know it is because they have not been getting the proper exercise or eating 

nght. These correlations suggest that a conceptual link exists between four of the 

six health belief items and self-care. 

House/yard work and the depression (r = 0.22, p < -01) were statisticaily 
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signifiant, but weakly correlated. The direction ofthe correlation suggests that 

those individu& in this sample who reporteci not experiencing depressive 

syrnptoms are more iikely to be able to do their house/ yard work. 

In tems of social support, four of the five indicaton demonstrated a weak, 

albeit significant association with h o u 4  yard work (see table 7.1 1). The four 

social support indicators signincantly related to housel yard work included (a) 

marital status (r = -20, p = .01), @) living with a spouse (r = -20, p = .01), (c) 

living alone (r = -17, p = .Ol)and (d) total social support network (r = -1  1, p = 

-01). Since no signi6icant relationship exists between the dependent variable and 

the nurnber of persons living with the respondent, this item will be excluded from 

logistic regression anaiysis. 

To review briefly, the foliowing independent variables were significantly 

correlated to house/ yard work: age, gender, marital status, utilization of physician 

s e ~ c e s ,  utilization of phamiacist services, three health status indicators, Life 

satisfaction, four heaith belief items, depression and four social support indicators. 

The foliowing independent variables wili be excluded from regression anafysis at 

the multivariate level due to a lack of correlation between the independent and the 

dependent variable where the p value is p a t e r  than 0.05: (a) a bdief that when 

the respondent gets sick it is because of something they have done or have not 
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done, (b) a beiief that when ever the respondent feels il1 it is due to a lack of 

exercise or not eating right and (c) the nurnber of persons üWig with the 

respondent . 

One exception was made with respect to the independent variable, namely, 

years ofeducation. Given that sociwconomic statu in ternis of income could not 

be included, education as a proxy has been examinai in fiiture analyses. 



Table 7.12. Pearsons Correlation Coefficients: Examining Relationshi~s b a w a n  the Conditioniap Face 

** Correlation is signifiant at the 0.01 levd (2-taiied) *Carclatioo is sigdicent at the 0-05 level(2-tailed). 
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7.2. Examination of the Inter-item Correlations between the Conditionina Factors 

to Idente Redundant Variables 

The Pearson's r correlation matrix has Jso been examined with respect to 

inter-item correlations between the independent variables. Nunnaiiy (1996) States 

that items depicting sigdicant inter-item correlation coefficient values may be 

measuring the same characteristic and hence are redundant. Where two or more 

items have been found to be redundant, only one item has been selected for 

regression analysis. 

As table 7.12 depicts, inter-item correlations between the three health status 

items was significant: (a) health these days (r = -73 and .57, p < .01); (b) health 

for their age(r = -73 and -58, p < -01) and (c) interference with daily activities due 

to ill health (r = -58 and -57, p < -01). The signiticant inter-item correlations 

suggest that these three heaith status iidicators measure heaith status in similar 

ways. The heaith status item that has been selected for fiirther anaiysis is "health 

these days" since it has the least number of missing values. 

Several inter-item correlation coefficients for the health belief items also 

demonstrate redundancy. The two EHLOC items that demonstrated high inter- 

item correlation are (a) MSHA#48f the betief that people who never get sick are 
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just lucky and (b) MSHA#48j: the belief that good heahh is largely a matter good 

fortune (r4.43,  p < 0.01). The decision was made to delete MSHA#48 O while 

retaining #48(f) since the latter demonstrated a higher wrrelation with the 

dependent variable (Le. r = -0.18 venus r = -0.10, p c 0.0 1). 

Based on these redundancies and the exclusion of MSHA #48(0) and MSHA 

#48@) in section 7.1 and #48(i) in this section, three significant health belief 

variables remain eligible for logistic regression analysis. These three hedth belief 

items include MSHA #48 (c), (f) and (s). These three health items have been 

carried forward for the foUowing reasons: (a) the items were not highly inter- 

correlated, @) the items demonstrated a significant statistical correlation with the 

dependent variable and (c) the items were conceptually Iinked to self-are. 

Turning now to the social support variable. the three highly correlated items 

included (a) marital aatus (r = .97 and -87, p < -01); (b) living with a spouse (r = 

-97 and 36, p < -01) and (c) living wi& others ( r = -84 and -86, p c  -01). 

Conceptuaiiy, marital statu and the fiequency of living with a spouse would be 

considered compkmentary. The high inter-item correlation supports this as weU ( 

r = -97, p < -01). Strong inter- item comlation also existeci between marital status 

and "Living alone". The decision was made to include "living alone" in the 

regression analysis, despite the high inter-item correlation between "living alone", 
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"marital statusu and "living with a spouset'. The rationale was that conceptuaiiy, 

people who do not iive alone may not necessarily be Living with a spouse. 

Additiondy, it may also be that those who live alone may be more or less ükely to 

enage in self-mee Hence, the foilowing items related to social support will be 

entered into the regression model: (a) marital status, (b) number of respondents 

living alone and (c) the size of the respondents total social support network- 

The relationships between gender, Life satisfaction, depression and health 

were also examined with respect to multi-coi.iinearityty The significant inter-item 

correlation between gender and depression (F -. 10, p < -01) as well as gender and 

life satisfaction (r = -.08, p < .OS) may suggest a gender bias in that women tended 

to be more depressed and Iess satisfied with life. Similady, looking at the high 

inter-item correlation of health and life satisfaction with depression it is important 

to determine whether persons who are depressed would more ikely perceive their 

health as poor thereby experiencing lower iXe satisfaction. 

In terms of gender and symptoms of depression, a chi-square analysis of 

depression by gender using cross tabulation demonstrates a relationship in that 

92.0 % of the respondents who exhibit symptoms of depression were female. No 

relationship was shown between life satisfaction andl or health by gender. 

A 1-test of l ie  satisfaction and heaith by depression showed that people who 
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were more depressed were also more iikely to rate their We satisfaction as lower 

and their health as poorer. Keeping in mind that higher values depict greater Iife 

satisfaction, Z-statistics indicated that for respondents with depressive symptoms 

the mean for life satisfaction was lower (M = 47.2) than the mean for those who 

were not depressed (M = 52.5, p = 0.01). Based on these Gndings, multi- 

colhearity was not wnfirmed although a potential exits. 

The mean value for the variable "heaith these days" is 2.60 for respondents 

exhibiting depressive symptoms. Note that the higher number for "health these 

days" depicts poorer heaith. Hence a higher mean (M = 2.60) depias poorer 

health compared to a lower mean value (M = 1.93) for respondents who were not 

exhibiting depressive symptoms @= 0.0 1). 

The potential for multi-coüinearity amongst the significantly correlated 

variables has been W e r  examined during the logistic regression analysis. The 

estimateci coefficients of the independent variables in the model were observeci as 

each variable is added to the model. 

To review briefly, the correlation rnatrix has provideci the rationale to omit 

the following individual redundant items from entry into the logistic regression 

analysis: (a) respondents' perceptions of their health for their age, (b) perceptions 

about the amount of interference of daily activities due to iU health, (c) the health 
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belief that people who never get sick are lucky, (d) the belief that whenever a 

respondent gets iii it is because of something they have done or not done and (e) 

the health belief that when respondents feel iii, it is because they have not been 

getting the proper exercise or eating right" and (f)  living with their spouse. 

Variables exhibithg significant inter-item correlation with a potential for rnult- 

collinearity included gender, Life satisfaction, depression and heaith these days. 

These variables will be monitored m e r  during logistic regression anaiysis. 

In the following two sections, fùrther examination of the relationship between 

the dependent variable and the independent variables has provided additionai 

guidance in ternis of which items were brought forward for regression analysis. 

7.3 Examination of the Reiationshi~s between the De~endent Variable and the 

Inde~endent Dichotornous Variables 

A modiied chi-square coecient ,  narnely a phi coefficient has been 

computed fiom cross-tabs to examine the relationships between the dependant 

variable (house/yard work) and the independent dichotomous variables. The phi 

coefficient modifies the Pearson's r chi-square statistic for examining nominal 

variables with a large sample size. The independent dichotomous variables include 
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(a) gender, @)the utilitation of physician senices, (c) the utiiization of phmacist 

senices, (d) the presence of depressive symptorns, (e) marital aatus, (QLiving with 

a spouse and (g)iiving alone. 

Liited significant co~elations were evident between the independent 

variable " housdyard work" and the foilowing independent socio-demographic 

variables: (a) gender (a = -.29, e l ,  p = -00). @) utïiization of physician seMces 

(@= -. 16, df =1, p = .00), and (c) utiiization of pharmacist services (O = 0.24, df 

=1, p =.00). The negative direction of the correlation suggests that being male is 

associated with the abiity to do house work and yard work In terms of utilization 

of physician and pharmacist services, the correlation coefficient suggests that a 

lower utilization of services is associated with the ability to do house work and 

yard work. 

Also significant was the relationsgp between houdyard work and 
\. 

depression (<P = -.22, df =1, p=.OO). The significant negative relationship between 

the self-care indicator and depression suggests that those respondents who did not 

experience symptorns of depression were more iikely to be able to do house work 

and yard work. In dl cases, although significant correlations did exist, the strength 

of the associations were limited (see table 7.13). 

Phi coefficients also dernonstrateci a positive, weak association between 



house/ yard work and each of the following dichotomous social support 

indicators: (a)marital status ( @= -20, d/ =1, p=.OO), (b) LMng with a spouse 

(@=.20, df=l, p = .ûû), and (c) living alone ( @=.17, d/=l, p= -00). The 

positive correlation was suggestive of an association between married persons 

living with their spouse andlor persons living with someone and the self-care 

indicator. The high phi coefficient values was not surprising given the strong inter- 

item correlations between maritd status and "Living with a spouse" (r=.97, p = -01) 

and "living alone" (r = -86, p = -00). This provided additional rationale for the 

deletion of the variable "Living with a spouse" fkom the logistic regression analysis. 



Table 7.13 Phi Coefficient Values between the Dependent Variable and the 
Dichotomous Inde~endent Variables 

Gender Utiiization Utilization Depression Living Live Marital 
of of witha alone status 

physician pharmacist spouse 
services services 

n=796 n=796 n=796 n=79I n=796 n=796 n=796 
- - - - - - - 

House -.29 -. 16 -.24 -.22 -20 -17 .20 
/yard 
work 
df =1, p =.O0 (2 tailed). 

7.4 Examination of the Relationshias between the Dependent variable and the 

Inde~endent Cateaoricd - Variables 

T-tests have been employed to examine the relationships between house/ 

yard work and the independent categorical variables at the ordinal, interval or ratio 

level. Items that previously demonstrated a low correlation to the dependent 

variable andlor were considered redundant have been considered here again to 

build additional support for excluding these items fiom regression anaIysis. 

Continuous socio-demographic factors included age and years of education. 

Conditioning factors that have been examined ushg a t-test included (a) health for 



ones' age,(b) health these days, (c) interference due to ill health, (d) He 

satisfaction, (e) MSHA#48c: the belief that ill health results fiom their own 

carelessness, (0 MSHA##48o: the belief that whenever respondents get sick it is 

because of something they've done or not done, (g) MSHA#48p: the belief 

whenever a respondent gets iii it is because they have not been getting the proper 

exercise or diet, (h) MSHA #48f the belief that people who never get sick are just 

lucky, (i) #48j: the belief that good heaith is largely a matter of good fortune (j) 

MSHA#48s: the belief that no rnatter what respondents do if they are going to get 

sick they will get sick, (k) the number of persons living with a respondents and (1) 

the size of respondents' total social support network. 

Based on the t-values and a significance level of p < -05, the hdings were 

consistent with the correlation matrix in section 7.1 (see table 7.14). Consistent 

with previous findings for the socio-demographic variables, a realtionship between 
i 

"age" and "houx/ yard work" (t = 10.08, p = .00) is evident. No relationship 

exists between the independent variable, years of education and the housdyard 

work variable = -17). 

A relationship was evident between the dependent variable, housdyard work 

and the foliowing items: three health status itesm, iXe satisfaction, four health 

belief items(# 48 c,f;i,and s) and the size of the total social support network 
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In terms of heaith status, t- statistics support the perception that the three 

health status indicators (health these days, health for age, and il1 health interfieres) 

measure the same concept. In review, ail three indicators demonstrate (a) a strong 

conceptual link with respect to selfkated health, (b) high inter-item correlation and 

(c) a strong signincant relationship between respondents who rated their health as 

good and being able to do house work and yard work The correlation matrix (see 

table 7.12) demonstrates that the Pearson's r coefficient for "health thes  days" and 

the "house/yard work" (r = -48 ,p = .O 1) is higher than the coefficient for "iii health 

interferes with activities" and "house/ yard work" (r=. 16, p = -00). Additionally, 

" health these days" had the fewest missing values. Based on the fhdings presented 

previously, "health these days" were carried fonvard for logistic regression 

analy sis. 

A significant relationship behueen housdyard work and iife satisfaction is 

also evident. Consistent with the findomg related to Pearson's r, the z test provides 

fùrther evidence suggesting that a relationship betwen housdyard work and Life 

satisfaction exists (t = -9.59, df= 617, p = -00). 

Findings related to the t-statistics for the six heaith beiief items are also 

consistent with the Pearson's r correlation coefficient (see table 7.12). No 

relationship was evident between two health belief items and housdyard work: 
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(a)MSHA#48o: the belief that whenever respondents get sick it is due to 

something they have done or have not done and @) MSHM48p: the belief that 

when respondents felt il1 it is because of not getting proper exercise or eating nght 

(see table 7.14). As detemiined previously in section 7.1, the health belief variable 

#48(j) were deleted nom the regression analysis since due to high inter-item 

correlation with #48 f), a heaith beiiefvariable. Hence, the significance of the t- 

statistics for the heaith beliefvariables #48(c) (9 and (s) fiirther support the 

decision to include these three item into the regression model. 

In ternis of social support, no relationship was evident between the number of 

persons Living with the respondent and house/yard work @ = 0.88). The 

significicant relationship between house/yard work and the size of respondents' 

total sociai support networks based on the t-statistic was consistent with fidings 

related to the correlation matrix (t = -3.20, p = -00). Therefore, the sue of the 

respondents' total sociai support networks were examined fiirther. 



Table 7.14 Independent Sam~les T-test 195% Confidence Level) 
- 

n t d.f Sig. 

Age 

Years of  educagon 

Health for one's age 

H d t h  these days 

Ili health interferes 

Life satisfaction 

48(c). Iii health due to careiessness 

48(0). Illness due to something done 

48(p). 111 due to lack of exercisefdiet 

48(f). People not il1 are lucky 

48(i). Good health is due to good fortune 

48(s). 1 wiil get sick no matter what 1 do 

No of persons living with respondent 

Size of respondents' total social support 
network 

Note: Equal variance not assumed. "n" may not equal809 due to rnissing values. 

To conclude, the independent variables that were examined further in logistic 

regression analysis were those variables which demonstrated significant 

correlation with the dependent variable and the independent variables with a low 

inter-item correlation. These independent variables are: age, gender, utilkation of 

physician s e ~ c e s ,  utilization of pharmacist senices, respondents' perceptions of 
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their health these days, Ue satistaction, three health belief indicaton (#48 c, f.  and 

s), depression and three social support indicaton (marital status, living alone 

versus the number of persons living with respondents and the number of persons in 

respondent's total social support networks). 

Several of the independent variables which were brought forward 

demonstrated a significant inter-item correlation. These included gender, 

depression, health these days and üfe satisfaction While conceptuaüy these items 

do not measure the same thing, a potential for rnulticollinearity does ex& Since it 

is not lkely that these variables are conceptuaily luiked and therefore redundant, 

they were entered into the logistic regression model. MulticoUinearity of these 

four variables was fùrthered examined looking at the impact that each of these 

variables had on the logistic regression coefficient of the preceding highly 

correlated variable that entered the model. 

Although the variable "years of education" was not strongly correlated to 

house/yard work it wiU be Ïncluded since it is the only variable depicting socio- 

econornic status. 
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7-5- Examination of a Reeression Model of Self-care to Determine the Im~act of 

the Independent Variables on the Dependent Variable at the Multivariate Level 

A seScare indicator consisting of two items, representing the dependent 

variable has been generated fiom the findings in research question #1: (a) being 

unable to do both house work and yard work or being able to do only house work 

or yard work coded as " 0" and @) the ability to do both yard work and house 

work coded as " 1". The socio-demographic factors and the conditioning factors 

related to the dependent variable were examined using of a logistic regression 

model. 

To begin, the dichotomous dependent variable, house/ yard work was entered 

into the logistic regression computation. The independent socio- demographic 

variables brought forward included: (a) age, @) gender, (c) years of education, 

(d)utiiïzation of physician seMces and (e) utiliiation of pharmacist services. 

Conditionhg factors examineci using logisitic regression andysis included: (a) 

health these days; @) life satisfaction; (c) three health belief items ( #48(c). : the 

belief that il1 health is due to carelessness, #48(t).: the belief that people who never 

get sick are just lucky #48(s): the belief that no matter what they do if they are 

going to get sick they will); (d) depression and (e) three social support items 
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(marital status, LMng alone and the sire of respondents' total social support 

network). 

Five independent variables ernerged compcising the self-care mode1 

following logistic regression analyis. The independent variables included: (a) 

health these days, @) age, (c) gender, (d) Iife satisfaction and (e) utilkation of 

pharmacist seMces within the past six months. Table 7.15 depicts the chi-square 

statistics for the independent variables that were entered into the modeI. 

Table 7.15 Variables Entered into the Lopistic Remsion Model. (n=764) 

Residual Chi- square d.f Sig. 
statistic before 

variable is entered 

Variable entered into the equation 

Health these days 282.35 14 .O0 

Age 160.55 13 .O0 

Gender 
'. 89.42 12 .O0 

Life satisfaction 35.96 1 1  .O0 

Utiliiration of pharmacist s e ~ c e s  19.57 12 .O3 



Determininn the strenath of the contribution of each of  the inde~endent 

variables to the model. 

The logistic regression coefficients generated by the five variables entered 

into the model are displayed in Table 7.16. The five independent variables were 

significantly correlateci to the abiiity to perfom the houselyard work self-care 

behaviour, although the strength of the correlation was limited. 

The direction of the association between houdyard work was inverse for 

health, the utilization of pharmacist services, age and gender. This suggests that 

the ability to do houdyard work is reduced for older, female respondents, those 

who reported poorer health and those who used pharmacist services in the past six 

months. The direction of the association between housdyard work and life 

satisfaction is positive. This suggests that respondents who reported greater 

satisfaction with Me were more iikely t'o do houselyard work dian those who 

reported lower life satisfaction. 

Based on the logistic regression coefficients in Table 7.16, the following 

equation was generated by the model: Prob (ability to do house/ yard work)= 8. 

97 -1 -44 (being female) -1 -33 (health these days ) -0.64 (utilking pharmacist 

services) - 0.1 2 (age) + 0.09 (life satisfaction). 



Table 7.16 Logistic Regession Coefficients for Variable in the Eauation (n=764). 
1. Logistic regression coefficients of constant variable prior to entry of 
inde~endent variable 

Variable coefficient S .E, Wald d.f Sig. R E ~ P -  

Constant -34 .O7 21.9 1 .O0 

2. Logistic regression coefficients after entry of the first independent variable: 
"HeaIth these days" 

Variable coefficient S.E. Wald d.f Sig. R Exp. (B) 

HealtWdays -1 -47 -14 119-4 1 .O0 -.34 -23 

Constant 3 -34 -29 134-3 1 .O0 

3. Logistic regression coefficients after entry of the second independent variable: 
"Age as of December 3 1, 1990) 

Variable coefficient S.E. Wald d.E Sig. R Exp. (B) 

Health /days - 1.55 -14 116.27 1 .O0 -.33 -2 1 

Constant 12.48 1.13 117.58 1 .O0 
4. Logistic regression coefficients after entry of the third independent variable: 
Gender 

Variable coefficient S.E- Wald d-f Sig. R Exp. 
(BI 

Health /days -1.63 .15 117.05 1 -00 -.33 .20 

Age -. 12 ,O2 68.36 1 .O0 0.25 -89 

Gender - 1 -45 -20 51 -94 1 .O0 -.22 -24 

Constant 13.66 1.23 122.78 1 .O0 



5. Logistic regression coefficients after entry of the fourth independent variable: 
Life satisfaction 

Variable coefficient S.E. Wald dX Sig. R Exp. (B) 

Health /days -1.40 -16 76.88 1 .O0 -.27 -25 

Life satisfaction .IO -02 16.02 1 .O0 -12 1-10 

Gender 

Constant 

6. Logistic regression coefficients afker entry of the fifth independent variable: 
Utilization of pharmacist services 

Variable coefficient S E  Wald d.f Sig. R Exp.@) 
- -  - - 

Health /days -1 -33 -16 67.48 1 .O0 -.25 -27 

Life satisfaction .O9 .O3 14.27 1 .O0 -1 1 1.10 

Gender - 1 -44 -21 49.43 1 .O0 -.21 -23 

Constant 

Examinin2 - the ~otentid for multi-collinearitv. 

The estimated logistic regression coefficients fiom Table 7.16 suggest that 

the independent variables that demonstrated a significant inter-item correlation 

(ie. health age, gender, life satisfaction) were not mult i-collinear. This is consistent 
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with results of the correlation rnatrix. The e n w  of each of these variables did not 

strongly impact the coefficient of the independent variable that had been entered in 

a previous step. For exarnple,as Table 7.16 shows, with the addition of each 

variable to the model, the vanation with respect to the coefficients for health, age, 

gender and life satisfàction were negligible. The greatest amount of variation was 

.3. The variation of the coefficient for " health these days" varieci by -3 when 

"utilization of pharmacist servicesn was entered into the model. 

Testinp! the model. 

The percent correct values depicted in table 7.17 suggests that the model 

predicts approximately 78% correct even with a relatively large number of 

variables (n = 764). The percent correct increased from 58.5 1% to 78.27% with 

the entry of hedth, We satisfaction, age &d gender into the model. However, the 

percent correct decreased fiom 78.27% to 77.62% when the "u th t ion  of 

pharmacist services" variable was entered in the equation- 

N i e  variables were not siflcant correlates education, utilization of 

physician services, the health beiiefitems (#48 c, f; and j), depression, and the 

social support items (marital status, living alone, and total social support network). 



Table 7.1 7 Testinn the Mode1 in= 7641 

Variable entered % correct 

Constant 58.5 1 

Health these days 72.12 

Age 74-74 

Gender 76.83 

Life satisfaction 78.27 

Use of pharmacist seMces in past 6 months 77.62 

In surnmary, inde pendent variables significantly correlated to the de pendent 

variable were entered into the regression model. Redundant independent variables 

demonstrating a high inter-item correlation and these independent variables that 

were not correlated to the self-care indicator were deleted from fbrther andysis. 

The independent variables that were examineci using logistic regression analysis 

Uicluded: age, gender, years of education, use of physician and pharmacist s e ~ c e s ,  
, 

health these days, iXe satisfaction, three health belief indicaton (#48 c, f ,  and s), 

depression and three social support items (marital status, living alone, and sùe of 

the total social support network). Five independent vari-ables were entered into the 

model using logistic regression analysis, namely (a) heakh these days, (b) age, (c) 

gender, (d) life satisfaction and (e) the utiluation of physician senices. The model 

suggests that older women, those with lower self-rated health, those with lower 
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He satifaction, and those utüizllig pharmacist seMces within the past six months 

were less iiiely to be able to adequately perfonn the two tasks represented by the 

seif-care indicator. 



8. Discussion 

Secondary data anaiysis was canied out with a subset of the MSHA data, 

that is, adults aged 65 years and older who Iive in W i p e g .  This study examined 

the masurement and correlates of self-case with two research questions. 

Research question #1 examined whether or not the SM1 (Snyder et ai., 199 1) was 

a reliable and valid mesaire of the three components of seKcare as posited by 

Orem's mode1 of seIf-care. The intent was to measure self-care using the SM1 

matched items from the MSHA dataset and for the purpose of research question 

#2, to examine the correlates of a resulting seif-care scale. While no self-care scale 

based on the SM1 was produced for research question #l, a self-care indicator 

consisting of two items did ernerge. For research question #2, the self-care 

indicator compriseci of the ability to do house work and yard work was examined 

in relation to conditionhg factors as outlined in Orem's theory of self-care. 

Discussion of the findings generated from the two research questions are presented 

in this chapter. The discussion for each research question is foiiowed by 

implications for practice and hture research. 



8.1 Discussion of the Findinos for Research Ouestion # 1 : 1s the SMI a Reliable 

and Valid Measure of the Three Corn~onents of Self-care as Posited bv Orem's 

Mode!? 

In this study, relîability and validity of the SM1 as a measurement tool for 

self-care was not estabIished. The lack of substansive statistical evidence for 

supporting validity and reliability of the SMI may be related to Limitations inherent 

in secondary anaiysis andor limitations in the tool itself Four explanations are 

possible. First, the study uses secondary data and an attempt was made to match 

items fiom the SM1 with items Born the MSHA dataset. This process is irnperfèct. 

The S M  measures 39 self-care items based on Orem's mode1 of self-care (26 

developmental seScare items, 4 illness self-care items, and 9 health seEcare 

items). A total of28 MSHA items were matched to 33 SM1 items. Only sixteen 
'. 

of the 28 MSHA items were considered for fiirther analysis because 12 MSHA 

items demonstrated lirnited variability. Of the 16 SMI items, six were identical to 

the MSHA items, while the remaining ten SMI items were matched as closely as 

possible. The matching process for the ten items raises some doubt as to whether 

or not the MSHA items rneasured the sarne items as the Sm. In addition, the 



implications of the reduced number of items @om a potential of 39 to 16 items) 

are dficult to assess. 

The second explanation for the lack of vaidity and reliabiüty of the SM1 

relates to the characteristics ofthe sample- The SM1 was created to assess self- 

care for one specific group of elderly. It was developed with a group of 6ail 

elderly hospital patients who were awaiting discharge following an acute illness. 

Some of the SM1 items were related to self-care in perfomiing therapeutic 

treatments such as intravenous management and special clinical diets. In this 

study, the MSHA sample was Iimited to well elderly living in the community. It 

may be that the SMI is not a valid and reliable tool for measuring self-care of 

community residing weli elderly. 

The third explanation pertains to the means of data gathering for the 

assessrnent of self-care. In its original form, the SMI was an observational tool 

that was administered by nurses in hospital. Nurses observed and then rated the 

self-care penormance of elderly patients awaiting discharge. In contrast, this study 

used self-report data fiom the MSHA The impact of the variation in the source of 

data collection, that is, seifreport versus third person observation, is difficult to 



assess. The rating of items in terms of performance could be biased in either 

direction, that is, by optimistic or pessimistic seW-evaluation In any event, the 

SM1 may not be a valid and reliable tool when its administration d'Bers fiom the 

original intention, that is, observation by nurses. 

In contrat to the previous three explanations, the fourth explanation 

addresses whether or not the SM1 is vaiid and reliable even under ideal conditions. 

The question is, would the SM1 demonstrate adequate psychometric properties 

when used with primary data collected according to the parameten established in 

the original SM1 study? This question cannot be answered definitively at this tirne. 

Given that this study used fewer items as a measure of the SMI, that the 

sample consisted of community dwelling elderly and the data was based in self- 

report, was this study a reasonable test of the SMI? If it was a fair test, then the 

SM1 is not valid or reliable and it is not appropriate for widespread use. If it was 
\ 

not a fair test, then fùture research that investigates the SM1 using sarnpies of 

elderly and items that more closely align with the original work by Snyder et al. 

(1 99 1) is required. 

Even though the SM1 did not demonstrate adequate psychometric properties, 

analyses did generate a selfkare indicator consisting of two items, namely the self- 



reported ability to do house work and yard work. According to Orem (1991), 

these items fd under the domain of developmental self-care. Orem's model 

includes health seKcare behaviours and ihess self-care behaviours but goes 

beyond this dichotomy with a third domain, developmental ~ e ~ c a r e .  

Deveiopmental self-are is based on activities of daily living and the ability to 

manage this domain of self-care is affecteci by changes in health status and physicai 

and cognitive changes associated with old age. 

The two MSHA items, ability to do house work and yard work were matched 

with the SM1 items, "range of motion is adequate" (house work), "standing ability 

is adequate" (house work) and "muscle strength is adequate" (yard work). 

Analysis ïndicates that the vast rnajority (96%) of those who could do yard work 

could also do house work. Conversely, only 77% of those who could do their 

house work could also do their yard work- Thus, knowing that individuals fiom 

this sarnple reporting the ability to do yard work provides information on the 

likelihood of their ability to do house work. 
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8.2 Imotications for Practise and Research Derived fiomRresearch Ouestion #1 

Implications for practise and research emanate tiom the emergence of the 

self-care indicator for house work and yard work Two major implications are 

evident . 

Fust, the findimg that the vast majority of those who reported abiity to do 

yard work could alsa do house work, suggests the possibility of using only one of 

these items as a seKcare indicator. A single question: "Cm you do your own yard 

work" provides information on yard work and house work abilities for most of the 

elderly in the sarnple. For those who do not have a yard, a related question could 

be substituted. For example, "ifyou had a yard, could you do your own yard 

work"? For both questions, individuals are being asked if they cm or could do 

yard work and not ifthey actually do this w o k  Further research is needed to 

assess the concephial linkage between house work and yard work abîiities and 

whether or not the relationship demonstrated in this study is widely observable. 

Second, the ability to perform both house work and yard work may be 

associated with a number of physical and cognitive abilities. Physical abilities 

related to house work and yard work likely include adequate muscle strength, 



range of motion, balance and motor coordination. in addition, cognitive abilities 

related to planning, organiring and orientation are probably prerequisites to cany 

out house work and yard work Given these assumptions, it foliows that those 

who cm do house work and yard work are highiy ükely to be able to penorm leu 

physicdy and cognitively demanding self-care tasks, e-g., bathing and groomkg. 

In ternis of research, it would be useful to examine whether or not the ability 

to do house work and yard work is associated with other self-care abilities and 

Limitations among the elderly in the comrnunity. Ability to do house work and yard 

work has not been systematicaily examined and such an examination might 

contnbute to the self-care literature and might expand Our understanding of the 

correlates of self-care. From a theoretical perspective, Orern's mode1 and the 

domain of developmentd self-care in relation to the domains of health self-care 

and iliness self-care behaviours seems worthy of fùrther study. 

From a practise perspective, a home care assessrnent format that includes 

this self-care indicator (in either the two or one item form), might assist in the 

proceu of screening. Asking about the ability to do house work and yard work 

might be a relatively simple, non-intrusive, cost e f f d v e  method of "flagging" 

individuals according to relative need. Separating those who are able to do house 



work and yard work from those are not able to do these tasks, might result in high 

versus low need groups. The assumption is that given the physical and cognitive 

ability prerequisites, those who are able to perfonn house work and yard work 

tasks are iikely able to traosfer these abilities to other self-care tasks. Those who 

are not able to perfonn house work and yard work tasks may be at nsk and less 

able to perfom other seEcare tasks. 

This is speculative and requires fùrther study, but if the seKcare indicator 

could "sort" individuals into two categories of need, then professional assessrnent 

and intervention could be promptly directed to the high need group. The low need 

group could be assessed and monitored with a lower priority. Ultimately, the goal 

of maintaking and enhancing self-care among older adults is to rnaximize self-care 

abilities by matching service with self-care ability in a timely fashion. Assessrnent 

of self-care among the elderly might be enhanced with the use of the self-care 
, 

indicator that emerged fiom this study. 



8.3 Discussion of the Fmdinas for Research Ouestion #2: What is the Relationship 

between Total SeIf-care as Measured b~ the SM. and Orem's Conditioninq 

Factors? 

Research question #2 in its original form could not be addressed. Instead, the 

potential correlates of the self-care indicator were examined using Orem's 

identifieci conditioning factors. The independent variables examined were age, 

gender, years of education, monthly income, utüization of physician seMces in the 

past six months, utilization of phanrucist seMces in the past six months, self-rated 

heaith, Iife satisfaction, three health belief indicators (one MLOC item and two 

EHLOC items), depression, and three social suppon items (marital status, the 

number of respondents Living alone and the total sue of one's social network). 



Logistic regression analysis generated a mode1 consisting of five independent 

variables. The hdings indicate that the seIf-care indicator (ability to do yard work 

and house work) is comlated to better self-rated health, younger age, being male, 

higher liie-satisfaction and non-utilization of pharmacist services in the past six 

months. 

Findhgs on the correlates of self-care fiom this study are difiicult to place in 

the context of the larger literature on self-care. Much of the theoretical and 

empirical work on setf-care and aging has emphasized iliness seüscare or health 

self-care behaviours. The self-care indicator that ernerged fkom this study is 

neither health nor iiiness behaviour. The ability to do house work and yard work 

does not depid health promotion and iüness prevention (health self-care 

behaviour) or the alleviation of symptorns (illness seEcare behaviour). Instead, 

from a conceptual perspective, the self-care Wcator fds into what Orem has 

descnbed as age-related abiity to meet human needs, that is, developmentai sew 

care. 

Similady, the seScare indicator (ability to house work and yard work) does 

not fit with the WHO definition of seScare which focuses on health promotion 

behaviours and symptom management during iiiness. The WHO definition was 



adopted for this study because its broad scope which included professional 

consultation as a form of seff-care is consistent with Orern's model. However, the 

WHO definition does not include the developmental dimension of self-care. While 

Orem developed a model that included heaith, iIlness and developmental seif-care, 

she did not provide a succinct definition of self-care. 

However, Orem does indicate that the health, iiiness and developmental 

dimensions of self-care are interrelated and some behaviours fall into more than 

one dimension. This makes sense intuitively and similarly, investigations that tend 

to dichotomize health seif-care and illness selfkare behaviours, also indicate that 

some behaviours fit into both categories. For example, limiting sait intake can be a 

health self-care behaviour and an iilness self-care behaviour (Lin et al., 1998). To 

the extent that interrelationships and overlap occur among dimensions, a cautious 

cornparison of the findings fiom this study with the larger iiterature is possible. 

The five significant correlates of the selfkare indicator are better seif'-rated 

hedth, younger age, bang male, greater Life satisfaction and non-utiiization of 

phannacist senrices within the past 6 months. These correlates are discussed in 

the context of the broader literatwe on self-are. 

First, in tems of seifkateci health, those who reporteci being able to do house 



work and yard work were more iikely to rate their health as "exceUent7' or "good" 

than those who were not able to do house work and yard work. This seems logical 

in view of the physical abilities Iikely needed to carry out house work and yard 

work Individuals who are capable of these tasks have reason to rate their health 

as "exceiient" or "good". The iiterature examining health s e k a r e  behaviours 

indicates that those who rate their health as good are likely to practise healthy 

behaviours. Stoller and Polîow (1 994) found that health self-care behaviours 

aimed at reducing tension and exercising regularly were associated with better self- 

rated health. Similarly, better sdf-rated health was associated with eating a 

nutritious diet (Nicholas, 1993). Taken together, the refationships among self- 

rated heaith and developmental seKcare items (ability to do house work and yard 

work) and heaith sewcare behaviour (promothg a heaithy Westyie) are congruent. 

As might be anticipateci, self-rated health is inversely related to increased symptom 
'. 

management in ihess seIfkare behaviour. People with poorer seif-rated health 

were more likely to visit physicians more fiequently (Strain, 199 1) and were more 

likely to self-treat their symptoms than do nothing (Chappell et al, 1988). and to 

self-medicate more (Segall & Goldstein, 1986). 

In this study, younger age was associated with doing house work and yard 



work. SimiJarly, Yu (1995) reported that older individuals expenence reduced 

ftnctional ability in managuig theù ADL. Other studies on illness seIf-care 

behaviours, indicate that younger cardiac and transplant patients manage 

symptoms more aggressively in terms of exercise, dietary restriction and infection 

control (Carroll, 1995; Wang et al., 1998). In tems of health seKcare behaviours, 

older individuals are lem Wrely to exercise (Schuster et al., 1995), quit smoking, 

visit dentists and comply with suit belt regulations (Dean, 1991). On the whole, 

age is associated with fewer health self-care behaviours and less rigorous syrnptom 

management in illness. These findings are not inconsistent with the results from 

this study which found an inverse relationship between age and the ability to do 

house work and yard work. 

Results fiom this study indicated that being male was associated with the 

ability to do house work and and yard rk. This is not surprising given the 
\ 

probable gender bias of the indicator. Men are more likely to report that 

they are able to do yard work, and the house work item asks about ability and 

not about actual performance. Women may be less likely to do yard 

work even though they are capable in terms of their physical ability. The MSHA 

item asks, T a n  you do yard work andior gardening?" The outdoor work of 



women is likely gardening rather than yard work for this cohort of older women. 

However, by asking about both yard work and gardening in the same question, 

women may have been incbed to take both tasks into account in m a h g  their 

response rather than separating the two tasks. Yard work and gardening may be 

perceived by men as being closely linked outdoor tasks. These speculations about 

the weak associaton between gender and housel yard work await fûrther research. 

Research shidies tend to report fairly consistent gender dserences in 

fiuictional abTty and self-uire behaviours. Compared with women, older men tend 

to report greater fùnctional abiity (Carroll, 1995; Dean, 199 1 ; Penning & Strain, 

1994). However, men pefiorm fewer ihess self-care behavioun compared with 

women in terms of physician visits, self-medication and self-treatment (Musil, 

1998; Verbrugge, 1985; Lukkarinen, et al., 1998). Men are less likely to practice 

hedth self-care behaviours such as self-examination (Chappell, et al., l988), eating 

a healthy diet and exercising (Dean 199 1). 

For this study, those who could do house work and yard work tendeci to 

report higher Iife satisfaction. The link between fùnctional abiiity and life 

satisfaction has been weU-documenteci in the literature (Fenton et al., 1994; Ghusn 

et al., 1996). Furtheme, the findhgs nom this study are consistent with the 



illness seKcare and heaith self-care Literature. Individuals who did more to 

manage their illness symptoms (Diil et al., 1995) and who practised more health 

promotion bebaviours (Cr& et al., 1998) reported higher Life satisfaction. 

For this study, utilkation of pharmacist services in the past six months was 

signiscantly associateci with the self-care indicator. Older adults who had not used 

phamacist seMces within the past six months were more likely to be able to do 

house work and yard work This makes intuitive sense. The ability to do house 

work and yard work irnplies greater fbnctional ability and if so, this is consistent 

with non-utilization of phannacist seMces in the past six months. Previous ser- 

care research has overlooked the role of the pharmacist and in terms of 

professional consultation, has focused on physician services. Cornparison of 

hdi igs  on pharmacist utilization with other self-care research is not possible. 

U t k t i o n  of physician services in the past six months was not a significant 

correlate for this study. Further research on the ability to do house work and yard 

work and the utilization of physician seMces may shed light on the underlying 

reasons for this lack of association. 

Along with utilizstion of physkian services, the following conditioning 

factors were not signifiant conlates: education, health beliefs (three measures), 



depression and social support (three measures). It is not surprising that education 

(in years) and the three health belief items (locus of control) were not signiticant 

correlates of the seif-care indicator in view of non-signincant bivariate correlations. 

Overall, previous sîudies show thai education has not been strongly correIated 

with self-care (lirovec & Kasno, 1993; Kart and Engler, 1994). An exception has 

been work reported on adherence to dietary restrictions and the use of home 

remedies. Rakowski et al. (1997) reported a positive relationship between 

education and adhering to dietary restrictions, while Segd and Goldstein (1986) 

reported an inverse relationship between the use of home remedies and education. 

Of the three health belief items, two items emphasiize the role of extemal 

control on individual health and one item focuses on internai control of health- in 

the literature, few self-care studies have examined health beiiefs (locus of control) 

and these studies generally do not report strong relationships (Dean, 1991). One 

health self-care study indicated a significant relationship between intemal locus of 

control and dietary practices (StoUer & PoUow, 1994). A second study on illness 

self-care indicated a signifiant relationship between extemai locus of control and 

professional utilkation (Kart & Engler, 1994). Studies examining locus of control 

and developmental seScare tasks have not been reported in the literature. 



Of greater interest here, are depression and social support because these 

factors were significantly wrrelated with the self-care indicator at the bivariate 

level of analysis. Previous research has demonstrated an inverse association 

between depression and seif-care @a et al., 1994; Fenton et al., 1984; Ghusn et 

al., 1996). Williamson and Schuiz (1992) reported that depression was a 

significant correlate of three specific health seifkare behaviours (eating a nutntious 

meal, shopping, and participating in recreation). Depression has also been 

associated inversely with finctional ability (Yu, 1995)- Although the literature 

suggests depression as a significant correlate of self-care, this was not the case for 

this study. It rnay be that while depression is correlated with the performance of 

persona1 care (eating) and socidy-based self-care behaviours (shopping and 

recreation), it is not associated with self-care tasks that are neither personai care 

nor social, such as the abiiity to do house work and yard work. This significance 

of depression may be related to the type of selGcare task or some other aspect. 

The relationship between the ability to do house work and yard work and 

depression awaits m e r  study. 

Given the primacy of social support in Orem's mode1 and the iiterature that 

identifies informai support as an important factor in promoting illness and health 



self-care (Ory & DeFriese, 1999), it was anticipated that the embedded support 

masures would be signifiant correlates. hstead, this study found that marital 

statu, living arrangement and the size of the social support network (embedded 

social support) were not signifiant correlates ofthe seKi:are indicator. The 

ability to do house work and yard work, unlike iIlness and health seIf-care 

behaviours, may be l a s  dependent on embedded social support. The ability to do 

house work and yard work may not be contingent on having a spouse, living with 

someone or having a large network. 

The individualistic nature of the findings in this study, reflects the fact that 

elderly individuals are more than simple fùnctions of a nurnber of select variables. 

The mechanism for synthesizing such complex inter-relations is difficuit to 

construct at best. 

, 

8.4 Im~lications for Practise and Research Derived fiom Research Ouestion #2 

For research question #2, five variables were significantly associated with the 

seif-care indicator. Elderly persons who reported being able to do house work and 

yard work were beiig younger, being male, reporîing having better heaith, 



experiencing greater Life satisfaction and not utiligng pharmacist services within 

the past six rnonths. These correlates assist in providing a pronle of community 

dweiling elderly who report being able to do house work and yard work Such 

information may be useW for healîh care profèssionals in assessing potentid 

needs. 

Of particular interest, is the signifiant correlation between being able to do 

house work and yard work and not utiüzing phmacist services within the past six 

months. The role of the pharmacist has not received attention in self-care 

research. Future research might begin to examine the role of the pharmacist in the 

self-care behaviours of the eIderly . Future investigations from an interdixiplinary 

perspective might examine the phamiacist as a resource to community health 

nurses and other professiondç in the community. Pharmacists may be in a position 

to refer elderly clients to other health care professionals in order to support theu 

self-care. Future research could also examine ways in which other professional 

health care providers in the community rnight partner with pharmacias to provide 

education and assistance to promote self-care. Findings fiom such research have 

implications in ternis of interdiscipiinary practice. 



In conclusion, based on hdings nom research question #1, reiiabiiîty and 

validity of the SM1 were not established. This may be due to the Iimitations 

inherent in secondary analysis a d o r  ümitations in the tool itself. Aithough the 

SMI did not dernonstrate adequate psychometric properties aaalysis did generate 

an indicator consisting of two self-care developmental items, that is the self- 

reporteci ability to do house work and yard work. 

In research question # 2, correlates of the serkare indicator were exiltnined 

using a logistic regression model. The model indicated that the ability to do house 

work and yard work was associated with being younger and male, having better 

self-rated health, experiencing greater We satisfaction and not utiliPng pharmacist 

seMces in the past six months. Collectively7 these five variables were not greatly 

predictive. It may be that the elderly are too individualistic to model self-care 

behavior patterns. 



Implications for practir and future research ernanatiog corn the findings 

have been discussed. Major implications involve the furtber study and potential 

use of the seff-care indicator and the role of the pharmacist in seKcare behaviours 

of the elderly. 
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r .  PaLieittls abi l i t y  to perfonn . 
h a  tments or  speclal theraples 
( l  .e., tube feedtng, resp i ra tory  

1 I l i ~ rapy ,  coloslomy carc, I V  
l l icrdp ies bl ood sugar moni t o r  1119, 
cxcrc lsc)  i s  adequate. 

--. yes --- No - NA 

1. Patient 's knowledge o f  a 
speclal d i e t  i s  adequate, - Yes - No -- NA 

Indlcators 

- Idcnt l  f i c s  steps of therapy. (Can use 
wrl t ten cues.) 

-- Iden t t f i es  signs o f  success of therapy. 
("How ni 11 you know I f  thlngs are ok?) - Idcnt i l4cs  potent l a 1  problms of  the 
therapy. ("What are problms that mav 

i " )  happekwith . - Approprl ate equipnent/suppl i e r  aval lable, - Knows who to  cal  1 f o r  problems. - Wants to pcrform thcrapy, 

-. States purpose of d ie t .  
- Ident i f i es  foods not allowed. 

(Can use wr l t ten cues. ) 

UNIVERSAL DEMANDS 

1. I 'atlent's pulmonary funct lon i s  - Perfons  ADLIS ni thout SOB. 
ntlequate. - y== -- No - Walks 2 0  fee t  without SOB. 

(Can use data lrom 14 )  

2. Patient i s  able to Lake care of 
nu t r l t f ona l  needs a t  home. 

- Yes - No 

1, Pat ient 's  ur inary  functlon i s  
&qua te . ___- Ver - No 

1. Fat icnt  f s  continent o f  urine. 
--.,* yes -- No 

5 .  I ~ n t l e n t ' s  boncl funct ion i s  
adequa te. --- Ycs -- No 

6. PalienL i s  continent of stool. 
- Yes -- No 

- States can obtaln foods. - Statcs can prepare foods. - Eats appropr iately from al1 food groups. 
- Fecdr s c l f  i f  food/'flulds availablc. 

-- Free of dysur l a/f requencylurgency 
( c l r c l e  i f  present 1. 

- Adequa t e  output o f  ur !ne. 

- Ooes no t wct bcd. 
- Kcepr bcdfcl othing dry.  (Ask, 4 f does. 1 

- Frcc of  d i  arrhca/const lpat ion.  

- Keeps bcd & c lo th ing  clean. 

Nursing Diagnoses 

Inef  f e c t  ive br ta  th,lng pat tern 
A c t t v l t y  fntolerance 

Fat'!ve Impa rcd  gas egchange 
lmpa I red mabl l i t y  
Al te ra t ion  l n  n u t r l  t l o n  
Impa l r c d  hea l t h  maln tcnsnce 
Impa 1 red hane mal n tenance 

management 

A l  tera t i o n  i n  patterns o f  
ur inary d i m i n a t i o n  

Scl fwcare de f i c i  t: 
4 

t o i l e t i n g  O I 

A l  tera l i o n  i n  bawel 
e l  lmina t Ion 

Self-care def i c i  t: 
t o l  l e t l n g  
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Name of Interviewer: INTERVIEVER IDc5 - - -. 

RECORD TYPE OF HOUSINC ARRIUICEHLNT: 

1 De tached 
2 Semi-detachcd 
3 Apartœent (no more than 4 storles) 
4 HLghrise 
5 Cuest/BoardLng Home/Hostel 
6 Other (spectfy) 
8 Don't know 
9 HLssing 

SENIORS-ONLY HOUSING 

1 Yes 2 No 

RECORD SEX OF RESPONDENT: 

1 Male 2 Female 

RACE 

3 white 2 Black 1 Other (SPECIFY 1 
8 DON 'T KNOU 

V i s i o n  and Hearfng 

YES N/A 

OVER THE PHONE) 
1 9 Eyeglasses 
l 9 B l h d  (CONTINUE, CERTAIN QUESTIONS UILL NOî BE APPLICABLE) 



- - 
OPENINC QUESTIONS - 

*la. Uhat languages do you speakt 

CIRCLS # FOR AU THOSE NENïIONED AND LIST ALL OTHERS MENTION .. 
1 English 5 Spanish 9 Japanese 
2 French 6 Icelandic 10 Danish 
3 Italian 7 ükrainian 11 Arabic 
4 German 8 Chinese 12 Urdu/Hindi 

13 Others(L1ST ALL) 

* b. Do you rerd and write in English? 

Read: 1 Yes 2 No 
Urite: 1 Yes 2 No 

*2. Vhrt languages do you feelmost comfortable speaking? 

*3a- Vhat language did  you first learn to speak as a chtld? 

1 English 5 Spanish 9 Japanese 
2 French 6 Icelandic 10 Danish 
3 ItalLan 7 Ukrainian 11 Arabic 
4 Cerman 8 Chinese 12 Urdumindi 

13 Other 

IF ENGLISH -> QUESTION 4 
OTHERUISE -> ASK PART 3b 

* b. HOV 01d vere you vhen you lerrned English? 

-- year IF < 18 YEARS -> ASK PART 3~ 

* c. Hou many years of your schooling vere in EnglLsh? 



*4. ühat  is your e thnic  or  cultural background? 
[ IF  THE' DON'T UNDERSTAND, SAY: FOR EXAMPLE,, ARE YOU FRENCH, WGLISH. 
JEWISH , UKRAINIAN . . . ] 

5 .  Have you received any formal education i n  an ethnic (not neeessar f ly  
r e l ig ïous )  school? 

1 No 

2 Yes 

7 Refused 
8 Don't Know 
B Not Apply 

6.  Do F u  belong to any e thn ic  organizations, associat ions or î n s t ~ t u t i o n s ?  

1 No 

2 Yes 

7 Refused 
8 Don't Know 
B Nor ~ p p l y  

7 -  Do you read  ethnic nevspapers or l i s t e n  to  programs on the  radio o r  TV? 

1 No 

2 Yes 

7 Refused 
8 Don't Know 
B Not Apply 

*8a. Hou many years of education did you completel 

-- Years 77 Refused 
88 Don't Know 

b. So t h a t  means that you .... (completed primary school, completed part of 
high sch001, 811 of hfgh school, some unlverslty)? (SELECT A SUITABLE 
CATECORY) 

1 No formal schooling 8 Some un ive r s i ty  
2 Some primary school 9 Bachelor's degree 
3 Finished prfmary school 10 Master's degree 
4 Some secondary or  high school 11 PhD 
5 Completed secondary or  12  Other 

high school 
6 Some communtty or technica l  88 DK 

college,  CEGEP, o r  nursing program 
7 Completed community co l lege ,  technical  

col lege,  CEGEP, o r  nurslng program 



*9 .  &t kind of votk did pou do for mort of your ltfet- (PROBE) 

Longest job: (- - - 2 

Other jobs: 1. (- - - -1 

*IO. Are you vorlting (for pry) nov? 

2 NO -> Uhen did you last  vork? Year 19 - - 
97 never vorked for pay 
98 DK 

1 YES -> Do you vork fu l l  time or part t h e ?  

1 Yes, casual 7 Skipped 
2 Yes, part- t i m e  8 Don't Knou 
3 Yes, full-time 

Vhat 1s your job tltle? (- - 1 



Are you single , naarried , vidoved , divorced , o r  separated? 

0 Never Marrieci -> [GO TO Q-141 3 Divorced -> [GO TO Q, 141 
1 MarrLed 4 Separated ->[GO TO Q.141 
2 Common law marrfage 5 Uidoved 

FOR TKOSE W E D  OR VIDOVED 1 

ühat i s  h i s f i er  job t i t l e ?  (- - 1 

Uhat kind of vork did your spouse do for most o f  hfsfier Lffe? <PROBE) 

0000 Never Wotked 

Longese job: L--- 1 

Other jobs:  1. L--- 1 

2. L--- 1 

FOR THOSE CDRRENTLY )URRIED 

1s your spouse vorking ( for  pay) nov? 

2 NO -> Vhen did  he/she last vork? Year 19 --> [GO TO Q.141 

97 never vorked for pay 
98 DK 

1 YES -> Does he/she vork f u l l  time or part time? 

7 Skipped 
2 Yes, part-time 8 Don' t Know 
3 Yes, full-cime 



- * - 
* Hov is y O u r  eyesight < d t h  glasses or contacts  if you vear them)? - 

Excellent, good, f.-, poor, or art you completely unable to sec? 

1 Excellent 2 Good 3 F a i r  4 Poor 5 Unable t o  see 

*15. H0v fs gour herrîng ( d t h  r haaring aLd if you vear one)? Excellent. 
good, fair, o r  poor? 

1 Excellent 2 Cood 3 Fa i r  4 Poor 5 Unable t o  hear 

INTERVIEWER, R E C U  EARLIER QUESTION ABOUT MARITAL STATUS AND ASK THE 
FOLLOTJING APPROPRIATELY) 

6 Do you lfve here aloint? 

1 YES --> [CO TO Q. 17) 

2 NO --> Hov mny people l i v e  here v i t h  you? - [RECORD NUMBER] 

Please t e l l  m e  the names of al1 the people uho l L v e  here. 
(FOR EACH NAME, SAY:) How are they related to you? 

Name Relationship 

*17.s) Do you have any children (other chfldren)? 

2 NO --> [CO TO Q,  17bJ 
1 YES --> Could you please givc me their first names? [ L I V I N G  CHILDREN 

ONLY. THIS ZNCUIDES STEPCHILDRENJ 

b, So, how many (living) chfldren do you have altogether (including those 
l iv ing  with YOU)? 

-- [RECORD NUHBER] 



*18. Vho is the ber+ person t o  cal1 if ve can't get Ln touch vith  OU? 
Hov fs thIr person related to  you? (- - 1 

INTERVIEWER: WRITE THE NAME, ADDRESS AND RELATIONSHIP ON THE INTERVIEWER 
SüMMARY SHEET AT THE END OF THE QUESTIONNAIRE, THEN RETURN TO THE NEXT 
QUESTION BELOW 

*19. Most people have one or more tndLviduals they ean count on for help in 
t h e  of need (Xe. helps and supports you). Can you think of someone like 
thîs in  your L i f e ?  

- .  
1 Yes -> Hov many such persons? Number of helpers [RECORD 

m E R 1  
Ask for names and relationship of helpers. (INDICATE IF PROBE ie. for a 
spouse not mentioned) 

Name Relationship 

*20 .  Thinking nov about the main such person, vho helps and supports p u ,  hov 
are they related to  you? 

01 Spouse 
02 Son 
03 Daughter 
04 Parent 
05 Sibling 

06 Friend 
07 Neighbour 
08 Forma1 Service 

Provider (specify) 
L - 1 

09 Other 



- - - 
21. Xov close or far rvay does this person livc? 

INTERVIEWER: PLEASE DûN'T ASK THIS QUESTION IF YOU AIREADY 
KNOV THAT ïH&Y LIVE IN THE SAME HOUSMOLD FRdn QUESTIOS 16, JUST 
CIRCLE 1. (SHOW CARD) 

1 Same household 
2 V i t h i n  valking distance 
3 Within half an h o u  by car 

4 U L t h L n  nro hours by car 
5 V i t h L n  a &y by car 
6 More than a &y by car 
8 DK 

*22. Of 811 the people in your lifé, hov close vould you say you are t o  thïs 
person? (SHOW CARD) 

1 Closer than to  any other 
2 As close as to any other 
3 ûnly 1 or 2 others 1 am closer to 
4 ûnly 3 or 4 others I am closer to 
5 5 or more others 1 sni closer to 

*23. ff you vere injured and could not leave your home, whoa~, if rnyone , vould 
you cal1 for help? Hou long vould it be before help arrived? 

Name Relationship rime Delay (Minutes) 

--- (pins) 

--- (mins) 

--- ( m i n s )  



*24- mgtne you ver8 sick for r Long t h e  and not able to ge t  out of pur 
houe.  y o u  familjr. friends, and aeighbours. how many people vouid 
be rvrilable to help you vith dq-to-&y tas-. such as getcing groctries 
for you? 

-- [RECORD -ER] 

Hov are they r e l i t e d  to you? 

Name Relationship 

TO TElE INTERVIEWER: REVIEV THE ANS- TO QUESTIONS 19 TEFROUGH 
24 AND SEE VEIETIIER TüERE IS  SOIEONE FM0 APPURS TO BE THE HAIN 
CARECIVER. VERIFY THïS UITH THE RESPONDENT BY ASKING . . . 

CC aso. am 1 right in thinking that is the person m o r t  lfkely to care 
for you? 

Narne Relationship 

THEN ( IF YOU DO NOT ALREADY RNOU THE ADDRESS) ASK IF YOU CAM 
k?AViZ TüIS PERSON'S ADDRESS, VIUTE TüE NA)(E AND AüDRESS ON 

INTERVIEWER StRQURY S m T  AT THE END OF THIS QUESTIONNAIRE. 
THEN CONTINUE WITü THE INTERVïEV. 



25.  Do you receive emotionol support f tom anyone or not? Thac is , do you have 
someone vho you confide in, ta lk  CO about yourself, your coneerns, e t c . ?  

1 NO --> [GO TO Q. 271 
2 Yes 

26. [IF YES TO Q. 251 Fram vhom? (SPECIFY REIATIONSHIP) (INDICATE IF PROBE 
USED) 

So, hou many people i n  total  vould you Say you receïve emotional support 
f rom? 

-- [RECORD NüHBERJ 
27 .a) Who visits you or provides cornpanïonship most often? (INDICATE IF PROBE 

USED) 

Name Relat ionship 

b) So, hov many people Ln total vould you Say visït  you or provide 
companLonship7 

-- [RECORD NUHBER] 

*28a. Are you the main person providlng help for someone else a t  the present 
cime? 

1 NO --> [ G O T O Q .  291 
2 Yes 

b. ( IF  YES) For vhom? (SPECIFY REUTIONSHIP) 

Name Relationship 

So, hov many people are you provfding help for? 

-- [RECORD NUPIBER] 



-ADL OUESTIONS 

Now, I w o u l d  l i k e  t o  ask you a fev q u e s t i o n s  about activlties o f  daily living, 
things t h a t  we al1 need CO do as a part of out  datly l ives.  1 w o u l d  L i k e  t o  
k n o w  if, today, you cari do these act ivi t ies  w i c h o u t  any help, o r  i f  you need some 
h e l p  to do t h e m ,  or if you canvt d o  t h e m  at all. P l e s s e  t e l l  me about your 
s i tua t ion  today w h e n  answering these q u e s t i o n s .  (SHOW CARD) 

FOR EACH ITEM, SHOW THE CUE C W  AND ASK THEM TO SELECT 
ï H E  BEST ANSWEK. I F  THE RESPONDENT HAS DIFFICUtTY I N  
SELECTING A RESPONSE CATEGORY, YOU CAN READ THE EXAHPLES 
I N  PARENTHESES BELOW EACH OPTION. USE THESE ONLY UHEN 
HELP I S  REQUIRED, HOVEVER: Dû NOT READ THEM ROUTINELY 

I F  THE RESPONDENT SAYS THM CAN DO IT "ülTH SOHE HELPU 
PROBE AS TO UHETHER THAT HELP UOULD BE FROK A DEVICE, 
A PERSON OR BOTH. NOTE: THAT THE USE OF A DEVICE, PERSON 
O R  BOTH UILL APPLY TO SOHE ACTIVITIES MORE THAN TO OTHERS. 
ONLY PROBE FOR THOSE THAT APPLY. WRITE D O W  THEIR RESPONSE, 
I F  IT IS UNCLEAR. 

Can you eat ... 

1 2 3 4 
w f t h o u t  any v i t h  s o m e  h e l p  w i t h  some help with some help 
help £rom a device using a p e r s o n  f r o m  BOTH a 

ONLY ONLY p e r s o n  and a 
device 

Can you dress and undress yourself 

1 2 3 4 
w i t h o u t  any w i t h  s o m e  help w i t h  some h e l p  w i t h  some h e l p  
help f r o m  a device using a person f r o m  BOTH a 
(pick out ONLY ONLY p e r s o n  and a 
c lo  thes, Czipper pul l s )  device 
dress , 
undress) 

Can you take care of your oun sppearance, fo r  example, combing y o ~  haïr 
and (for men) shaving 

1 2 3 4 5 
w i t h o u t  any w i t h  s o m e  help w i t h  s o m e  h e l p  w i t h  s o m e  help unable t o  
help f r o m  a device using a p e r s o n  f r o m  BOTH a do it 

0NI.Y ONLY p e r s o n  and a 
(extenders, device 
long shoe horn) 



(ADL cont'd) 

d, Can you v8lk 

1 2 3 4 
vlthout any with some help with some help v l t h  some help 
he lp  from a device wfng a persan froœ BOTH a 
(except a ONLY ONLY person and a 
cane) (walker , devf ce 

crutches or  a 
chair) 

IF ANSWER U I T H O Q ï  A .  HELP OR WTH SOHE HEtP] 
dd. Do you walk out of doors (Assisted or Unassisted) 

1 1 m i l e  o r  more 
2 1/4mLle 
3 100 yards 
4 10 yards 

e . Can you get  about the house 

1 2 3 L 
without any v i t h  some help with some he lp  v i t h  some help 
h e l p  from a device using a person from BOTH a 

ONLY ONLY person and a 
(walker , d e v k e  
crutches o r  a 
chair) 

f . C a n  you go up and dovn strirs 

1 2 3 b 
without any with some help wfth some help w i t h  some help 
help from a devlce using a person from fMlTH a 

0NI.Y ONLY person and a 
(handraf 1s , device 
walker , c h a l r l i f  t) 

* g. Can you get  i n  and out of bed 

1 2 3 4 
vithout any with some help v i t h  some he lp  with some help 
he lp  from a device using a person from BOTH a 

ONLY ONLY person and a 
(-Y type device 
l i f t )  

5 
unable to 
do it 
(someone 
lif= y=) 



* h. C a n  pou trke r bath or shover 

1 2 3 4 5 
vithout any vLth some help with some help with some heLp unable t o  
help from a device ustng a person £rom BOTH a do it 

ONLY ONLY persan and a 
(shower s ca t ,  device 
hand held shover) 

* i l  C a n  you go to the brthrooni, comrnode (or outhoust> 

1 2 3 4 5 
vithout any with some help v t th  some help vith some help unable CO 

help from a device using a person £rom BOTH a do it 
ONLY ONLY persan and a 
(ratsed t o i l e t  device 
seat ,  walker) 

* j. C a n  you use the telephone 

1 2 
without any w L t h  some help 
help from a device 
(look uy O m Y  
numbers and (hearing 
dial) device, 

special  phone, 
CAN d i a l  
operator i n  
emergency) 

3 4 5 
with some help with some help unable to 
using a person from BOTH a do L t  
0M.Y person and a 
(help getting device 
numbers , 
dialing, can dia1 
operator i n  
an emergency) 

* k. Can you get t o  places out of valking distance 

1 2 3 4 5 
vithout any v i t h  some help with some help v i t h  some help unable t o  
help from a device using a person from BOTH a do it 
(can travel ONLY ONLY person and a (need 
alone on (mo torized (need someone device special  
bus, taxi ;  scooter) to  go with (Handi-Transit) artange- 

drives car) YOU) ments) 

L. Can you go out of doors i n  good veather 

1 2 3 4 5 
without any with some help with some help with some help unable t o  
help from a device using a person from BOTH a do it 

ONLY ONLY person and a 
device 



- - 

ADL (cont'd) 

Can you go out of dwrs i n  any veather 

1 2 3 4 
vithout any with some help wtth some help w i t h  some help 
help from a device using a person from BOîH a 

ONLY ONLY person and a 
device 

Can pou go shopping for your groceries or clothes (assumm 

1 2 3 
vithout any with some help with some help 
help from a device using a person 
(take care ONLY ONLY 
of al1 (need someone 
shoppf ng) to go v i th  you 

on al1 t r ips )  

Can you prepare your onz meals 

1 2 3 
without any with some help with some help 
help £rom a device using a person 
(plan and ONLY ONLY 
cook f u l l  (no t f u l l  
meals) meals) 

Can you do your housevork (eg. scrrib floors, 
L 

1 2 3 
without any v i th  some help with some help 
help from a device using a person 
(scrub 0NI.Y ONLY 
fLoors etc.) (can do l i g h t  

but not heavy 
work) 

Can you do l ight housework (dusting, dlthes. 

1 2 3 
without any with some help v i th  some help 
help f r o m  a device using a person 

ONLY ONLY 

4 
with some help 
from BOTH a 
person and a 
device 

ci 
vi th  some help 
from BOTH a 
person and a 
device 

the7 have 

vacuum, windovs & valls)  

ci 
v i th  some help 

f r o m  BOTH a 
person and a 
device 

etc.) 
1 
4 

v i th  some help 
f r o m  BOTH a 
person and a 
devïce 



ADL (contSd) 

r. Can you do jour pardvork and/or gardening 

1 2 3 
without any uith some help with some help  
help from a device usfng a persan 

ONLY ONtY 

* S. Can pou take your ovn medicine 

1 2 3 
vithout any v i t h  some help vith some help 
help from a device using a person 
(in the ONLY ONLY 
r f g h t  doses (pi11 counter) (sorneone 
at the  r i g h t  prepares it 
tirne) and remfnds 

you t o  take i t )  

4 
with some help 
ftom EôlM a 
person and a 
device 

4 
vLth some help 
from BOTH a 
person and a 
device 

f t. Can you handle your own money (THIS QUESTION REFERS TO 
HANDLINC) 

1 2 3 4 
vithout  any with some help w t t h  some help with some help 
help from a device using a person from BOTH a 
(vrite ONLY '0NLY person and a 
checks, pay (can manage device 
bLl ls ,  e t c , )  day-ta-day 

buying but  
need help with 
check book and 
paying b t l l s )  

DAY-TO-DAY 

u. Can you handle planning your long-tema finances (Le. investments, 
banking) 

L 2 3 4 5 
vfthout  any with some help vf th  some help w i t h  some help unable Co 
help from a device using a person from BOTH a do it 

ONLY ONLY person and a 
device 



NOW I would llke to ask about your ïncome and expenses, Uhat you tell me Ls 
confidentïal information, 

t i 

IF NECESSARY, EXPLAIN THAT THE QUESTIONNAIRE IS NOT HENTIONINC 
HIS/HER AME AND THAT THE INFORMATION U I U  BE USED STATISTICAUY 
AS UE VANT TO KNOW WHAT INCOMES OLDER PEOPLE MAKE IN GENERAL AND 
NOT THE INCOME OF ANY ONE INDIVIDUAL.) 

Uhat 3s the average pionthlv income for your bousehold, includïng the old 
age security pavent? 

$---- -00 9997 REFUSED 
9998 DONeT KNOV 

What is your primary (largest) source of income? 

1 OldAgeSecurLty (0 .A.S- )  
2 Old Age Security and government supplement 
3 Private pension ( i . e .  C.P.P.) 
I fnterest earnings/dividends 
5 Family or spouse 
6 Other (SPECIM) 
7 DK 
9 MI 

Hov do you think your Lncome and assets currently satisfy your needs? 
(READ CATEGORIES) 

4 Not very well 
1 Veryvell 5 Totally inadequate 
2 Adequately 9 Missing 
3 With some difficulty 

Do you ovn or rent thLs dwelling? 

1 Oun 
2 Rent 
3 Other (Specffy 1 
9 Kissing 

(IF NOT ALREADY KNOüN AND CODED ON PACE 2) 
1s this seniors only housing? 

1 Yes 
O No 
8 Don't Know 
9 Hissing 



THE 3HS 

Blind? Y N ---> see c r i b  sheet for appropriate skips and prorating 
Read? Y N -O-> see c r i b  sheet for appropriate skfps and prorating 
Write? Y N - - -> see c r i b  sheet for appropriate sktps and prorating 
DLsabtlity? Y N ---> if rcspondent cannot -ver a parricuIar questfon because 

of a dfsab l l i fy  other than the above, circle Y and spec i fy  

Uhen vert you born? / / ,-. 

dd mm W 

Uherevereyouborrn? / 
city, t o m  province, country 

Year O 1 
Day O 1 
Honth O 1 

Province O 1 

Town O 1 

1 am going t o  say three words for you t o  remember. Please repeat 
them after 1 have said al1 three: Shoes ... Blue ... Hodesty.. . 
(Number o f  presentations : 1 

Shoes O 1 Blue O 1 Modesty O 1 

Please count from 1 to  S .  

Can Can' t 

Novn please count backvards from 5 to 1. 

5 to  1 (urite their answer - - - - -1 
5 6 3 2 1 

Score O 1 2 

Would you plcase spe l l  "WORLD"? 

Can Cane t 

Nov please s p e l l  wUORLDfl backwards? 

World backvards (print  Letters) - - - - - 
Score O 1 2 3 4 5 



4- - mat t h r e e  vords did 1 ask you to remember e a r l i e r ?  
9 

Spontaneous r eca l l :  shoes 3 
Cue: Something t o  vea r  2 
Multiple: S h i r t ,  shoes, socks 1 

Missed completely O 

Spontaneous r e c a l l :  b lue  3 
Cue: A co lor  2 
Multiple: Black, blue , brown 1 
Missed O 

Spontaneous r eca l l :  modesty 3 
Cue: A good personal q u a l i t y  2 
Hult i .  :Hodesty, c h a r i t y ,  honesty 1 
Hissed O 

5 -  - Uhat fs todayns date? 
15 

Today's date  Month 

Accurate 3 Accurate or  within 5 days 2 
Hissed by 1 o r  2 days 2 Hissed- by one month 1 
Hissed by 3-5 days 1 Mïssed by more than 1 O 
Missed by more than 5 days O 

Year Day of Week 

Accurate 8 Accurate 
Missed by I year 4 Missed 
Missed by 2-5 years  2 
Hissed by more than 5 years  O 

Season 

Accurate or v i t h i n  1 month 1 
Missed O 

6. Vhat province are we in? - - 

5 province O 2 

What country a r e  ve in?  
Country O 1 

What cfty/tovn are ve Ln? 
City o r  Tom O 1 

Are ve Ln a hospital (clinic), or a store , o r  a home? 
Hosp-, S tore ,  home O 1 



MKSE: Uhat is the address here? 

# Street 

7 -  - Uhat do you cal1 this part of the face? 
5 and this part? and this  part of the body? and thir part? 

and this part of the hand? 

Forehead O 1 Chin O 1 Shoulder O 
Elbow O 1 Knuckle O 1 

W E :  ü b É  1s this? Pencil Y N 
vhrt is this? Watch Y N 

8 -- ühat anïauls have four legs? ~ e l l  m e  as many as pou c m .  <30 SECONDS) 
10 

( U r i t e  animals named) B I 

9 0- I n  vhat vay are an arm and a leg alfke? 
6 (Uri te  answer) 

Limbs , extremit ies  2 
Body par t s ,  bend, move, jo in t  1 
Very Veak s i m i l a r i t y  o r  no s imi la r i ty  O 

In  vhat vay are laughing and cryfng alike? 

Feeling, emotion 2 
Expressions, sounds , rel ieve tension 1 
Very weak simllarfty o r  no simLlarity O 

In vhat way are eating and sleepfng alike? 

Necessary bodily func tions 2 
Bodily functions , relaxing , 1 

good fo r  you 
Very Ueak sirnLlarity o r  no s imi la r i ty  O 

10. Repeat vhae 1 say .... "1 VOULD LIKE TO CO OUT" 
S 

Correct 2 / 1 o r  2 missed/urong words 1 / Hore than 2 0 

Nov repeat ... "NO IFS, ANDS, OR BUTSw 

No Lfs 1 O ,  ands 1 0,  o r  buts 1 O 



11. Please do thfoc (show card "CUISE POUR EYES") 
3 

Obeys without promptlng 3 
Obeys af  ter promp t i ng  2 
Reads aloud only 1 
None of the  above O 

12. 1 vould like to have a sample of your handvriting. 
5 Write "1 UOULD LIKE TO GO OUTu. CL MINUTE) . HANDEDmSS L R 

(1) would l i k e  to go out,  1 2 3 4 5 

MMSE: Vould you plerse  vrite another sentence for me? 

( transcribe) 

13 Here is a draving. Pleasc copy the draving on the same paper. 
10 (1 HINUTE) 

Each Pentagon Intersection 

5 apporx. equal s ides  4 4 4 corners 2 
5 unequal (>2:l)sides 3 3 Not 4 corner enclosure 1 
Other enclosed figures 2 2 No intersection o r  no 

enclosure O 
2 o r  more l ines  1 I 
Less than 2 l ines  O O 

14. Take t h i s  paper v l t h  your l e f t / r lgh t  hand, f o l d  it in  h a l f ,  and hand 
3 Tt back to me. 

lef r / r ight  hand 
fold it i n  half  
hand i t  back to me 

15. mat t h r ee  vords dLd 1 ask you to remember car l i e r?  
9 

Spontaneous: Shoes 
Something t o  Wear 
Shoes, s h i r t ,  socks 
M i s s e d  

Spontaneous : Blue 3 
A co lor  2 
Black, blue, brown 1 
M i s s e d  O 

Spontaneous: ffodesty 3 
A good qual i ty  2 
Modesty, char l ty  , honesty 1 
M i s s e d  O 

- - - - - - - - -  TOTAL SCORE 3HS 



HEALIH QUESTIONS 

*37. 1 vould jus t  1Lke to check on your blrthdrte again. 

Uhen vere you born? / / 
day month year 

38. Vhere vere you born? 

(IF CANADA, ASK PROVINCE; IF OUTSIDE CANADA, ASK COUNTRY, AND ALWAYS ASK 
UHAT TOW OR CITY) 

*a. 

T o w i  ProvLnce (or country) 

b. (IF BORN OUTSIDE CANADA) mat year d i d  you corne to Canada? 

(RECORD YEAR) 

I would like t o  ask you some questions about your health. 

*39. Hov vould you say your health is these days? Would you Say your health 
is very good, pretty good, not  too good, or poos or very poor? 

1 Very good 2 Pretty good 3 Not too  good 4 Poor 5 Very poor 

40 .  In the past 30 davs, have you had any of the folloving complaints?: 

* a. A cough 8ny Cime during the day or night, uhich lasted for three 
veeks o r  more? 

1 Yes 2 No 

* b. Feeltng tïred for weeks a t  a tirne for no special reason? 

1 Yes 2 No 

* ce Nose stuffed up or sneezing, for tvo veeks or more? 

1 Yes 2 No 

d. Chronic pafn 

1 Yes 2 No 



41- For your age, vould you say, in general your heal th  is: (READ) 

(ONLY READ INFORMATION I N  BRACKETS IF TXEY REQUIRE MORE INFORMATION. UE 
ARE INTERESTED I N  THEIR HEALTH I N  CENERAL AND I N  THE LONG-TERK, NOT TODAY) 

1 Excellent (never prevents a c t i v i t i e s )  
2 Good fo r  your age (rarely prevents ac t iv i t les)  
3 Falr  fo r  your age (occasionally prevents some a c t i v i t i e s )  
4 Poor f o r  your age (very often prevents a c t i v i t l e s )  
5 Bad fo r  your age (health troubles of infirmity a l 1  the  time - 

prevents most ac t iv i t i e s ,  o r  requires confinement t o  bed) 
6 NR 

42-  Nov, 1 vLl1 read a List of health problems that  people o f ten  have. For 
each problem t h a t  1 read, please t e l l  me i f  you have had it i n  the pst  
ycar .  Pou can jure answer Yes ot No. 

INTERVIEWER: IF THE PROBLEn BEGAN LONCER AG0 AND SWPTOMS W T E D  
INTO THE PAST YEAR, CHECK T E S " .  DO NOT READ THE EXAMPLES IN 
PARENTHESES üNLESS THE RESPONDENT ASKS FOR CURIFICATI ON. ) 

Yes No 

* a) High blood pressure (vhether controlled 
by medication o r  not) 

* b) Heart and circulat ion problems (hardening o f  the  1 2 
a r t e r i e s ,  hear t  troubles, o r  other blood diseases) 

* c) Stroke, o r  e f fec t s  of stroke 1 2 

* d) Arthr i t i s  o r  rheumatisrn 1 2 

* e) Parkinson's disease (or other neurologieal problems) 1 2 

f )  Other neurological problems 1 2 
( if  yes, specify 1 

* g) Eye trouble not relieved by glasses 
(ca taracts  , glaucoma) 

* h) Ear trouble (hearing los$) 1 2 

* i) Dental problems (teeth need care, 
dentures donnt fit) 

* - D o  you vear dentures? 

* (IF YES) Hov Long have you worn dentures? years * Do the dentures f i t  t o  your satLsfaction? I 2 



- 7 

- - 

QUESTION 42 (conte d) 

* k) Troubles vLth yoÜr stoauch or digestive rystem 

* 1) Kidney trouble (hcluding bladder troubles) 

* ai) D o  pou aver lose eontrol of your blrdder? 
(by thac 1 mean, do you ever pass wacer when 
you don't intend to?) 

* n) D o  pou ever lose control of your bovels? 
(by thar 1 mean, do you ever lose stool vhen 
you don't intend to?) 

Yes 

* p) Trouble vith your feet or rnkles 1 2 

* q )  Trouble vith your nemes <including 811 ment81 1 2 
i l lness  or emotional problems) 

* r) Skin problems 1 .  2 

* s )  Any fractures 
(if yes, S p e c i f y  1 

t) Cancer 

* V) Other -- speclfy (including amputations) 1 2 

438-  Uhich (one) of the i l lnesses you have identified above do you believe t0 
be the most serioust 

l l lness  

1 would like to ask you several questions about (THIS ILLHESS) - 



* - 

43b. ühat do you believe caused this i l lness? 

- - -  

c.  ühat do you think should be done about ft? 

d. ühat do you think V U ~  be the outcome of this  i l lness? 

*44. Hov rnuch do your health troubles stand in the vay of your doing the things 
you vant to do - -  not a t  a i l ,  a l i t t i e ,  or a great deal? 

3 Not at al1 2 A Little (some) 1 A great deal 

5.45. Do you have a regular doctor or clfnic vhich you use for your health 
needs? 

1 Yes 2 No 7 REFUSE0 8 DK 9 MV 

46-  About how many days have you spent in  a hospita1 durLnn the last month? 
(CODE NUMBER OF DAYS) 

-- DAYS 7 REFUSED 8 DK 9 W 

47.  About how many days durina the vast month have you been sick in bed at 
home al1 or most of the day? (CODE NUKBER OF DAYS) 

-- DAYS 7 REFüSED 8 DK 9 Hv 



The following statements are designed to help us learn about your opinions 
regardfng health and illness in general, Pleuse indicate hou strongly you agree 
o r  disagree, On a scale of 1 to 5 ,  where 1 is strongly disagree and 5 is strongly 
agree. (HAND RESRINDENT CARD) 

Cetting velL Sr often a m t t e r  of 
chance. 

1 bave niy doubts about some thingr 
doctors s i y  the7 c r n  do for y-- 

People8s t11 health resut ts  from thefr  
oun carelessness . 
I believe in trying out different doctors 
t o  find out which one 1 think v i l 1  g i n  
me the best erre. 

If you vait long enough, you c m  get 
over most sickiesses vithout g o h g  
to  the doctor. 

People vho never get sick are j u s t  plriri 
lucky . 
A t  my age, it usually i sn8 t  vorth the 
trouble to bother -th comrunîty 
services and programs for  senlors. 

Some home remedies are s t i l l  better than 
prescribed drugs fo r  curing sickiess. 

A person understands his/her oni  State of 
health better than most doctors. 

Cood health L s  largely matter of good 
fortune. 

People who take care of themselves s t r y  
healthy. 

Doctors often tell you there's nothing 
vrong vith you, when you know there is. 



JIFiUT'EI BELIEFS <coated) 

m. If 1 take care of myself, 1 c m  avofd 
l l lness  . 

n. Uhea you rerch my rgem you have to accept 
r f a i r  degree of discodort and phpicaï 
disabflity. 1 2 3 4 

O Yhenever X get sîck î+ Ls becrura o f  
somethlng It,ot dont or not done. 

p. Yhen 1 Seel Ulm L knov Lt  Ls becruse 1 
have not been getting the proper 1 2 3 4 
exercLse o r  eatfng rfght. 

f 

q. 1 am direct ly  responsibLe f o r  my herlth. 1 2 3 4 

r. Xost of the t h e  lt fsn't vorth the 
trouble t o  s e t  doctors and other medical 
professionals at  my age. 1 2 3 4 

S .  N o  matter vhat 1 do, if 1 am going to 
get slck, I v i l 1  ger slek. 1 2 3 4 

49.  CES-D SCALE 

Now I'm gofng to read you r L i s t  of ways you might have f e l t  or behaved. 
Phase t e l l  me hov often you have fe l t  thfs vay durhg the part veek. 

USE THE FOLIDLXNG SCALE FOR RESPONûENTS' ANSUERS- 

1 Rarely or  none of the ttme (Less than 1 day) 
2 Some or a Little of the tirne (1-2 &YS) 
3 Occasfonally or  a moderate amount of tinte (3-1 days) 
4 Host o r  a11 of the t h e  (5-6 days) 
9 Hissing 

(HAND RESPONDENT GARD) 

Durinv the Dast week: 
3" 

a) I vas bothered by thlngs that  usually dongt bother me. - 
b) 1 d i d  not f e e l  lfke eating; my appetite vas poor. 



USE THE FOLLûüING SCMS. F'ûR RESPONDMTS' ANSUERS. 

1 Rarely or none of the tloic (less than 1 day) 
2 Some or a ltttle of the tine (1-2 &YS) 
3 Occasionally or a moderate amount of tirne ( 3 - 4  days) 
4 Hose or al1 of the t h e  CS-6 &YS) 
9 Kissïng 

Durinn the uast veek: 

1 f e l t  that 1 could mot s h a h  off the blues even vîth 
' 

help from my family or friends. 

1 f e l t  thrt 1 vas just as good as other people.' 

I had trouble keeping my m i n d  on vhat 1 vas doing. 

1 felt depressed. 

1 f e l t  that everything 1 dfd vas an effort. 

1 f e l t  hopeful about the future. 

1 thought my ltfe had been r failure. 

1 f e l t  fearful . 
My sleep vas restless.  ' 

1 vas happy. 

1 talked less than usuel. 

I f e l t  lonely. 

People vert unfriendly. 

1 enjoyed l î f e .  

1 had crying spells. 

1 f e l t  sad. - 

1 f e l t  that people d ï s l ï k e  me. 

1 could not get "goingW. 



LIFE SATISFACTION 

Now 1 vould l i k e  t o  change the  subject somewhat and ask you to  consider 
your l i f e  as it is r i g h t  now, I am going t o  read you a number of key 
words o r  phrases which people use t o  identify various areas of  t he i r  
lives. After 1 have read each key word or  phrase, please consLder how 
you vould r a t e  your own l f f e ,  as it is rinht nov, in  terms of tha t  
descriptive vord o r  phrase, 

To ass i s t  you i n  glving your ra t ing,  we have designed a labelled scale  
which runs from *TERRIBLEm to "DELIGHTFULm i n  seven equal steps.  Each 
of these s teps  has a corresponding number. 

When you have picked the l eve l  from the scale t ha t  cornes c loses t  t o  
describing hou you f e e l  about the par t icular  area of your l i f e  I have 
jus t  read, please t e l l  m e  which label  and number you have picked. For 
example, Ls your HEALTH "dissatisfyingn , nsatisfyingn , "very satisfying" , 
etc.? 

USE THE FOLLOUING SCALE FOR EACH CATECORY: (SHOW CARD) 

1 - Terrible 
2 - Very dissat is fying 
3 - Dissatisfying 
4 - Mixed 
5 - Satisfying 
6 - Very sa t i s fy ing  
7 - Delightful 
8 - No opinion - t h t s  covers not applicable, can' t  remember, no comment, 

etc. 
9 - Missing 

The present s t a t e  of your general 
hea l th  (reLatZvely free of common 
chronic i l lnesses)  . 

Your fncome and assets (including 
investments, property, etc.). 

c) F M L Y  REUTIONS Kind of  contact and frequency o f  
contact  you have with your family 
members. This includes persona1 
contact ,  phone c a l l s  , and l e t t e r s  . 

e) FRIENDSHIPS Kind of contact and frequency of  
contact  you have with your f r lends  + 

This includes persona1 contact, phone 
c a l l s ,  and l e t t e r s .  



- - - 
LIFE SATISFACTION (cont 'd) 

USE THE FOLWWNG SCALE FOR EACH CATEGORY: (SHOW CARD) 

I - Terrible 
2 - Very d issa t l s fy ing  . 
3 - Dissatisfying 
4 - Nixed 
5 - Satisfying 
6 - Very sa t i s fy ing  
7 - Delightful 
8 - No oplnion - t h t s  covers net applicable, can't remember, no comment, 

etc, 
9 - nissîng 

The present type, atmosphere and s t a t e  
of your home (e.g.. apartment, house, 
fa-, room, e tc , ) .  

/-' 
-3 ~ K P A ~ T N E R  --- - -.- . Includes a,marriage partner; partner 

-'sharing intimate relatLons . 

h) RECREATION ACTIVITY Persona1 recreation ac t iv i t i e s  you 
engage i n  for pure pleasure vhen you 
are  not doing normal daily l iving 
chores or  some type of vork. This 
inchdes relaxing , reading , TV, regular 
get  togethers, church ac t iv i t i e s ,  a r t s  
and crafts, exercises, t r i p s ,  e tc .  

i )  RELIGION Your sp i r i tua l  fulfilment. - 
j ) SELF-ESTEEH Hou you f e e l  about yourself; your 

sense of self-respect.  

k) TRANSPORTATLON Public and privace transportation 
(e-g.,  including convenience, expense). - 

1)  New, using the same scale,  hou do you f ee l  about your l l f e  as a vhole 
r28ht nov? 1s lifc generally dissatisfying, satisfying, etc.? 

L - Terr ible  
2 - Very dissatisfying 
3 - Dissatisfyfng 
ci - Hixed 
5 - Satisfying 
6 - V e r y  satisfying 
7 - DelightfuL 
8 - No opinion 
9 - Hissing 



(INTERVIEVER: R E C A U  -ER RESPONSES ABOUT HOUSEHOLD, HARITAL STATUS AND 
FAnrLY AND ASK F O U O i i I N G  QUESTIONS APPROPRIATELY) 

Nov, 1 vould l ike  t o  talk to  you about your f a m L l y  and frlends. 

5la. Bov many sons do you have not hcluding those Mving vith you? 
(RECORD LIVING ONLY) 

,b. O f  your sons, hov many do you have contact vith ... (READ EACH CATEGORY) 
(CONTACT INCLUDES: SEEING, PHONING, LETTER URITING) 
.(EXCLUDE SONS IN HOUSEHOLD) : (SHOW CARD) 

! i - Every day >- ? . -  - -6. 

- - Once a week or more - A feu times a month 
- Once a month 
- Less often than once a month but a t  least once a year 
- Less than once a year 
- Never 
7 

Kv 

(NOTE: NUHBER I N  b .  SHOULO ADD UP TO THE SAME AS IN a.) 

52a. Hov many daughters do you have not including those living vtth you? 
(RECORD LIVING ONLY) 

b. Of your daughters, how many do you have contact vith ... (READ EACH 
CATEGORY) (CONTACT INCLUDES : SEEING , PHONINC , LETTER WRITING) 
(EXCLUDE DAUCHTERS IN HOUSEHOLD): 

- Every day 
- Once a week or more 
- A feu times a month 
- Once a month - Less often than once a month but a t  h a s t  onCe a p a r  

Less than once a year 

(NOTE: NUMBER IN b. S H O W  ADD UP TO THE SAME AS I N  a.) 



53. kt etther of p u r  parents stiil living? 

1 N e F t h e r  --> (GO 10 4-56)  
2 Mother 
3 Father 
4 Both 
9 Kv 

56.  (ASK ONLY X F  ?A- LSVIL3G & NOT LïVïNG IN tlOUSEüOU)) 
How often do you bave contact vith your fatber? 

(CONTACT INCZaDES : SEEING , PHONING, =ER V R L T U G )  ? 

1 Every &y 
2 Once a week or more 
3 A fev t h e s  a month 
4 Once a month 
5 IRSS often than once a 

month but at least  once 
a year 

6 Less than once a 
year 

7 Never 
9 Hv 
O No father 

S .  (ASK ONLY IF HOT= LIVING & NOT LIVING IN HOUSEHOLD) 
Hou often do you have tontret v L t h  your mother? 
(CONTACT INCIUDES: SEEING, PHONINC, LETTER =TING)? 

1 Every &y 
2 Once a veek or more 
3 A feu  times a month 
4 Once a m o n t h  
5 Less often than once a 

month but at l eas t  once 
a year 

6 hss than once a 
year 

7 Never 
9 tlv 
O No mother 

56a. HW many brothers do you have not including those l iving v i t h  you? 
(RECORD LIVING ONLY) 

b. Of your brothers, hov WANP do you have contact vtth . . . (READ EACH 
CATEGORY) (CONTACT INCLüDES : SEEINC , PHONïNG , LETTER VRITING) ? 
(EXCLUDE BROTHERS IN HOUSEHOU) 

- Every &y 
1 - Once a week or more 

-- A feu tbes  a nonth 
- Once a month 
- Less often than once a month but at hast once a p a r  
- tess than once a year 

(NOTE: NUWER I N  b. S H O W  ADD UP TO T H E - S M  AS IN a.) 



5 7 r .  Bov many rtstars do you have not încludiag those living uith you? 
(RECORD LIVING ONLY) 

b. O f  your rZsters, h w  M do you bive contact v i th  * .  - (READ EACH 
CATEGORY) (CONTACT INCWüES: SEEING, PHONING, LETTER URITING)? 
(EXCLUDE SISIERS I N  HOUSMOLD) 

- Every day - Once a week or more 
- A f e w  t i m e s  a month - ûnce a month 
- Less often than once a month but at least once a year 
- Less  than once a year 
- Never - PN 

(NOTE: NIMBER IN b. S H O W  ADD UP TO THE SAME AS IN a-) 

S 8 a .  E[av many other relatives do you have not Lncludfng those living vith 
you? (INCUIDE CRANDCHILDREN, NIECESm NEPHEUS, COUSINSm IN-LAWS, ETC*) 
(RECORD LIVING ONLY) 

(NOTE TO INTERVIEWER: PROBE FOR A SPECIFIC HUPLBER, 
NOT "IL)TSW , OR "THOUSP3DS") 

b. Thinking of your other relatives, hov OFTEN do you have contact vith 
them? (CONTACT INCWDES: SEEING, PHONINC. LETTER VRITING)? 
(EXCLUDE REIATIVES IN HOUSEHOLD) 

E v e r y  day 
Once a veek or more 
A f e w  times a month 

4 ûnce a rnonth 
5 kss often than once a 

month but a t  least once 
a year 

6 L e s s  than once a 
year 

7 Never 
9 Kv 



5 9 r .  Other thrn €-y and relatives, hov mny people do p u  conrider as 
frf ends? (RECORD NUHBER) 

(NOTE TO INTERVIEüER: IF RESPONDEKTS SAYS .üHOLE TOUN" TRY TO NARROU DOVN 
TO A SPECIMC NUHBER OF PEOPLE THEY REALtY CONSIDER =ENDS) 

b. hlnkîng of pur friends, hov OFTEN do you have contact d t h  them? 
(CONTACT ïï?CLüDES: SEEINC, PHONING. LETTER VRITING)? 
(EXCLUDE FRIENDS IN HOUSEXOLD) 

Every day 
O n c e  a week or more 
A feu tfmes a month 

4 Once a month 
5 Less often than once a 

month but a t  least once 
a year 

6 Less than once a 
year 

7 Never 
9 w 

60s. Other than frlends and frmfly, hov many of your neighbours do you hou? 
(RECORD NW6ER) 

b. ThInking of your neighbours, how oFTEN do you have contact vith the=? 
(CONTACT I N C W E S :  SEEING. PHONINC, LETTER WRITING)? 

1 Every &y 
2 Once a week or more 
3 A feu times a month 
4 Once a month 
5 Less often than once a 

month but a t  Least once 
a year 

Uss chan once a 
year 
Never 
nv 



61. Have you used any of the fol lovi i ig  services la the part 6 month+? <CfBCLE 
ALI. THAT UPLY) 

O1 General P rac t i t i one r  
02 SpeeiaList  HD 
03 Emergency Department 
04 Other Hospf ta1 Depts 
05 Day Hospttal  
06 Emergency Valk-in C l i n i c  
07 Etnroyfothcr doctor  home 

v k i t i n g  services 
08 Hedical Lab (outside 

hospi  tal) 
09 Vis i t fng  Lab Service 
10 Dentfs t  
Il Chiropractor 
12 Occupatiorul o r  Physical 

Therapis t 
13 Podf atrist/Chiropodis t 

(foo t care) 

Pharmacis t 
Optoa ie t r is t /Opt ic~  
Nutri  t i o n i s  c 
Dtet icfan 
Audiologls t 
(hear hg) 
Public/Community 
Health N u r s e  
Social Vorker 
Hfn t s t e r /P r i e s  t 
Senior Centre 
Home Care 
Adult.pay Care 
Fitness Program 
Comniunity Health 
Clfnic 
Lavye r 

Now, ue a r e  f inished.  mank you very much fo r  your assisrance- 1 have 
enjoyed talklng with you. 

TIHE INTERVIEW ENDED: 



M I N G  OF RESPONDEHT'S REACTIONS: 

Ans- 
s e 3 2 1 

AGREEABLE TO ANOTHER INTERVIEW: 

YES NO 

LANGUAGE ABLLITY: 

Phase rate the Ianguage a b i l i q  of the respondent (in the tanpage of 
interview) : 

Completely Major 
Fluent Dif f iculty 

5 4 3 2 1 



INTERVIEWER RECORD OF CONTACT PERSON AND CARECIVER 

INTERVIFMER 
DATE OF INTERVIEW 

NAIN CONTACT PERSON 

We must be readily able to  contact t h i s  person i f  we cannot reach the 
study subject  (Le. holiday, hospltal)  , If they indicate the spouse, take 
t h e i r  name dom. I n  addition, ve need co have a contact person Living 
outside the household. 

Who is the  best person t o  cal1 if ve can't get în touch v f t h  YOU? 

Spouse's name (Re la t ionsh i~)  

(CONTACT PERSON OUTSIDE OF HOUSEHOLD) 
Name 

Address 

Phone 

PRIMARY CAREGIVER 
T h i s  person is the one best sui ted  to ansver questions on the care the 
study subject  is receiving. He/she should be well informed about the 
subject -  As a guideline only, they probably v i s i t  or telephone the 
subject  at l e a s t  each week. They are not cognitively impaired. A family 
member is preferred, but cake information on a paid caregiver a l so ,  if 
mentioned, 

Definition: the primary caregiver is defined as the person perceived by the 
subject  or  h is /her  family as ordinari ly being the most responsible 
for  day-to-day decision making and provision o f  care t o  the  subjecc 
(the amount of care varying widely between subjects)  . 

So, a m  1 right in thinking t h a t  is the person most likeiy t o  care for you?" 

Address 

Phone 





THE NEXT SET OF QUESTIONS CONCENS W O R Y .  THE QUESTIONS MAY SEEH UNUSUAL, BUT 
THEY ARE ROU'ïINE ONES UE ASK OF WERYONE. SOME OF THE QUESTIONS THAT I ASK YOU 
W I U  BE EASY AND MAY SEM S I U Y ;  OTHERS EiAY BE MORE DIFFICULT, SO DON'T BE 
SURPRISED IF YOU HAVE TROUBLE -TH SOKE OF TH=. I MAY ALSO ASK YOU THE SAME 
QUESTIONS TWICE. PLEASE ANSWER ALL OF THEK AS BEST YOU CAN. 

Blind? Y N ---> see crfb sheet for appropriate sktps and prorating 
Read? Y N ---> see  crib sheet for appropriate skips and prorating 
Write? Y N - --> s e e  c t i b  sheet for appropriate skips and prorating 
Disability? Y N - - -> if respondent cannot answer a particular question because 

of a disab i l i ty  other than the above, circle Y and specify 

1. men vere pou born? / / 
5 dd mm YY 

Where vert you born? / 
city, t o m  province, country 

Year O 1 
Day O 1 
Month O 1 

Province O 1 

Town O 1 

2. I am going to say three words for you to remember. Please repeat 
5 - them after 1 have said a l1  three: Shoes ... Blue ... Hodesty-.. 

(Number oE presentations : 1 

Shoes O 1 Blue O 1 Modesty O 1 

3 .  - Please count from 1 t o  5 .  
5 

Can Can't 

Nov, please  tount backwardo from 5 to 1. 

5 to 1 (write their answer - - - - -1 
5 4 3  2 1 

Score O 1 2 

Would you please spell "VORLDn? 

Can Can' t 

Now please spell "VORIJ)" backuards? 

World bacbards (print l e t t ers )  - - - - - 
Score O 1 2 3 4 5 



- .  

Yhat three vords did L ~ s k  you +O remember earlier? 

Spontaneous recall: shoes 
Cue: Something to Wear 
Multiple: Shirt, shoes, docks 

Hissed completely 

Spontaneous recall: bluc 
Cue: A color - 
Hultiple: Black, blue, brown 
Hissed 

Spontaneous recall: modesty 
Cue: A good persona1 qualfty 
Hulti. :Hodesty, char1 ty, honesty 
Kissed 

Vhat 1s today's date? 

Todayws date 

Accura t e  
Missed by 1 o r  2 days 
Hissed by 3-5 days 
Hissed by more than 5 days 

Year 

Accurate 
Hissed by 1 year 
Missed by 2-5 years 
Hissed by more than 5 years 

Accurate or wtthïn 1 month 
Hissed 

Accurate or vithin 5 days 2 
Hissed-by one month 1 
HLssed by more than 1 C 

Day of Ueek 

Accurate 
Hissed 

miat province are ve in? 
Province O 2 

Uhat country are we in? 
Country O 1 - 

Uhat cityf t o m  are ve in? - 
City or  Town O 1 



MSE: Yhrt is the address here? 

# Street 

7 .  ühat do you ca l1  this part of the face? 
--5 and th i s  part? and this part of the bodj? and this part? 

and th is  part of the hand? 

Forehead O 1 Chin . O 
Elbow O 1 

1 Shoulder r 
Knuckle O 1 

8 -  Uùat animal% have four l.egs7 Te11 me as Duny as can. (30 SEC 
10 

(Vrlte anhaLa named) 
# t 

# 8 # 

0 w * 

. 
9 .  In vhat way are an a m  and a Ieg alike? 

6 (Write answer) 

Lfmbs , extremities - 
2 

Body parts, band. niove. joint 1 
Very Weak s i i i l l a r i w  or no sinilarity O 

vhat vay are laughfng and e r y i n g  alike? 

Feeling, emotion - 
Z 

Expressions, soundr , relieve tension 1 
Vew weak simflatity or no s h i l a r i t y  O 

10. Repeat vhat 1 say . . . . W O W  L m  TO GO O W n  
5 

vhat vay are eating and sleeping alfke? 

Necessary bodily funetions 2 
Bodi ly functions. <elaxing, 1 

good for you 
Very  Veak sfmilarity or no sh i l ar i cy  O 

Correct 2 / 1 or 2 missed/vrong words 1 / More than 2 
-- 

Nov repeat . . . *NO SOS, m S ; .  OR BWSm 

No ifs 1 0,  or buts I O 



Obeys without promptlng 3 
Obeys af ter  prornptlng 2 
Reads aloud only 1 
None o f  the above O -=-- . * * - .  

2-- 1 vould like to  have a sample of ]roux bandveiting. 
V r i t e w I V O m D L I Y O T O G O O ~ m .  < I M @ i ü T E ) .  HANDEDNESS L R 

(1) would l i k e  t o  go out. 1 2 3 4 5 

HHSE: Yould you plerse -Lee .nothes sentence for m e t  

(transcribe) 

Each Pentagon - 1 ntersec tion 

5 apporx. equal s ides  t 4 4 corners 2 
5 unequal (>2: 1)s ides  3 3 Not 4 corner enclosure 1 
Other enclosed figures 2 2 No intersection or  no 

enclosure O 
2 or. more l ines  1 1 
Less than 2 Lines O O 

-- Take this paper v i t h  your leÉt/right hand. told if i n  half. and hand 
3 At back to me. 

lef t/right hand 
fold it i n  half 
hand 'it back to m e  

I. Voat threc vordr did I atk you to  reiiember earlier? 
9 

Spontaneous : Shoes 
Something to  Wear 
Shoes, s h l c t ,  socks 
Kissed 

Spontaneous: Blue 
A color 
Black, blue, brom 
Missed 

Spontaneous: Hodesty 3 
A good quality -; 2 
Modesty, charity. horiesty 1 
Missed O 
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