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Abstract
Elders have health care needs that are critical to
maintaining well-being and independence.

One population of

elders that has never been assessed for identification of
health care needs is elders living in personal care homes in
Mississippi.

Several factors impact the urgency for

assessing this segment of the population.

These factors

include prediction of rising numbers of elders, prevalence
of chronic illness among elders, escalating cost of health
care, disproportionate use of health services by elders, and
the Health Care Reform movement in the United States.
Therefore, the purpose of this descriptive study was to
assess the health care needs of this population.
was guided by the research question:

The study

What are the health

care needs of elders residing in personal care homes?
King's Theory of Goal Attainment was used as the conceptual
framework.

The setting was personal care homes in

Mississippi.

The sample (N = 63) consisted of elderly

females and males who resided in 11 randomly-selected
licensed personal care homes, were 65 years of age or older,
and spoke English.

The assessment was approached from a

functional perspective which reflected health care needs

based on personal level of independence.

The health care

needs of the elders were determined by a one-on-one
interview using the Older American Resources and Services
Multidimensional Functional Assessment Questionnaire
(OMFAQ).

Health care needs were determined by assessing the

elders' functioning in five dimensions:

Social Resources,

Economic Resources, Mental Health, Physical Health, and
Activities of Daily Living.

The cumulative impairment score

(CIS) was determined by combining the scores from the five
dimensions.

Data were analyzed using descriptive

statistics.

Results indicated that approximately 22% of the

elders functioned adeguately, 69.7% were mildly to
moderately impaired, and 8% were severely to completely
impaired.

Recommendations included promotion of the

gerontological nurse practitioner (GNP) role for elders in
personal care homes, and the institution of case management
by the GNP for these elders.
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Chapter I
The Research Problem
In the United States, an estimated one million elders
and disabled persons are living in residential care homes
(McCoy & Conley, 1990).

According to federally-funded

studies, the number of frail elderly residents of
residential care homes has been increasing faster than
admissions to nursing care homes (Mor, Sherwood, & Gutkin,
1986).

Further, the segment of the United States population

aged 65 and older has been predicted to rise dramatically
from 12.4% in 1988 to 22% by the year 2030 (National Center
for Health Statistics, 1992).

The increase of frail elders

in personal care homes has created an urgent need for
identifying the health care needs of these individuals so
that quality, cost-effective health care can be planned and
implemented.

In this study the goal was to make this

determination on a state level.
Introduction to the Problem
Many unanswered questions have abounded regarding the
characteristics and needs of the residents of personal care
homes in Mississippi.

The area of particular interest in

this study was the health care needs of elders living in
licensed personal care homes.

According to the Mississippi
1

State Long Term Care Ombudsman, elders residing in personal
care homes in Mississippi have never been studied in order
to define their health care needs.

Contributing to this

lack of knowledge was the fact that licensure for personal
care homes in Mississippi has been voluntary, thus making
accurate record keeping difficult, if not impossible (C.
Henderson, personal communication, September 30, 1992).
Although personal care home facilities and residents in
Mississippi have never been studied specifically, there have
been federally-funded investigations of residential care
homes since the late 1970s.

The endeavor to identify the

characteristics of the facilities and residents was fueled
by media accounts of dangerous and dehumanizing conditions
in these homes (Dittmar et al., 1983).

Assessments of

certain aspects of health care needs of the elder residents

were included in the studies.
While conducting the federally-funded studies, the
complexity of estimating the number of residents was
recognized.

One study estimated the total population of

residents in residential care homes ranged from 370,000 to
600,000.

Additionally, the number of elders living in these

residential facilities was estimated to be 40% to 60% of all
residential care residents (Mor et al., 1986).

Another

estimate of the total population of older residents in these
facilities was reported to be one million elders.

Further,

another 3 million were at immediate risk of needing
placement in a residential care home (McCoy & Conley, 1990).
The Mississippi State Department of Health, which has
been given the responsibility of licensing and regulating
personal care homes in Mississippi, reported a total of
2,002 licensed personal care home beds in 102 licensed
facilities in 1991.

A total of 1,420 clients were residing

in these homes in December of 1991, with 2,285 clients
served during the year.

Approximately 79%, or 1,828 of

these residents, were over 65 years of age (Mississippi
State Department of Health, 1991).

Although statistical

data were collected regarding licensed personal care home
facilities, no data were available regarding the health care
needs of this population of elders.
In addition to federally-mandated studies of elders
living in residential care homes, many other studies have
explored the health care needs of elders living in the
community (Bowling & Browne, 1991; Krause, 1990; Wolinsky &
Johnson, 1991) and in institutions such as nursing homes
(Cherry, 1991; Turner, 1988).

Krause (1990) found that

formal support systems, rather than informal support
systems, reduced the deleterious effects of perceived health
problems in community-dwelling elders.

Bowling and Browne

(1991) found that the health status of the elders studied
had a greater impact on emotional well-being than social
networks.

Finally, Wolinsky and Johnson (1991) studied the
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use of health services by older adults living in the
community and found the needs of the elders were the driving
force behind the use of health care services.
Cherry (1991) examined a sample of institutionalized
elders and determined that community presence, in the form
of ombudsmen, positively affected the guality of care.

In

this study, health care problems, such as decubitus ulcers,
incontinence, urinary tract infections, and other
infections, were identified as major physical health
concerns of the sample of institutionalized elders.

Turner

(1988) found that nursing home elders tested lower in
perceived social support than did board and home care
residents.

Although studies of institutionalized and

community-dwelling elders have contributed to the
understanding of elders in residential care settings, no
specific studies could be found which addressed elders in
personal care homes in Mississippi.
Part of the reason for the deficit of studies regarding
health care needs of residents in residential care homes may
have been due to the multiplicity of names for this housing
concept.

These multiple names have created difficulty in

identifying the facilities to be studied (Goodman, Pynoos, &
Stevenson, 1988).

Alternate names for residential care

facilities include domiciliary care, congregate living,
adult foster homes (Mor et al., 1986), residential care

facilities, board and care homes, sheltered care, and
personal care homes.
One justification for determination of health care
needs of elders living in personal care homes has been the
identification of the prevalence of chronic illness among
this population.

Ebersole and Hess (1990) estimated that,

among elders in general, 80% have at least one chronic
illness, and another 50% have some limitation in activities
of daily living (ADL).

Based on these statistics, the

generalization was made that there are probably many elders
living in personal care homes in Mississippi who are
chronically ill.

Recognized authorities in gerontology have

stated that if planning and intervention are to be
successful with elders, then assessment, which is essential
to developing, promoting, and practicing good care, is
imperative (Kane & Kane, 1981).
Lastly, but extremely important and timely, this study
sought to gather data regarding the health care needs of
elders living in personal care homes due to the Health Care
Reform Movement in the United States.

The thrust to cut the

national deficit, while providing quality health care and
access to health care for all Americans, strengthened the
need for health care assessment of elders living in personal
care homes.
Studies have documented the enormous costs to the
government for housing and for health care for the elderly

population.

Mor et al. ( 1986) estimated that $600 million

in 1980 was spent in public funds on residents in personal
care homes across the country through the payment of
Supplemental Security Income (SSI).

More than half of the

residents paid for board and care with SSI.

Yet, in spite

of this enormous cost to the government for subsidizing
housing for the poor, insufficient resources to operators of
residential care homes have been linked with inadequate care
for elderly persons who happen to be poor (Dittmar et al.,
1983).
Additionally, the elderly population used a
disproportionate amount of health care services and health
dollars (Wolinsky & Johnson, 1991).

This disproportionate

cost of health care for elders suggests that the strain on
the health care system will probably increase as the elderly
population increases.

An assessment of the health care

needs of elders living in personal care homes could guide
the planning and implementation of services, thus being
congruent with Nursing's Agenda for Health Care Reform
(American Nurses' Association, 1992) by ensuring access to
services and ouality care in a cost-effective manner.
In summary, several factors impacted the need for this
study of the health care needs of elders residing in
personal care homes.

First, no data existed on the health

care needs of elders living in personal care homes in
Mississippi.

secondly, the number of elders living in
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personal care homes has been predicted to increase, with
these elders believed to be at increased risk for chronic
illnesses.

Lastly, the Health Care Reform Movement in the

United States demands assessment in order to provide quality
cost-effective health care to this segment of the
population.

Therefore, this study sought to identify the

health care needs of elders residing in personal care homes.
Significance to Nursing
This assessment of health care needs of elders residing
in personal care homes contributed to nursing research,
nursing theory, nursing practice, and nursing education.
Nursing research.

Limited research and empirical data

on the health care needs of elders living in personal care
homes were found.

The assessment findings of this study

have contributed to the body of knowledge on which political
and health care policy makers could base actions.

These

findings also provided a baseline assessment for future
reevaluation and comparison of actions.

This study

generated new questions and concerns for future research
which would assist in extending nursing's body of knowledge,
as related to elders.
Nursing theory.

This study served to advance the use

of King's Theory of Goal Attainment as an appropriate
framework for predicting, explaining, and describing
phenomena in the life process, specifically the health care
needs of elders living in personal care homes.

While King's
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(1981) theory guided the research by linking concepts and
relationships, the research validated the worth of the
theory and provided a foundation for new research and theory
(Polit & Hungler, 1991) by explaining, predicting, and
describing the assessment process.
Nursing education.

This assessment of health care

needs of elders living in personal care homes provided a
wealth of new knowledge about a relatively unstudied
population.

Additionally, many established facts regarding

elders were validated.

The assessment data collected in

this study could provide additional content for the
education of students in gerontological nursing.

The

Gerontological Nurse Practitioner (GNP) must continuously
question the assumptions upon which practice is based,
incorporating the new data obtained from continuing
education and research into practice to ensure current
quality care based on scientific knowledge.
Nursing practice.

This study had tremendous

implications for clinical practice for the GNP.

The data

collected from this study have provided the basis for
planning and implementing a program specifically designed to
address the needs of the elders in Mississippi.

The data

have provided not only guidelines for quality care, but
guidelines for the utilization of services based on
documented need.

This study established a careful

assessment of need which would ensure cost-effective
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interventions targeted toward the identified need.

Thus, by

basing a practice on research data, the practice of nursing
would be grounded more scientifically and advance the
discipline of nursing.
Statement of the Problem
The research focusing on the health care needs of
elders residing in personal care homes has been limited.
The problem statement for this descriptive study was what
are the health care needs of elders residing in personal
care homes?
Conceptual Framework
King's Theory of Goal Attainment guided this assessment
of the health care needs of elders living in personal care
homes.

In King's theory, assessment has been established as

the first step in the process of a nurse-client interaction
which leads to goals which are mutually set and means to
achieve those goals (King, 1971).

King stated that a

primary responsibility of nurses is to assess the functional
abilities and disabilities of individuals so that plans can
be made for purposeful, directed care.
The Theory of Goal Attainment consists of three
interacting levels of functions: (a) individuals (personal
systems), (b) groups (incerpersonal systems), and (c)
society (social systems).

Each of these three systems uses

the individual (client) as the basic element.

The client
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represents a personal system.

The interaction between the

client and the nurse represents the interpersonal system.
The social system is represented by the client's interaction
with significant others and the environment (Marriner-Tomey,
1 9 8 9 ).

The first major system in King's Theory of Goal
Attainment is the personal system.

King viewed the

individual as an example of a personal system in that he/she
is a complex whole comprised of the interacting subconcepts
of perception, self, body image, growth and development, and
time and space.

In this study of assessment of health care

needs of elders, the individual nurse researcher, the
proprietor, and the elder each represented a personal
system.
The second major system in the Theory of Goal
Attainment is the interpersonal system.

The interpersonal

system is defined by King as the interaction of two or more
individuals or personal systems.

King s theory is focused

on the interpersonal system and the interaction that takes
place between individuals, specifically the client and the
nurse.

King's theory describes the nature of the nurse-

client interactions which lead to achievement of goals
(outcomes) (Marriner-Tomey, 1989).

Subconcepts of an

interpersonal system include role, interaction,
communication, transaction, and stress (King, 1981).
study was primarily concerned the interaction and

This
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communication between the nurse researcher and the elder
resident and the nurse researcher and the proprietor of the
personal care home.
The third major system in King's Theory of Goal
Attainment is the social system.

According to King (1981),

a social system is "an organized boundary system of social
roles, behaviors, and practices developed to maintain values
and the mechanisms to regulate the practices and roles" (p.
115).

Four subconcepts of the social system are

organization, power/authority, decision making, and role.
The social system of the elder in this study consisted of
the place of residence (the personal care home), the
proprietor, and other individuals who lived there.

The

social system of the participating elders in the study had a
significant effect on the assessment of the health care
needs because of the power, authority, role, and decision
making status of the proprietors of the personal care homes.
In many cases, the elder was semi-dependent on the
proprietor for assistance with ADL, personal hygiene,
medication administration, and access to health care.
In conclusion, King's Theory of Goal Attainment was an
appropriate selection as the framework for a study about the
assessment of health care needs of elders residing in
personal care homes.

King's theory has internal

consistency, with all concepts and subconcepts being logical
and in agreement.

Lastly, King's theory reflects a part of
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the reality of nursing and was applicable to this particular
nursing situation.
Assumptions
The following assumptions were identified for this
study:
1.

Elders reside in personal care homes.

2.

Elders have health care needs which they can

identify.
Purpose of the Study
The purpose of this study was to assess the health care
needs of elders residing in personal care homes.

This

information was determined to be vital to nurse clinicians
concerned with planning and implementing primary care,
health promotion, and disease prevention activities for this
population.
Research Question
This study was guided by the following research
question:

What are the health care needs of elders residing

in personal care homes?
Definition of Terms
For the purposes of this study, the following terms
were defined:
Health care needs.

The personal functioning level of

the elder encompassing Social Resources, Economic Resources,
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Mental Health, Physical Health, and ability to perform ADL
as measured by the Older Americans Resources and Services
Multi-Dimensional Functional Assessment Questionnaire
(OMFAQ).
Elders.

Individual human beings, male or female, who

are 65 years old or older, who speak English, and who reside
in a participating personal care home in Mississippi.
Personal care homes.

Places which serve as a residence

and provide some degree of non-medical personal care service
and protective oversight (Goodman et al., 1988) and are
licensed as a personal care home by the state of
Mississippi.
Summary
Presented in Chapter I was an introduction to the
research problem, followed by the significance of the study
to nursing, including nursing research, nursing theory,
nursing education, and nursing practice.

Next, the

statement of the problem was given, and the theoretical
framework which guided the study was presented.

In the next

section, assumptions of the study were stated, followed by
the purpose of the study and the research guestion.
Finally, definitions important to the study were presented.

Chapter II
Review of Literature
In Chapter II a review of literature relevant to health
care needs of elders living in personal care homes is
presented.

Various aspects of health care needs of

community-dwelling elders and institutionalized elders are
examined.

Following a review of each study in this chapter,

the significance of the study to the assessment of health
care needs of elders living in personal care homes is
presented.
Review of the literature yielded limited research on
health care needs of elders residing in personal care homes
or similar residential care facilities.

Several research

articles were found concerning the assessment of specific
health care needs of elder residents in board and care homes
in Florida and Canada.

Additionally, research was found

addressing aspects of the health care needs of elders living
in the community and in institutions other than personal
care homes.
One study concerned with health care needs of elders
living in a residential care setting was conducted by Mor et
al. (1986).

This descriptive study consisted of a national

survey of Residential Care Home (RCH) programs and a
14
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five-state survey of RCHs and the elders they served.

The

purpose of the study was to add descriptive knowledge
concerning residential care programs serving the elderly
population and to describe the characteristics of RCHs
serving elders.

The researchers identified 118 programs

throughout the United States which met the definition of a
residential care program.

Twenty-one different names were

identified as gualifying for RCH definition.

From these 118

programs, a random sample of eight residential care programs
located in five different states was selected.
State selection was purposive to obtain representation
of different types of RCH programs and types of policy
configurations.

Programs consisted of one or more agencies

that regulate homes, provide resident services, and pay
publicly-supported RCH residents (e.g., SSI).

The states

selected were Michigan, Illinois, Massachusetts, Georgia,
and Florida.

Two programs were selected from each state,

one representing smaller homes, and the other representing
larger homes.

Within these 10 programs, 269 homes met the

criteria, with 230 homes participating.
of the homes declined to participate.

Thirty—nine (14.5%)
Next, the sample

(n = 670) was selected and consisted of residents over age
62 years (65%) who were randomly sampled in proportion to
the number of elders residing there.

The operators of the

homes as well as the elders were interviewed by trained
interviewers using a structured guestionnaire.

The
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questionnaire consisted of parts taken from the Older
Americans Resources Survey (OARS), the Katz ADL scale, and
the Health Interview Survey.

The interview of the elders

included a narrative description of various aspects of the
elder's experience with living in the RCH (Mor et al.,
1986).
Results revealed that less than 40% of the programs
actually incorporated the three administrative functions
which supposedly characterized the program (regulation, case
management, and client payment).
were identified:

Two modal program types

integrated programs, in which all

functions are performed under the auspices of the same
agency; and programs regulated by a department of health,
with little connection to agencies performing client case
management or the SSI payment function.

Over one half of

the homes reported that their homes were generally
heterogeneous.
14.

The median number of beds per facility was

The estimated average monthly charge per person was

$305 to $335.

Fifty-eight percent of the programs reported

that all or most of their homes were family-owned and
operated.

In most programs homes were required to provide

medical access and medication supervision.

Assistance with

activities of daily living (ADLs) was required by two thirds
of programs.

Most program respondents listed low payment

levels as the major barrier to the development of RCHs as a
long-term care option.

17

Mor et al. (1986) concluded that elderly residents
tended to be widowed females.

Over half were disoriented,

and over half were recipients of Social Security Supplement
(SSI).

Health, mobility, and cognitive intactness were

reported to be less in programs regulated by departments of
health (DOH) as compared to integrated programs.

Mental

health ratings were similar in DOH and integrated programs
with 60% of the elders reporting their mental health as
good.

Nearly 80% of the elders reported positive feelings

with their living arrangement, and only 13.2% of elders fit
poorly into the home.

The sample and the setting of the Mor

et al. study was similar to the sample and setting of the
current study of health care needs of elders residing in
personal care homes.
In a study by Wolinsky and Johnson (1991), a
correlational cross_sectional study was conducted to
estimate health services based on Anderson s (1968)
behavioral model.

Baseline data were taken from the

Longitudinal Study on Aging (LSOA).

The purpose of the

study was to ascertain whether Anderson's hypotheses were
correct in predicting utilization of health services by
elders based on "predisposing," "enabling," or "need"
characteristics of the elders (Wolinsky & Johnson, 1991).
The stratified random sample consisted of 5,151
individuals who were 70 years old or older in 1984 and who
had participated in the Supplement on Aging Survey.

|
K •*,
j

Data
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were secured employing a questionnaire answered by telephone
or by mail if subjects were unavailable.
Data were collected over a 6-year period and consisted
of three interviews spaced 2 years apart.

The data were

analyzed using ordinary least squares (OLS).

Results of the

study were consistent with existing research on the model
which stated that the net contribution of the need
characteristic was larger than the individual contributions
of either the predisposing or enabling characteristic.

In

many cases, this contribution was equal to or larger than
the combined contributions of the predisposing and enabling
characteristics.
The researchers concluded that despite additional
innovative inclusions to the LSOA, the ability of Anderson s
model to predict the use of health services was unchanged.
Although the subjects in Wolinsky and Johnson's study were
elders living in the community instead of in personal care
homes, this research was helpful for the current study by
isolating the characteristics of elders that impact their
use of health care services, and possibly could be
generalized to the population of elders in personal care
homes.
In a study by Christ, Visscher, and Bates (1988), the
criteria for admission into adult congregate living
facilities (ACLF) were investigated to describe, explain,
and determine variables used in the ACLF admission process.

19

The sample consisted of a random selection of 114 elders who
had applied for admission to an ACLF.

The subjects were

assigned to one of three groups based on a chart review of
the admission placement decision.
subjects who were admitted.

Group I consisted of 64

Group II consisted of 10

subjects who were denied admission.

Group III consisted of

40 subjects who were accepted but declined admission.
The factors evaluated as admission criteria were
orientation, integrative function, pulse rate, alcohol use,
injuries, food and drug allergies, and the requirement of
assistance when ill.

Pre-admission data were obtained from

the clients record using the OARS multi-dimensional
assessment questionnaire, the Goldfarb orientation
checklist, and a standard history and physical form.
Quantitative analysis between groups was done using
ANOVA and chi-square.

Of the three criteria that were

significant, impaired orientation had an F(2, 114) = 382.99,
p = < .045; integrative function had an F(2, 114) = 212.73,
£ = < .088; and abnormal pulse rate had an F(2, 114)
18.94, £ = < .0008.
Interpretation of results indicated that those subjects
who were offered admission did not differ significantly on
orientation, integrative function, or pulse rate, but did
differ on the other five factors.

These findings suggest

that the last five factors were not critical in gaining
acceptance, but the first three were.

A 6-month follow-up
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telephone interview was done and revealed that 88% of those
admitted were still living in the ACLF.
Christ et al. ( 1989) concluded that a short functional
assessment scale, instead of a longer multidimensional
instrument, could be cost-effective and fairly reliable as a
first stage criterion to placement in an ACLF.

The value of

this study to the assessment of health care needs of elders
living in personal care homes was that it provided insight
into the health status of individuals living in a similar
environment.
Another study which had relevance to health care needs
of elders living in personal care homes was conducted by
Turner (1988) in Newfoundland, Canada, to determine if any
difference existed in perceived social support between two
groups of elders.

One group consisted of 26 elders living

in a board and home care (BHC) facility, and the second
group consisted of 26 elders living in a nursing home.

All

residents were screened to assure cognitive functioning.
The subjects were predominately white females.

The research

instrument was the Norbeck Social Support Questionnaire
(NSSQ) which is used to measure multidimensional aspects of
social support.

The NSSQ is composed of three

subcomponents: affect, affirmation, and aid.
Analysis of the data was done using individual t-test
comparisons on all six subscales on the NSSQ.

There was a

significant difference at the p = < .001 level for two of
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the subscales.

A t test used on the total network variable

revealed a significance difference at the £ = < .001 level.
A chi-square test used on the total loss variable revealed a
significant correlation at the £ = < .01 level.

These

analyses revealed that significant differences do exist
between the perceived social support of residents of nursing
homes and BHCs.

Also, the BHC residents consistently tested

higher in perception of social support.
Turner (1988) suggested that since BHCs represent a
family-like situation where residents often share family
responsibilities, caring, intimacy, security, and
communication, they are more likely to receive the needed
social support.

Since the BHC setting is similar to the

personal care home setting, the possibility exists that
elders in personal care homes may benefit from the
association of other residents and experience less illness
and increased ability to cope with stress.
In another descriptive study, Echevarria, Bezon, Black,
and Ross (1988) examined the foot care needs of residents in
17 board and home care (BHC) facilities in three counties in
southwestern Florida.

The sample consisted of 176 subjects,

50% males and 50% females.

Forty percent were ethnic

minority, and 50% were 60 years old or older.
At the initial survey, a health history related to
lower extremities was taken, along with primary care of any
identified problems and informal teaching to residents and

22

staff.

Only 7 subjects (25%) had no problems with their

lower extremities.

A follow-up assessment one year later on

80% of the original subjects noted 75% of the subjects were
receiving regular podiatric care.

Residents reported a

belief in self-care due to the initial assessment and
instructions.

A change in footwear to the items encouraged

by the original survey team was observed.

Another

unmeasured outcome was that the residents thought that care
for their own feet must be important if the team thought so.
Echevarria et al. (1988) concluded that although regular
contact with health care providers was available, no
mechanism existed for health promotion and disease
prevention activities.

Consequently, as a result of

advocacy intervention, on-site screening, assessment, and
disease prevention were funded through the local District
Health and Rehabilitation Services (DHRS) Program Office.
The findings from Echevarria et al. (1988) can be
generalized to elders living in personal care homes since
the settings and populations of both studies are similar.
Similar assessments and interventions could be done in
Mississippi, which now has no such program.
Another study conducted by Auld (1988) identified the
oral health needs of elders in board and home care
facilities in Tampa Bay, Florida.

A researcher-developed

assessment form was used along with a retrospective medical
record review.

The data were collected over a 17 month
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period.

Based on the chart review, the subjects were

classified into one of three categories of oral hygiene:
good, fair, and poor.

The sample consisted of 26 semi-

independent elderly residents of three board and home care
facilities.

Of the sample, 30% were 75 years old or older;

the majority were Black, single females.
deinstitutionalized mental clients.

All were

Data were analyzed

using descriptive statistical procedures and qualitative
analysis looking for recurrent themes.

From the data

collected, a list of the most frequent health problems of
the participants was generated.
two diagnosed health problems.

Each subject had at least
Also, 92% of the subjects

had psychiatric disorders, including anxiety, schizophrenia,
and depression.

Auld concluded that 95% of the identified

oral problems were related to factors that were within the
scope of nursing management that could improve the quality
of life of the subjects.
The study by Auld (1988) was relevant to the assessment
of health care needs of elders residing in personal care
homes in two ways.

First, the population was similar;

secondly, the study was concerned with health care needs of
the population.
Another study by Goodman, Pynoos, and Stevenson (1988)
addressed the question, what resident characteristics and
home circumstances predict expulsion from board and home
car© facilities rather than retention?

A stratified random
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sample of 100 homes was selected from Los Angeles County.
The sample was stratified for home size:

44% were small

homes with six or fewer residents and 55% were larger homes.
The overall response rate was 65%.

Information was

solicited from board and care administrators by trained
interviewers using a structured in-person interview.

The

final sample consisted of 65 homes (17 small homes and 48
larger homes).
Administrators of the homes were asked to recall and
describe the last problem resident who had been asked to
leave and the last problem resident who had been allowed to
There was a total of 96 cases described by the

stay.

administrators.

The researchers found that the

administrators of smaller family homes were more likely to
expel incompatible residents than to continue living with
residents they considered marginal.

Seven indices were

devised to measure resident characteristics and
characteristics in the home that related to the decision to
expel or retain.
These indices were of two types:
and concept indices.

prevalence indices

Prevalence indices were derived by

counting different types of phenomena: behavioral problems
and community ties.

Concept indices were composed of the

sum of several items designed to measure one conceptual
whole.

These indices were personal care service needs,

social skills, family supports, health, and adequacy of home
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resources for the resident.

The concept indices were

subjected to factor analysis as a means of validating the
items included in each index.

Principal component analysis

was used to extract the factors.

Rotated factor matrices,

using varimax rotation, were used to identify the items
loading on each factor.

A factor loading of .4 or greater

was the criterion for inclusion in the index.
In an effort to develop a predictive model of retention
or expulsion, a discriminant analysis was performed using
the seven indices described above as independent variables.
Pearson correlation coefficients computed between all pairs
of independent variables showed only slight to moderate
correlation or minimal colinearity.

Stepwise discriminant

analysis was employed to test the classification ability of
the model.

Wilks' Lambda was used as the method of

selection of variables into the model.

Prior probabilities

were set at .5 with the minimum tolerance set at .001.
This analysis generated four significant predictors:
personal care service needs (A, = .937, p = .017), social
skills (A = .900, p = .010), family support (A = .878,
p = .010), and home resources (A = .886, p = .015).

The

researchers concluded that it is only when health and
behavior problems result in increased personal care services
that problem residents can no longer be managed.
Additionally, the need for more non-medical individualized
attention tipped the scales from retention to expulsion,
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particularly when the resident had no family to advocate for
him/her or was less likable and less involved in the home.
This study by Goodman et al. (1988) studied a
population similar to the personal care home population.
Therefore, both types of facilities would likely encounter
similar problems.

Findings from this study included certain

characteristics which may enable a residential care facility
to continue services to the growing elderly population who
need housing.
A landmark study of board and care homes was conducted
by Dittmar, Smith, Jones, and Manzanares (1983) of the
University of Denver, Denver Research Institute (DRI).

The

objective of this federally-funded descriptive research was
to study board and care homes and various systems that have
been developed for managing services to disabled and elderly
residents.

The sample consisted of 1,000 elders living in

205 facilities in seven states.

The selected states were

California, Colorado, Florida, Massachusetts, Minnesota,
Texas, and Washington.

Inclusion was based on the diversity

in policies, funding mechanisms, administrative structures,
and geographic, political, social, and demographic
characteristics.
Findings from the study were grouped under seven
headings:

facility characteristics, provider

characteristics, facility-provided services, professional
services, admission policies, placement and movement, and
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resident characteristics.

The findings of interest to the

current study were related to resident characteristics.

The

demographics of the sample revealed that the average elder
was a white (85.8%) female (57.8%) with less than a high
school education (62.8%).

The females averaged 71.2 years

of age, while the males averaged 60.1 years of age.
The assessment of the mental status of the sample
revealed that 33.0% (n = 947) had a disorder classified as
mental illness, and 37.2% (n = 970) were disoriented or
memory impaired.

Another 10.7% (n = 983) had a disorder

classified as mental retardation, 2.5% (n = 952) presented
with hallucinations, and 5.6% (n = 946) presented with
delusions.

A total of 89% of the elders had mental health

problems.
Physical status of the sample was determined by listing
medical diagnoses, number of hospitalizations during the
past year, and ability to perform physical ADL.

The most

frequently reported illnesses included degenerative joint
dissase, circulatory and heart disorders, hearing problems,
cataracts, and respiratory disorders.

The most frequently

cited reason for hospitalization was for psychiatric
problems.

Approximately 40% (n = 489) of the elders were

impaired in mobility (Dittmar et al., 1983).
One of the greatest needs of the residents was for
dental care.

Over half (56.4%) (n = 995) wore dentures.
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Another 26.1% (n = 998) needed dentures.

Only 38% (n = 881)

had seen a dentist within the year prior to the interview.
The financial status of the sample indicated that 51.2%
(n = 889) received Supplemental Security Income (SSI) as the
major source of income, with the median amount being $265.
The second largest source of income was Social Security
and/or Social Security Disability Income with 50.8%
(n = 899) reporting this source.

The median total income

was $425, and the median amount paid to live at the facility
was $425.
When assessing social and recreational activities, only
16.0% (n = 987) reported participating in an activities
program.

The most frequently reported activity was watching

television (85.4%).

A major reason for not participating in

activities outside the facility was related to financial
restraints.

However, other factors which caused decreased

participation included lack of motivation, physical
impairments, and lack of staff and outside support.
Additionally, the greatest unmet need of the elders
regarding utilization of services was for planned social
activities.
In summarization of this comprehensive study, Dittmar
et al. concluded that no mistreatment or abuse of the
elderly residents was evident.

However, they did report a

bleakness regarding the quality of life resulting from
insufficient resources, regulation, training for providers,
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and fragmentation of responsibility, resulting in inadequate
caring for elders who were poor.
This landmark study of board and care homes provides a
basic description of the population with which to compare
the findings of the current study.

The characteristics of

the two samples may be studied for contrasts and
similarities.
Summary
Review of the literature revealed several studies that
were related to the assessment of the health care needs of
elders living in personal care homes..

Mor et al. ( 1986)

conducted a nationwide study of residential care facilities
which included an assessment of the health status of elder
residents.

Wolinsky and Johnson (1991) contributed

understanding of health needs that motivate elders to seek
health care services.

Christ et al. (1938) contributed

insight into health care needs that impacted admission into
a housing facility similar to a personal care home.

A study

by Turner (1988) linked living in board and home care
facilities, instead of nursing homes, with perceived greater
social support, resulting in increased ability to cope with
stress and less illness.

Two additional studies (Auld,

1988; Echevarria et al. , 1988) were found in which elders
living in board and homes were assessed for specific health
problems.

Findings revealed significant improvement in the

problems after implementation of health promotion and
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primary care.

A study by Goodman et al. (1988) was

conducted which identified characteristics of administrators
and residents in board and care homes which were very
similar to the personal care home facility.

A final study

by Dittmar et al. (1983) investigated board and care homes
in seven states and described characteristics of the
facilities and elder residents.

Although each of the

studies in the literature review illuminated certain aspects
of health care needs of elders living in similar facilities,
no studies were found that addressed a complete
multidimensional assessment of elders living in personal
care homes in Mississippi.

Chapter III
The Method
The population of concern for this study was elders
living in personal care homes.

A personal interview was the

method used to assess the needs of these elders.

In Chapter

III is a discussion of data collection, the interview, and
data analysis.

The limitations in the study also are

explained.
Design of the Study
The purpose of this study was to assess the health care
needs of elders residing in personal care homes.

The goal

of the research was to collect data for identifying the
needs of elders residing in personal care homes.

Therefore,

the research design used in this study was descriptive.
This needs assessment provided informational input for
possible use in planning intervention in the future.

The

data collected provided information that was used to
establish a list of prioritized health care needs of elders.
The needs assessment approach was conducted by the personal
interview method.

This type of approach had the advantage

of face-to-face communication which was reported to
encourage cooperation and yield higher response rates and
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better quality of data than do written surveys (Polit &
Hungler, 1991).
Variables.

The variables of interest were the elders'

level of functioning in the five dimensions of the OARS
Multi-Dimensional Functional Assessment Questionnaire
(OMFAQ).

Controlled variables included the subjects' age

and place of residence.

The intervening variables included

motivation of the subjects to participate in the study,
honesty of the subjects when answering the survey questions,
and physical and mental status of the subjects at the time
of data collection.

However, with the OMFAQ instrument,

level of impairment is controlled by the addition of the
informant section of the questionnaire.
.Setting and Sampling of
the Population
The setting for this study was Mississippi, which is
divided into 10 Area Agencies on Aging districts with a
widely varying number of licensed personal care homes in
nine of these districts.

Based on data from the Mississippi

State Department of Health, in December 1991 there were
1,249 residents in licensed personal care homes.

Of this

population, 79% was 65 years old or older, for a total of
987 elders living in personal care homes in this state.

The

target population was all elders residing in personal care
homes in Mississippi.
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One personal care home from each of the nine areas
having personal care homes was randomly selected by drawing
out the name of one personal care home from a container
having the names of all eligible personal care homes in that
area.

If a proprietor of a randomly chosen personal care

home declined participation in the study, another home was
randomly selected until nine homes were selected, or enough
homes in each area to ensure a sampling egualling 5% of the
population for that area.
On data collection day, the random selection of elders
was accomplished by drawing names from a container with the
names of all eligible elders who resided in the personal
care home.

Selections continued until a quota of 5% of the

elders was selected and agreed to participate in the study.
Sixty-three elders who met the criteria and agreed to
participate constituted the sample.
Limitations.

A limitation of this study is related to

a possible Hawthorne effect.

Some of the elders may have

answered the questions in such as way as to please the
interviewer and/or appear in a favorable light.
Additionally, the elder may have answered the questions
inaccurately due to perceiving beneficial or detrimental
effects of the study.

Proprietors also may have been

influenced by this phenomenon, perceiving either deleterious
or beneficial effect of the findings of the study.

However,

the OMFAQ was designed to gather three separate, independent
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perceptions of institutionalized elder's health care needs,
thus strongly controlling for a Hawthorne effect.
Data Collection
Approval to conduct this study from the Mississippi
University for Women Committee on Human Subjects in
Experimentation was obtained (see Appendix A).

A letter was

sent to the proprietor of each randomly selected personal
care home seeking support and assistance for the study (see
Appendix B).

A follow-up telephone call was made to each

selected personal care home proprietor within 5-7 days to
reinforce the need for support and to set up a date and time
for the researcher to visit.

During the telephone

verification call, the proprietor was asked for the number
of elders living in that personal care home.

If there were

not enough elders living in that particular home, a second
home within that area was randomly selected.
On the day of the interview, the names of the elders in
each home were drawn randomly from a container which held
the names of all elders.

If an individual elder declined to

participate, the drawing was continued until the quota
assigned that home was reached.

The selected participants

were taken individually to the place designated by the
proprietor for interviewing.

The study was explained to

each participant by using a standardized introduction.
Confidentiality was explained and a written consent form was
obtained (see Appendix C).

The interview questions were
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read to the subject, and the researcher scored the
appropriate answer.
separately.

Each participant was interviewed

Following the interview with the elder, the

proprietor also was taken to a private location within the
home, and the questionnaire section relevant to the
informant was read to the proprietor and marked by the
interviewer. If time did not permit the completion of all
subjects in a particular personal care home during one day,
then the interviewing continued the next day.
Instrumentation.

The Older American Resources and

Services Multidimensional Functional Assessment
Questionnaire (OMFAQ), commonly referred to as the OARS, was
used in this study.

The OMFAQ has two versions, one for

assessing community-dwelling areas and one for assessing
institutionalized elders.

Since PCHs are considered

institutions, the institutional version was used in this
study.

Permission to use the OMFAQ was requested and

granted by Dr. Cohen from The Center on Aging at Duke
University (see Appendix D).
According to Ebersole and Hess (1990), the OMFAQ
instrument is a comprehensive tool which evaluates ability,
disability, and capacity level at which an aged person can
function.

There are five dimensions considered in the OARS:

Social Resources, Economic Resources, Physical Health,
Mental Health, and ADLs.

Sample questions from each of the

five dimensions are included in Appendix E.
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In the Physical Health domain, the OARS is capable of
tapping diagnosis of major and common diseases, types of
medications taken, and the elder's perception of his health.
Excellent health was measured by the elder's ability to
perform certain types of exercise and involvement in certain
activities.

Serious impairment was measured by the presence

of one or more illnesses or disabilities that caused pain,
threatened life, or required intensive care.
daily living were divided into two parts:

Activities of

the care of the

body and the instrumental ADL.
The OMFAQ approaches assessment of elders from a
functional approach since this is preferred to the
diagnostic approach.

Although diagnosis is important in

determining specific remedial medical treatment, diagnosis
does not indicate outcome or personal level of independence.
Thus, concern with elders must focus on maintaining personal
welfare and independence.

Accurate knowledge of this level

of function of independence is reflective of the elders
personal well-being and serves as a measure of the efficacy
of treatment and indicator of services needed (Fillenbaum,
1988).
Kane and Kane (1981) stated that since the initial OARS
was developed, several modifications have been made.

For

the purposes of this study, the shortened version, the
Multidimensional Functional-Assessment Questionnaire (MFAQ),
was used.

This revised form contained 105 questions and

37

took about one hour to administer.

Instructions on

administration of this version were available and were
obtained for this study.
The researcher recognized the value of having knowledge
and credibility regarding administration and scoring the
OMFAQ.

Training in the use of the Duke-OMFAQ instrument was

strongly encouraged in order to ensure uniformity of
administration and rating.

Therefore, the book,

Multidimensional Functional Assessment of Older Adults:

The

Duke Older Americans Resources and Services Procedures by
Fillenbaum (1988) was obtained, and an intensive training
session was attended by this researcher at Duke University
to become skilled in administering and scoring the OMFAQ.
Several studies on the reliability and validity of the
OMFAQ were done on the original instrument.

Test-retest

reliability was correlated at .82 for physical health and
ADL.

Inter-rater reliability was correlated in a range of

.47 to 1.0 with the majority of correlations being greater
than .85 (Kane & Kane, 1981).
Validity for the OARS has been established at several
levels.

At the basic level, the authors claimed consensual

validity because only items agreed upon by experts were
included.

In a research study, the OARS instrument also has

shown the ability to discriminate among different groups
(Kane & Kane, 1981).
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Scoring the data consisted of rating the responses to
the five dimensions of the questionnaire along a 6-point
scale in which 1 was excellent, 2 was good, 3 was mildly
impaired, 4 was moderately impaired, 5 was severely
impaired, and 6 was completely impaired (see Appendix F).

A

cumulative impairment score (CIS) was obtained for each
subject (Ebersole & Hess, 1990).

The scores from the five

dimensions and the cumulative impairment score (CIS) then
were collapsed into a trichotomous scale in which the
ratings of 1 to 2 were considered functioning adequately,
and 3 to 4 were considered mildly to moderately impaired and
5 to 6 were considered severely or completely impaired.
Data Analysis
Means and frequencies, standard deviations, and
percentages for each of the five dimensions (Social
Resources, Economic Resources, Mental Health, Physical
Health, and ADL) were computed using descriptive statistical
procedures.

This type of analysis was appropriate because

of the descriptive needs assessment design of the study
procedures.
Summary
Presented in Chapter III was a description of the
method used to assess the health care needs of elders living
in personal care homes.

The method of data collection was

outlined, including the selection of subjects, and the
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methodological procedures.

Lastly, the method of data

analysis was described, and limitations of the study were
presented.

Chapter IV
The Findings
The research question under investigation in this
descriptive study was what are the health care needs of
elders residing in personal care homes (PCH)?

Health care

needs were defined as the personal functioning level of the
elder, encompassing Social Resources, Economic Resources,
Mental Health, Physical Health, and ability to perform
Activities of Daily Living (ADL), as measured by the Older
Americans Resources and Services Multidimensional Functional
Assessment Questionnaire (OMFAQ).
This chapter begins with a description of the
demographics of the subjects and concludes with a summary of
the findings.
Description of the Sample
The participating 11 PCHs were randomly selected from
an updated 1993 list of all licensed PCHs in Mississippi.
The 11 PCHs represented 8 of the 10 Areas on Aging.

Two of

the 10 Areas on Aging either did not have a licensed PCH
within the designated boundaries or had no residents who
were 65 years of age or older, thus they were not included.
Two of the homes, which were both located in the Central
Area on Aging, cared for residents who receive Supplemental
40

Security Income (SSI), while 9 homes had only private paying
residents.
The sample of elders (N = 63) consisted of 24 (38%)
males and 39 (62%) females.
to 98 years.

The range of ages was 65 years

The mean age was 81 years.

The mean age of

the females was 83 years, while the mean age for males was
77 years.

Forty-three (68%) elders were white and 20 (32%)

were black.
Results of Data Analysis
The research question for this study was what are the
health care needs of elders residing in PCHs?

The health

care needs of the sample were determined by the OMFAQ and
measured functioning in five dimensions:

Social Resources,

Economic Resources, Mental Health, Physical Health, and
ADLs .
Data were analyzed using descriptive techniques for
each of the five dimensions of the OMFAQ and the Cumulative
Impairment Score (CIS).

Each dimension yielded a rating

between 1 and 6 which reflected level of functioning in that
dimension.

The rating of 1 reflected excellent functioning,

while the rating of 6 indicated completely impaired
functioning.

These data are presented in Table 1.
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Table 2
Trichotomized Scores of the Five Dimensions and Cumulative
Impairment Score

Functioning
adequately
Dimension

n

%

Mildly to
moderately
impaired
n

%

Severely to
completely
impaired
n

%

Social

13

20.63

31

49.21

19

30. 16

Economic

36

57.14

27

42.86

-

0.00

Mental

13

20.63

24

38.10

26

41.27

Physical

4

6.35

59

93.65

-

0.00

ADL

4

6.35

41

65.08

18

28.57

CIS

14

22.22

44

69.84

5

7.94

The first dimension to be discussed is the Social
Resources dimension.

This dimension estimated the extent

and perceived adequacy of social contacts of the elders with
friends and family.

Also contributing to the Social

Resources score was the presence of a confidant and the
availability of help from friends and family in time of need
(Pi1lenbaum, 1988).

Additionally, the degree and quality of

socialization among other elders within the institution were
assessed in this dimension.

Approximately 21% of the elders

were functioning adequately, while the remaining 79% were
impaired in this dimension.

The trichotomized scores for
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Table 1
Descriptive Statistics of the Five Dimensions and Cumulative
Impairment Score

Range
M

SD

Potential

Actual

Social

3.81

1.31

1-6

1-6

Economic

2.40

1.29

1-6

1-4

Mental

3.84

1.26

1-6

2-6

Physical

3.29

.58

1-6

2-4

ADL

3.97

.93

1-6

2-6

CIS

17.30

3.81

5-30

11-24

Dimension

In order to more clearly understand and display the
findings, the score of each of the five dimensions and the
score of the CIS were trichotomized into three ratings:
adequately functioning, mildly to moderately impaired, or
severely to completely impaired functioning.
presented in Table 2.

These data are

Additionally, each dimension and the

CIS will be presented separately in the discussion which
follows.
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the Social Resources dimension, which are expressed in
percentages, are presented in Figure 1.
The second dimension to be discussed is Economic
Resources, which measured the adeguacy of income in meeting
the basic needs of the elders.

These needs included food,

clothing, shelter, medical care, and small luxuries.

As

defined by the OMFAQ, the elders' needs were considered
adequately met if these basic needs were being met.

Also

included in the measuring of economic resources was the
presence of financial assets in case of emergency.

Data

analysis revealed that 57.14% of the elders were functioning
adequately, while 42.86% were impaired.

The trichotomized

scores for this dimension, expressed in percentages, is
presented in Figure 2.

Adequately
functioning
|| Mildly to
moderately
impaired
functioning
[H Severely to
completely
impaired
functioning

Fiqure 1. Trichotomized scores by percentage of the Social
Resources dimension of the OMFAQ.
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f~ ] Adequately
functioning

IU

Mildly to
moderately
impaired
functioning

Figure 2. Trichotomized scores by percentage of the
Economic Resources dimension of the OMFAQ.
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The Mental Health dimension is explained next.

This

dimension assessed for the presence of psychiatric symptoms
and orientation.

The elders also were assessed for the

ability to make everyday common decisions and the ability to
cope with major problems that might occur in their lives.
Only 20.63% of the elders were functioning adequately, while
the remaining 79.38% were functionally impaired.

The

findings from this dimension are presented in Figure 3.
The fourth dimension discussed is Physical Health.

In

this dimension, the elders were assessed for the presence of
illness, the number of illnesses present, and the degree of
interference with routine daily living caused by these
illness.

Additionally, types of medications were included

in the overall Physical Health evaluation.

Data analysis

indicated that only 6.35% of the elders were functioning
adequately, while 93.65% were mildly to moderately impaired.
The trichotomized scores for this dimension, which are
expressed as percentages, are displayed in Figure 4.
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20.63%
(n = 13)

41.27%
(n = 26)

38.10%
(n = 24)

? I

Adequately
functioning
Mildly to
moderately
impaired
functioning
Severely to
completely
impaired
functioning

Fiqure 3. Trichotomized scores by percentage of the Mental
Health dimension of the OMFAQ.
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6.35%
(n = 4)

93.65%
(n = 59)

£7] Adequately
functioning

^ Mildly to
moderately
impaired
functioning

Fiqure 4. Trichotomized scores by percentage of the
Physical Health dimension of the OMFAQ.
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Dimension five is Activities of Daily Living (ADL),
which measured the elder's ability to perform both physical
and instrumental ADLs.

The assessment of ADLs by the elder

was concerned with the ability to perform the particular ADL
rather than with the opportunity to perform the ADL.

This

fact was important since the elders were living in an
institutional setting and, therefore, may not have been
required or had the opportunity to perform certain ADLs that
the staff managed for them.

Only 6.35% of the elders were

functioning adequately, while the remaining 93.65% were
functionally impaired.

The scores for the trichotomized

ratings for ADLs are presented in Figure 5.
Finally, the Cumulative Impairment Score (CIS), which
represents the overall level of functioning for the average
elder living in a PCH in Mississippi, is discussed.

Data

revealed that only 22.22% (n = 14) of the elders were
functioning adequately or maintaining personal welfare and
independence.

The remaining 77.78% were impaired in

functioning ability.

The trichotomized scores for the CIS

are presented in Figure 6.

6.35%
(n = 4)

28.57%
(n = 18)

] Adequately
functioning
^ Mildly to
moderately
impaired
functioning
|~~[ Severely to
completely
impaired
functioning

Fiqure 5. Trichotomized scores by percentage^of^the
Activities of Daily Living dimension of the OMFAQ.
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7.94%
(n = 5)
22.22%

(n = 14)

69.84%
(n = 44)

Adequately
•functioning
Mildly to
moderately
impaired
functioning

0 Severely to
completely
impaired
functioning

Figure 6. Trichotomized scores by percentage of the CIS of
the OMFAQ.

Additional Findings
Additional findings of interest were concerned with the
Economic Resources dimension.

Raw data for this dimension

revealed a bimodal curve indicating two distinct levels of
economic functioning.

The first hump of the distribution

indicated that 36.5% (n = 23) of the elders were functioning
excellently to satisfactorily.

The second hump indicated

that 33.3% (n = 21) were mildly to moderately impaired in
this dimension.

The data from this dimension is presented

as a frequency distribution in Figure 7.
Summary
Presented in Chapter IV was a description of the sample
of elders who participated in this study.

The research

question (what are the health care needs of elders residing
in personal care homes?) was answered by describing the
functional level of the elders in five dimensions.
Descriptive statistics were used to determine the
functioning ratings of the five dimensions.
In Chapter V, a discussion of the outcomes of the five
dimensions and the CIS will be presented.

Also, a

discussion of the use of King's Theory of Goal Attainment
will be given, followed by implications of this study for
nursing.

Finally, recommendations for nursing practice and

further research will be presented.

-t

+-

1

2
Rating Scale

Figure 7. Frequency_ Hiqfribution
distriDuriun of Economic Resources for
elder residents in PCHs.

Chapter V
The Outcomes
This assessment of the health care needs of elders
residing in personal care homes (PCH) was prompted by
several factors.

First, no data exist on the health care

needs of elders living in PCHs in Mississippi.

Second, the

number of elders living in PCHs has been predicted to
increase, with these elders believed to be at risk for
chronic illnesses.

Third, the Health Care Reform Movement

in the United States demands assessment to provide costeffective health care to this segment of the population.
Therefore, this study sought to identify the health care
needs of elders living in PCHs.
The assessment was approached from a functional
perspective which reflected outcomes based on personal level
of independence.

The OARS Multidimensional Functional

Assessment Questionnaire (OMFAQ) was used to assess the
needs of the elders in five dimensions:

Social Resources,

Economic Resources, Mental Health, Physical Health, and
ability to perform Activities of Daily Living (ADL)
study was guided by King's Theory of Goal Attainment.
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The

Summary of Significant Findings
Demographic data revealed several characteristics of
the residents.

The total sample for this study consisted of

63 subjects, 24 (38%) males and 39 (62%) females, which
represented approximately 5% of the target population of
elders living in PCHs in Mississippi.

Sixty-eight percent

(n = 43) of the subjects were white, and 32% (n = 20) were
black.

The average educational level was less than high

school.
The overall functional level of the sample was
reflected in the CIS which revealed that 22.22% (n = 14)
were functioning adequately, 69.84% were mildly to
moderately impaired, and 7.94% were severely to completely
impaired functionally.

Since 78% of the elders living in

PCHs in Mississippi were found to be functionally impaired,
concerns regarding the well-being of these elderly residents
are raised.

To facilitate an understanding of the outcomes

of the study and implications for the well-being and
independence of the elders, each of the five dimensions is
discussed separately in the following section.
Discussion
The health care needs of the sample were measured as
levels of functioning by the institutional version of the
OMFAQ.

The OMFAQ has five dimensions which identify level

of functioning in five dimensions:

Social Resources,

Economic Resources, Mental Health, Physical Health, and
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ADLs.

A discussion of each of the dimensions will be

presented separately.
Social resources.

A majority (79.37%) of the elders

were mildly to completely impaired in this dimension, while
only 20.63% were functioning adequately.

This high rate of

social impairment was not consistent with Turner's (1988)
findings that residents of board and home care (BHC)
facilities perceived a higher degree of social support than
residents of nursing homes.

One possible explanation for

this difference is that PCHs may not provide the same
home-like environment as reported in the BHC facilities.

A

home-like environment has traditionally included personal
freedoms, such as being allowed to lock the door to one's
room from the inside and being allowed or drink alcoholic
beverages or to smoke in one's room (Mor et al., 1986).
These personal freedoms may be prohibited or limited in PCHs
due to a high number of mentally impaired residents or to
fire and safety regulations required for licensure.
Another explanation for the high impairment in social
resources among PCH residents may be related to the fact
that the elders were of advanced age and, consequently, had
lost many of their family and friends by death.
Additionally, many of the remaining family members and
friends, who might be willing to help in time of need, may
be occupied with full-time occupations.

Therefore, these
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willing helpers may be unable to provide continuous daily
care for the elder.
Also impacting lack of social resources is the fact
that many of the elders now living in PCHs were former
institutionalized mental patients.

Many of these elders had

been abandoned or forgotten by family members through the
years, and this neglect continued after admission to the
PCH.
A final reason for the high impairment in social
resources may be related to the lack of motivation, to the
presence of physical and mental impairment, or to financial
constraints of the elder to participate in social
activities.

During data collection, several proprietors

expressed frustration at the lack of participation of
residents in planned social activities.

This finding is

consistent with Dittmar et al. (1983) who found that elders
did not participate in outside activities, such as movies
and eating out, due to financial reasons.

However, factors

that more heavily impacted lack of participation in outside
activities were lack of motivation, physical impairments,
and lack of staff and outside support.

These same factors

likely influence participation in indoor activities.
Economic resources.

Economic status was difficult to

determine due to the reluctance of elders to reveal
financial information asked in the OMFAQ.

Dittmar et al.

(1983) also reported similar difficulty in gathering
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financial data.

In the current study, 57.1% of the elders

were functioning adequately, while 42.8% were functioning
mildly to moderately impaired.
According to the OMFAQ, income is considered adequate
if all the subjects' needs are being met for food, clothing,
shelter, medical care, and small luxuries.

However, this

measure of adequacy of basic needs may not accurately
reflect different levels of quality in providing these basic
needs.

Since the economic resources of the elder impact the

access to health care, especially health promotion and
disease prevention, a brief description of the two levels of
economic resources identified in this study is explained in
the following paragraphs.
The first level or group (n = 36), functioning
excellently to satisfactorily, consisted of elders who had
ample or adequate income.
financial reserves.

Additionally, these elders had

These elders lived in PCHs which did

not accept Supplemental Security Income (SSI), and the homes
were frequently beautifully decorated and offered choices in
menu.

Additionally, these elders had financial reserves

which allowed them to purchase health care options including
health promotion and disease prevention activities.
The second level or group of elders (n = 27) were
.Idly to moderately impaired economically.
mi.

Some of these

elders had financial reserves, but many did not

The

majority of these elders were reliant on SSI and lived in
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PCHs that were bleakly decorated and offered no choice in
menu.

Of major concern was the fact that most of these

elders had minimal, if any, access to health promotion or
disease-prevention activities, although they did have access
to primary care.

Additionally, many of these elders were

supplied with clothing and small luxuries through the
generosity of the proprietors or charitable organizations.
The findings of this study regarding economic resources
of elders living in PCHs are consistent with Dittmar et al.
( 1983).

In the Dittmar et al. ( 1983) study, the most often

reported sources of income were SSI (51.3%), and Social
Security, and/or Social Security Disability Income (SSDI),
(50.8%).

Since qualification for SSI generally suggests

inadequate financial resources, the frequency of SSI
recipients suggests that at least half of the elders across
the United States living in board and care homes were
financially impaired.

This finding from the Dittmar et al.

(1983) study is consistent with the findings from the
current study in that probably half of the elders in PCHs in
Mississippi also are impaired economically.
Mental health.

A majority (79.37%) of the elders

participating in this study were functionally impaired in
the Mental Health dimension, while only 20.63% were
functioning adequately.

Mental health status included the

presence of psychiatric symptoms and/or intellectual
impairment.

Dittmar et al. (1983) reported that
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approximately 88% of the elders living in BCHs had some type
of mental problem.

This finding may be related to the fact

that in the past many residential care facilities (RCF)
accepted elders who were deinstitutionalized from mental
hospitals and, therefore, had existing mental problems upon
admission.

Mor et al. (1986) reported, in a nationwide

survey of RCFs for the aged, that 27.5% (n = 670) of the
residents had been in a mental hospital.
Additionally, the high mental impairment score of the
elders living in PCHs could reflect conditions of a social
origin.

Unfortunately, many times mental problems in elders

are misdiagnosed.

Conditions, such as bereavement, economic

insecurity, physical illness, chronic health problems,
decreased mobility, isolation, uselessness, and multiple
losses compounded by withdrawal, depression, confusion, and
agitation (Ebersole & Hess, 1990), can proceed unrecognized
and untreated.
A finding, which was similar to findings in Dittmar et
al. ( 1983) and to the current study, also was reported by
Auld (1988).

While assessing residents of a BHC facility,

mental problems, such as anxiety, schizophrenia, and
depression, were reported in 92% (n = 26) of the residents.
Additionally, 12% of the sample (n - 26) also were diagnosed
with mental retardation and/or organic brain syndrome.

This

similar incidence of mental problems is probably related to
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the fact that all of the residents of this BHC facility were
previously institutionalized mental patients.
Another probable reason for the high mental impairment
in elders in PCHs in Mississippi may be the lack of
orientation measures from PCH staff members to the elderly
residents.

This failure to practice reorientation

techniques may be related to a lack of knowledge of the
orientation techniques or to the lack of sufficient numbers
of staff members to practice reorientation.

A study by

Christ et al. (1988) refuted the finding of high mental
impairment in elders in facilities similar to PCHs.

While

examining criteria of admission to adult congregate living
facilities (ACLF),Christ et al. ( 1988) reported that
impaired mental orientation was a factor for refusal of
admission in a ACLF and, therefore, residents of this ACLF
were required to function more independently than
were residents of PCHs.

Additionally, ability to function

independently has been related to level of cognitive
functioning (Wolinsky & Johnson, 1990).
Theoretical Framework
The findings from this study support King's (1981)
Theory of Goal Attainment as a framework for the assessment
of health care needs of elders.

This study has resulted in

an assessment of the level of functioning of a sample of
elders which could serve as a basis for determining mutually
agreed upon interventions and services.

Such intervention
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and services could improve the quality of life and promote
the independence of the elders.
King's theory predicted relationships which aided the
researcher in the interview process.

As predicted by King

(1981), each elder, proprietor, and the researcher,
representing a personal system, was affected by the
subconcepts of perception, communication, power, role,
authority.
King (1981) stated that perception was unique to each
individual.

This statement was validated by the researcher

obtaining three perceptions of the subject's health:

the

elder's perception, the informant's perception, and the
researcher's perception.

In several of the interviews,

differences in perception were evident.
In this study, King's (1981) concept of the
interpersonal system, particularly the subconcept of
communication, was vital to the collection of data.
Communication was impacted by the level of education of each
person and by hearing ability and mental acuity of the
elder.

Many of the subjects were partially or completely

deaf or were cognitively impaired, thus inhibiting or
prohibiting communication.

One subject was aphasic and

required creative communication techniques.

In another

instance, poor communication resulted in one elder declining
to participate in the study.
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Authority, role, and power were subconcepts of King's
social system which impacted the study.

Several of the

proprietors encouraged participation in the study by
introducing the researcher favorably and preparing the
elders for the researcher's arrival.

In PCHs where this was

not done, more time and explanation were required of the
researcher.

The researcher's role as a nurse also

encouraged cooperation as some of the subjects expressed
respect for nurses.

As predicted by King, the role and

authority of the proprietor and of the researcher influenced
the outcome of the study.
Conclusions
The researcher concluded that social resources
impairment was related to two factors.

First, the lack of a

home-like environment in PCHs may lessen the perceived
social support of the elder.

This conclusion supported

findings of Turner (1988) and Mor et al. (1986).

Second, a

lack of financial resources by PCHs may prevent the offering
of appealing social activities, consequently lessening
participation of elders in social activities.

This

conclusion supported the findings of (Dittmar et al., 1983).
The researcher also determined that two levels of care
were being provided in PCHs based on the monetary status of
the elders.

A higher level of care was provided for

economically privileged elders, while a lower level of care
was being provided to more economically deprived elders.
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These conclusions supported findings by Dittmar et al.
(1983).
Further, impairment in mental health was related to the
fact that many elders had existing mental illnesses upon
admission into the PCH.

This conclusion supported findings

by Auld (1988), Dittmar et al. ( 1983), and Mor et al.
(1986).

However, this conclusion refuted findings by Christ

et al. (1988).
Additionally, the researcher concluded that the chronic
diseases afflicting this population of elders were similar
to analogous populations of community-dwelling and
institutionalized elders.

This conclusion supported the

findings of Auld (1988) and Dittmar et al. (1983).
Finally, the researcher concluded that ability to
perform physical ADLs was related to physical status, while
ability to perform instrumental ADLs was related to
cognitive abilities.

This conclusion validated the findings

of Wolinsky and Johnson (1991), who found that advanced ADLs
were directly related to cognitive ability, while basic ADLs
(physical) and household ADLs were related to physical
abilities.

Implications for Nursing Practice
and Research
This study has implications for the nurse educator, the
nurse clinician, the nurse researcher, and for nursing
theory.
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Nursing education.

The nurse educator will find that

the results of this study will provide new knowledge about a
relatively unstudied population and will facilitate the
discussion of geriatric health care, particularly for those
students studying gerontological nursing.

Both graduate and

undergraduate students can utilize this information to
enhance understanding of the elder client.

The

gerontological nurse practitioner (GNP) can utilize the
findings from this study to continue educational growth and
by the validation of existing information regarding elders.
Nursing research.

This study contributes to nursing

research by adding empirical data regarding this relatively
unstudied population.

The assessment findings of this study

provide a baseline for future reevaluation and for future
comparisons of functional status of elders living in PCHs
Also, reevaluation of the effectiveness of any planned
interventions instituted on behalf of the elders would be
enhanced by these baseline data.

Many new areas of needed

research regarding this population of elders were discovered
and illuminated by findings from this study.

Additionally,

findings from this study suggest that several guestions in
the Economic Resources dimension of the OMFAQ may need
additional research and revision, given the resistance of
elders to reveal detailed financial information.
Nursing theory.

This study added additional validation

to the use o£ King's Theory o£ Goal Attainment as an
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appropriate framework for describing, explaining, and
predicting phenomena in the life process.

Additionally, the

study provides new opportunities for future utilization of
King's theory since new research questions with which to
apply the theory were discovered.
Nursing practice.

A primary implication for this study

relates to the roles of the GNP as a primary care provider,
educator, and advocate.

As a primary caregiver, the GNP

could impact the deficiencies of care discovered during this
study.

Case management by the GNP with a broad base of

knowledge in many disciplines would be an appropriate and
effective vehicle to monitor and direct the health care
needs of elders living in PCHs.

Routine multidimensional

assessments could be performed resulting in individualized
care plans for each elder.

Impairments in physical health,

mental health, social resources, and ability to perform ADLs
could be reduced or eliminated by the GNP as case manager
for elders in PCHs.

Based on data analyzed from each

dimension in the OMFAQ, the researcher proposed a list of
health care needs of the population which would utilize the
various roles of the GNP as primary care provider, advocate,
and educator.

The list of needs, though not exhaustive,

will be presented by dimension, as identified on the OMFAQ.
For the elders impaired in the Social Resources
dimension, the following health care needs were identified:
an assessment of indoor and outdoor activities preferred by

the elder; advocacy for additional funding to PCHs for the
financing of social activities; scheduled activities based
on an assessment of preferences; adequate numbers of staff
members to motivate, conduct, and encourage participation in
social activities; community involvement to provide elders
who have no family or friends an informal social network;
and creation of a more home-like environment in the PCH.
In the Economic Resources dimension, there was only one
identified health care need.

Additional income

supplementation for recipients of SSI was desired to improve
the quality of the basic needs for food, shelter, clothing,
medical care, and small luxuries.
The health care needs identified related to the Mental
Health dimension included on-going reorientation of elders
to time, place, and current events by the use of calendars,
clocks, and verbal communication; more active involvement in
local mental health centers; routine mental health
assessments; routine evaluations and screening for
depression, grief reactions, and medication adjustment; and
group therapy.
Health care needs identified for the Physical Health
dimension included case management by a GNP, to include
disease prevention and health promotion, routine physical
assessments, medication reviews and adjustments, and
referral to needed health services; and advocacy for
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additional funding for staff to ensure daily hygiene, such
as mouth care, dental care, and foot care.
Finally, in the ADL dimension, the following health
care needs were identified:

educational classes for staff

and residents regarding performance of ADLs; exercise
classes to prevent or retard further deterioration; access
to physical therapy, speech therapy, and occupational
therapy; safety devices, such as hall railing, adequate
lighting, and well-demarcated stairways; and classes on
emergency escape routes and techniques for staff and
residents.
Recommendations for Further Study
High impairment levels were identified in the sample
related to Economic Resources, Social Resources, Physical
Health, Mental Health, and ability to perform ADLs.
Therefore, several recommendations were identified.
Research
1.

The relationship of the environmental milieu of

PCHs to perceived social support of elders living in PCHs.
2.

The relationship of informal social networks to

perceived social support in elders living in PCHs.
3.

The relationship of prior mental

institutionalization to perceived social support in elders
residing in PCHs.
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4•

The relationship of participation in preferred

social activities to perceived social support in elders
residing in PCHs.
5.

The relationship of economic status, motivation,

physical impairment, staff/resident ratio, and community
support to participation in social activities by elders
residing in PCHs•
6.

The relationship of economic status to the use of

health promotion and disease prevention activities by elders
residing in PCHs.
7.

The relationship of economic status to life

satisfaction of elders residing in PCHs.
8.

The health care activities of elders residing in

PCHs.
9.

The relationship of reorientation activities to

cognitive orientation in elders residing in PCHs.
10.

The relationship of losses on mental status of

elders residing in PCHs.
Nursing
1.

Promotion of the GNP role for elders residing in

2.

Institution of case management by a GNP for elders

PCHs.

in PCHs.
3.
in PCHs.

Assessment of preferred social activities of elders
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4.

Institution of a GNP advocacy role for economic

supplementation of elder recipients of SSI residing in PCHs.
5.

Establishment of a reorientation program for elders

living in PCHs.
6.

Promotion of the GNP role as teacher of

reorientation techniques, hygiene, and safety measures to
elders and proprietors in PCHs.
Summary
Presented in Chapter V was a discussion of the outcomes
of this assessment of health care needs of elders residing
in personal care homes in Mississippi.

Also presented were

a summary of the significant findings, a discussion of the
use of King's Theory of Goal Attainment as a guide to
conducting the study, and conclusions of the researcher
regarding the findings.

Finally, a discussion of the

implications of the study for nursing and recommendations
for further research were given.

References
American Nurses' Association. (1992). Nursing's agenda for
health care reform. Kansas City, MO: Author.
Anderson, R. (1968). A behavioral model of families' use
of health services. Chicago: Center for Health
Administration Studies.
Auld, E. (1988, November-December).
Geriatric Nursing, 340-341.

Oral health.

Bowling, A., & Browne, P. D. (1991). Social networks,
health, and emotional well-being among the oldest old in
London. Journal of Gerontology, 4_6(1), S20-32.
Cherry, R. L. (1991). Agents of nursing home quality of
care: Ombudsmen and staff ratios revisited.
Gerontoloqist, 3_1(3), 302-308.
Christ, M., Visscher, E., & Bates, D. ( 1988, July-August).
Adult congregate living facilities: Factors influencing
admission. Geriatric Nursing, 234-236.
Dittmar, N. , Smith, G., Jones, C., & Manzanares, D. ( 1983)
Board and care for elderly and mentally disabled
populations. Volume I: A survey of seven states
(1983a), Volume I, Appendix: Data collection
instruments. Denver: University of Denver, Denver
Research Institute, Social Systems Research an
Evaluation Division.
Toward health °g ln g!
Human needs and nursing responses ( r
Mosby.

Ebersole, P., & Hess, P.

(1990).

Echevarria, K. , Bezon, J,.,
p£o4ch t°Sfoot'care988'
November-December). A team app
Geriatric Nursing, 338-340.
„.. .. ,
„ n
/ 1 qoo)
Multidimensional functional
Fillenbaum, G. G. (19H8)—Hillsdale, NJ:Lawrence
assessment of older adults.
Erlbaum Associates.

73

74

Goodman, C., Pynoos, J., & Stevenson, L. ( 1988). Board and
care castaways:^ Older adults outside the long-term care
continuum. Social Work in Health Care. 13(4), 65-79.
Kane, R., & Kane, R. (1981). Assessing the elderly: A
practical guide to measurement. Lexington, MT: Rand.
King, I. (1971). Toward a theory for nursing: General
concepts of human behavior. New York: John Wiley &
Sons.
King, I. (1981). A theory for nursing:
process. New York: John Wiley.

Systems, concepts,

Krause, N. (1990). Perceived health problems,
formal/informal support, and life satisfaction among
older adults. Journal of Gerontology, 4_5(5), S193-205.
Marriner-Tomey, A.
work (2nd ed.).

(1989). Nursing theorists and their
St. Louis: Mosby.

McCoy, J., & Conley, R. (1990). Surveying board and care
homes: Issues and data collection problems.
Gerontoloqist, 3_0(2 ), 147-153.
Mississippi State Department of Health. (1991, August).
1991 report on institutions for the aged or infirm.
(Available from Division of Health Facilities Licensure
and Certification, P. O. Box 1700, Jackson, MS 39215)
Mor, V., Sherwood, S., & Gutkin, C. ( 1986 ). A national
study of residential care for the aged. Gerontoloqist,
26(4), 405-417.
National Center for Health Statistics. ( 1992). Health,
United States, 1991 (DHHS Publication No. PHS 92-1232).
Hyattsville, MD: Public Health Service.
Polit, D., & Hungler, B. (1991). Nursinq research:
Principles and methods. Philadelphia: J. B. Lippmcott.
Turner, K. (1988, November -December). Social support.
Geriatric Nursinq, 336-338.
o
/ iqqi \
The use of health
S
services * by older adults.
Gerontology, 4 6 , 6 , .
S345-357.
&

'gjui

APPENDIX A
APPROVAL OF MISISSIPPI UNIVERSITY FOR
WOMEN'S COMMITTEE ON USE OF HUMAN
SUBJECTS IN EXPERIMENTATION

75

76

O f f i c e o f the V i c e President foi A c a d e m i c Al l a i r s
P u d o r a W e l l y Nail
P.O. B o x W - 1 6 0 3
( 6 0 1 ) 329-714?.

Columbus, MS 39701

March 17, 1993

Ms. Patricia M. White
c/o Graduate Nursing Program
Campus
Dear Ms. White:
I am pleased to inform you that the members of the Committee
on Human Subjects in Experimentation have approved your proposed
research provided the consent form is modified to include the
provision that refusal to participate will not result in a
lessening of the standard of care.

I wish you much success in your research. Sincerely,

Thomas C. Richardson
Vice President
for Academic Affairs
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Mr.
Ms.
Dr.
Dr.

Jim Davidson
Jeri England
Nancy Hill
Rent
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22,
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Patricia White, R.N, B.S.N.
220 Cross Park Dr.
# 0-176
Jackson, Mississippi, 39208
Proprietor's Name
Name of Personal Care Home
Address
City
Dear

Proprietor:

My name is Patricia White and I am a registered nurse
currently enrolled in the graduate program at the Mississippi
University for Women in Columbus, Mississippi. I am working
on a master's degree in nursing with special emphasis on caring
for older adults.
This letter is to ask for your support, in a study of the
health care needs of elders in personal care homes. Y o u r
personal care home was randomly selected by me to participate
in the study.
The study may have benefits to you and your
residents since the findings could be used to plan health care
and document the need for services.
All information collected
will be confidential and will be reported as group data. The
names of personal care home or participants will not be used.
I need your permission to come into your personal care home
and interview some of your residents who are over 65 years old.
I also need to interview you in order to get your thinking on
the health of the elder.
Please know that this study, which has been
by
the university 1 s human eights committee, wx
^reguire^you
to do anything except allow
^ o r y o u r residents
health status. There will be no cosr o y
^
e< 7
and there will be no harmfu. e
f w ^ a y s to get your reply
interview.
I will telephone yo-u in a few days
g
and the number of residents who are bb y.ar
t-v-i-icr qtudv your time and attention.
Thank you for giving this stuay y
Sincerely,

C2-V T>.

'?•<•

'V FEE

Patricia White, R•N., B.S.N.

Where Excellence is a Tradition
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Informed Consent Form
My name is Patricia White, and I am a registered nurse in
the graduate nursing program at the Mississippi University
for Women in Columbus, Mississippi. I am conducting a study
that is concerned with the health care needs of elders
living in personal care homes. The results should provide a
better understanding of the health care needs of these
elders. Because you live in a personal care home, I am
asking you to answer some questions about your health.
The interview should take approximately 45 minutes. Your
name will not be used and all information will be kept
confidential. The data collected will be analyzed as a
group. Your participation is strictly voluntary and
withdrawal is permissible at any time during data
collection. If you decline participation in the study, your
standard of care will in no way be affected.
Thank you for your participation of this request.

I hereby qive my consent for the collection of data from an
interview of questions to be used in the research stu y
described above.

Date

Signature

APPENDIX D
PERMISSION TO USE THE OARS/MFAQ
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November 23, 1992

Dr. Harvey Cohen
Center for the Study of Aging and
Human Development
Duke University Medical Center
Box 3003
Durham, NC 27710
Dear Dr. Cohen:
I am a graduate nursing student at Mississippi University
for Women in Columbus, Mississippi. I am conducting a
descriptive study on the health care needs of elders
residing in personal care homes. I am interested in using
the Older American Resources and Services (OARS) assessment
instrument as part of my data collection. I am particularly
interested in the shortened version, the multidimensional
assessment guestionnaire (MFAQ).
I am reguesting your written permission to use Y°^r
instrument for data collection in my research study. I am
also requesting a copy of the instrument and mforma J-®"
regarding the scoring and analysis of data receive
assistance is greatly appreciated.
Sincerely,

Patricia M. White, RN, BSN
220 Cross Park Drive #0-176
Jackson, MS 39208

APPENDIX E
SAMPLE ITEMS FROM MFAQ
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Sample Items from MFAQ, by Dimension
Social Resources
10.

How many times during the past week did you spend
some time with someone who does not live with you;
that is you went to see them, they came to visit
you, or you went out to do things together?
3.
2.
1.
0.

11.

Once a day or more
2-6 times
Once
Not at all

Do you have someone you can trust and confide in?
2.
0.

Yes
No

Economic Resources
16.

What kind of work have you done most of your life?
1.
2.
3.

Never employed
Housewife
Other (state the specific occupation in

detail
21.

.)

Are your assets and financial resources sufficient
to meet emergencies?
1.
0.

Yes
No

Mental Health
32.

1 Hn
vnn find
In general,
do you
rinu life exciting, pretty
routine, or dull?
2.
1.
0.

Exciting
Routine
Dull
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35.

How would you rate your mental or emotional health
at the present time excellent, good, fair, or
poor?
3.
2.
1.
0.

Excellent
Good
Fair
Poor

Physical Health

38.

During the past six months how many days were you
so sick that you were unable to carry on your
usual activities — such as going to work or working
around the house?
0.
1.
2.
3.
4.

55.

None
A week or less
More than a week but less than one month
1-3 months
4-6 months

How would you rate your overall health at the
present time—excellent, good, fair, or poor?
3.
2.
1.
0.

Excellent
Good
Fair
Poor

Activities of Daily Living
62.

Can you handle your own money . • •

68.

Can you take a bath or shower . . .
2.
1.

0.

yourself?

APPENDIX F
RATING SCALE FOR THE OARS
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Social Resources Rating Scale

Excellent social resources
Social relationships are very satisfying and extensive;
at least one person would take care of him/her
indefinitely.
Good social resources
Social relationships are fairly satisfying and adeguate
and at least one person would take care of him/her
indefinitely.
OR
Social relationships are very satisfying and extensive
and only short-term help is available.
Mildly socially impaired
Social relationships are unsatisfactory, of poor
quality, few; but at least one person would take care
of him/her indefinitely.
OR
^
Social relationships are fairly satisfactory, adequate,
and only short-term help is available.
Moderately socially impaired
Social relationships are unsatisfactory, of po
quality, few; and only short-term care is
OR
,
.^ _
Social relationships are at least adequate or
satisfactory; but help would only be available now and
then.
Severely socially impaired
of DOOr
Social relationships are unsatisfact y,
P
quality, few; and help would only be available no
then.
Social relationships are at lea®^ ?Jabl^nov/amTthen.
adequate; but help is not even available no
Totally socially impaired
actory, of poor
Social relationships are un
n available now and
quality, few; and help is not even avail
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Economic Resources Rating Scale

1.

Economic resources are excellent.
Income is ample; subject has reserves.

2.

Economic resources are satisfactory.
Income is ample; subject has no reserves.
OR
Income is adequate; subject has reserves.

3.

Economic resources are mildly impaired.
Income is adequate; subject has no reserves.
OR
Income is somewhat inadequate; subject has reserves.

4.

Economic resources are moderately impaired.
Income is somewhat inadequate; subject has no reserves

5.

Economic resources are severely impaired.
Income is totally inadequate; subject may or may not
have reserves.

6.

Economic resources are completely impaired.
Subject is destitute, completely without income
reserves.

(INCOME IS CONSIDERED TO BE ADEQUATE IF ALL THE SUBJEC
NEEDS ARE BEING MET.)
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Mental Health Rating Scale

1.

Outstanding mental health
Intellectually alert and clearly enjoying life.
Manages routine and major problems in his/her life with
ease and is free from any psychiatric symptoms.

2.

Good mental health
Handles both routine and major problems in his/her life
satisfactorily and is intellectually intact and free of
psychiatric symptoms.

3.

Mildly mentally impaired
Has mild psychiatric symptoms and/or mild intellectual
impairment. Continues to handle routine, though not
major, problems in his/her life satisfactorily.

4.

Moderately mentally impaired
Has definite psychiatric symptoms and/or moderate
intellectual impairment. Able to make routine,
sense decisions, but unable to handle major p
his/her life.

5.

Severely mentally impaired
Has severe psychiatric symptoms a"d/°r®eXfJl routine
intellectual impairment, which interfer
life#
judgments and decision making in every

6.

Completely mentally impaired
Grossly psychotic or ^ompietely^intermittent or
intellectually. Requires eit
riearlv abnormal or
constant supervision because of clearly ao
potentially harmful behavior.
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Physical Health Rating Scale

In excellent physical health
Engages in vigorous physical activity, either regularly
or at least from time to time.
In good physical health
No significant illnesses or disabilities. Only routine
medical care such as annual checkups required.
Mildly physically impaired
Has only minor illnesses and/or disabilities which
might benefit from medical treatment or corrective
measures.
Moderately physically impaired
Has one or more diseases or disabilities which are
either painful or which require substantial medical
treatment.
Severely physically impaired
Has one or more illnesses or disabilities which are
either severely painful or life-threatening, or which
require extensive medical treatment.
Totally physically impaired
Confined to bed and requiring full
bodily
assistance or nursing care to maintain vital bo
y
functions.
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Performance Rating Scale for
Activities of Daily Living
1.

Excellent ADL capacity
Can perform all of the Activities of Daily Living
without assistance and with ease.

2. Good ADL capacity
Can perform all of the Activities of Daily Living
without assistance.
3.

Mildly impaired ADL capacity
Can perform all but one to three of the Activities of
Daily Living. Some help is required with one to three,
but not necessarily every day. Can get through any
single day without help. Is able to prepare his/her
own meals.

4.

Moderately impaired ADL capacity
Regularly requires assistance with at least
Activities of Daily Living but is able o 9®
.
any single day without help. Or regular y
q
help with meal preparation.

5.

Severely impaired ADL capacity
Needs help each day but not neoessarily throughout
day or night with many of the Activities of Daily
Living.

6.

Completely impaired ADL capacity
Needs help throughout the day and/or night
the Activities of Daily Living.

Summary of R a t i n g s

Social Resources
Economic Resources
Mental Health
Physical Health
Activities of Da i l y L i v i n g
Cumulative Impairment Score
(Sum of the f i v e r a t i n g s )

