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CHAPTER l 

INTRODUCTION 

Over th past four de cades , modern t e chnolog ical 

adva nce me nt in the hea lth sci nces has made possible ext e n­

s ion of avera e life s pan s for all persons in the United 

States . Thus, population of e lder ly pe rson s i s increas ing 

steadi ly . Pr sently the r e are approximately 24 mi lli on 

p e rsons 60 years of age and over in the Unit ed Sta t es , which 

i s e quivale nt to 1 0% of the total popul at ion . Projections 

are that by the year 2000, the e lde rly will compris e 25 % of 

the total population--an approximate total of 48 mi llion ! 

This rapi dly growing number of elderly pe rson s in th e 

population dire ctly accounts f or the increasing preval e nc e 

of chronic illnes s es . These illnes s es ofte n n e c ess itate 

th e therape utic us e of many n e H a nd extreme l y pot en t medi­

cations . Due to the de velopment of these hi ghly effect ive 

drug therapies and to the evolution of the general hospital 

as a predominantly acut e treatment cent e r , more per sons 

than ever before are bein g given the responsibility of 

the ir own care at home . As a result, health care provider s 

incre asingly are concerned about the extent to which pe r -

sons have become involved in self-care . Of great 

l 
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signifi cance here is the fact that approximat ely 95 % of the 

elderly population is noninstitutionalized . Mos t of these 

persons are responsible for varying degrees of participa­

tion in their own health care , which usually includes self­

medication . 

It has been found tha t the elder l y popul at i o n today i s 

the most prescribed-to roup of consumers in the United 

States . The fact that ma ny of these persons are not adher -

ing to the ir p r escr ibed medical regimens is diff icult to 

ignore . Because the optimum effectiveness of drug therapy 

is dependent upon acc~rate compliance , it is imper a tive for 

health profess iona ls to examine the knowledge of the elderly 

about wise drug use practices . With a greater knowledge and 

understanding of the importance of careful , wise drug use , 

the e l derly will be able to obtain and to maintain for th~ 

selves an optimum level of wellness . This applied evalu a -

tive research study was conducted as a separate part of a 

cluster study to determin e what effect a structured educa­

tiona l progr am for elderly persons concerning wise medica ­

tion use would have o n the e lderly participants ' actual 

medication t aking behavior . 

Probl em of Study 

There is a need to know: Does a relationship exist 

between knowledge about taking medications wisely and 
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actual medication compliance behavior of a select group of 

elderly persons who self-administer prescribed medications? 

How will a specific education program affect medication 

compliance of this select group? Do spe ci f ic demog raphic 

factors correlate with medica tion compliance? 

Justification of Problem 

Because a g r e ater perce ntage o f t he e lde rly popula tion 

is responsible for the s e lf-administra tion o f me dica tions 

a t home , health care provide rs a re becoming increasing l y 

c onc e rned a bout the ir compli a nc e be havior. A r e vie w of t he 

lite rature indicate d that many e lde rly persons fa il t o com­

ply with physician-pr e scribed me dica tion r e g imens ( ~cDonald, 

MacDonald, & Phoenix , 1977) . Such n oncompliant beh avior 

f r equ e ntly vitia t e s t he time , effort, a nd money spent on 

diagnosis and is the direct cause o f many hosp ital admis­

sions (Spector , Cohen, McGrath, Ne wman, & Ur e tsky , 1 97 8 ) 

Pr e sently , an increasing number of heal th c a r e 

p r ovi ders are b e coming conce rned with the c oncept of pre ven­

tive health care . By recognizing the i mportance o f wise 

drug use , facilit a t e d by e d uc a tional pr og rams, t he elderly 

may experie nce a decreas e d incidence of a d ver se e ffects from 

unsafe drug use and will be able to mainta in an i mpr ove d 

health status. 
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Professiona l nurse s have the responsib ility of 

promoting high-leve l we llness among consumer s a nd are 

commonly found in the most effective positions for consumer 

education. Through thorough evaluation of a spec i fic edu­

cational program , health c a r e provide rs may . gain more 

insight into the expanding health problem of medication 

noncomp liance a nd therefore become more effective in reduc­

ing its incidence . 

Conceptual Framework 

The Health Belief Model served as the conceptual 

framework f or this invest i gation . The Health Belief Model, 

origin a lly descr i bed by I . M. Rosenstock in the 1950s , wa s 

formul ated to explain preventive health behavior (Becker , 

1974). As defined by Kasl and Cobb (1966) , heal th behavior 

is any a ctivity t aken for the purpose of preventing disease 

o r illness by a person who believes himself / herself to be 

healthy . The concept i on of the model can be described as 

an individual existing in a life space composed of regions 

-- some of which are posi tively va lued (positive valence ) , 

others of which are negatively valued (negative valence ) , 

and still others which are neutral . 

Disease or illness in the life s pace is a reg ion of 

negat i ve valence that exerts a force moving the person 

away from that particular reg ion , un l ess , of course , doing 
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so requires him/her to enter a region with even greater 

negative valence. A person's daily activities are conceived 

as a proces s of being pulled by positive forces and repelled 

by negative forces . 

A major assumption of the model is that i n order for 

an individual to t ake action to avoid disease or illness, 

he/she would need to belie ve the following : 

1. That he/she was personally susceptible to illness; 

2. That the occurrence of illness would have at least 

moderate sever ity on some aspect of his/her life; and 

3 . That taking a particular action would in fact be 

beneficial by reducing his /her susceptib ility to the condi­

tion, or if illness occurs , by reducing its severity, and 

that it would not entai l overcoming important psycholog ical 

barriers such as cost , convenience , pain , or embarrassment 

(Rosenstock, 1974) . 

Individual perception , inc luding perceived susceptibilicy 

to illness or perceived seriousness of illness , acts to 

explain the individual's perception of t he threat of ill­

ness. Various modify ing factors --i. e . , ( 1 ) demographic 

var i a bles such as age , sex, race , (2) sociops ycholog ical 

var i ab l es such as personal ity , social class , info r ma l sup­

port system, and (3) structural variables , knowledge about 

illness- act to influence the ind i v idual ' s perce tions . 



6 

Certain cues to action have been described as mas s 

media, education, and illness of family or friend . Although 

these are cues that may incline a n individual to take p r e ­

ventive health measures , the likelihood of action depends 

upon the sum of per ceived benefits of preventive action 

minus perceived barriers to preventive action . 

Will educating the e lderly about taking prescribed 

medications wisely improve their drug compliance behavior? 

Drug compliance be havior in this study can be viewed as a 

preve ntive health measure in avoiding adverse health effects 

of noncompliance. Ascertaining the elderly's knowledge of 

wise drug use will e nable the r esearcher to acquire infor­

mation about the individual's perception of the i mportance 

of this behavior. 

Within the framework of the Health Belief Model , 

education is viewed as a cue to action which i nf lue nces an 

individual's perception of the benefits of preventive health 

actions . The r efore , the act of educating the e lderly about 

wise drug us e may eventually l ead to the elderly person 's 

participation in preventive health measures and also lead 

to an i mproved health status of that ind ividua l . 

As sumpt ions 

For this part of the cluster study, it was assu .ed 

that: 
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l . Prescribed medications for certain elderly persons 

are necessary for promoting and maintaining an adequate 

h ealth status among this population. 

2 . Medication noncompliance is a health problem 

among the elderly population . 

3 . Compliance with a specific medication r eg i me n is 

essential to the elderly person ' s health . 

4. The prescribed drug reg ime ns are appropriate for 

the condition or illness for which they were prescribed . 

5 . Knowledge of self-care is important for the 

e l de rly person's welfare. 

6 . Most e lde rly persons are given some instruction 

about self-administration of their medications . 

Hypotheses 

In this part of the cluster study, the hypotheses 

tested were : 

l. A structured educational p rog ra will i mprove the 

participants' knowledge about wise medicat i on use. 

2 . Knowledge about aspects of correct edication­

taking behavior is positively associated wi t h medication 

compliance . 

3 . Se lected demographic variables such as age , educa ­

tional background, number of illnesses , an d number of p r e ­

scribed medications are associated wi th ed ication co .. ~ liance . 
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Definition of Te r ms 

The following t e rms ar e d e fin e d for us e in this 

part o f the clus t e r s tudy: 

l . Cluste r study--a study conducte d by seve ral 

r e s e arche rs on diffe r e nt s ampl e s, u s ing ide ntical re search 

des i g n conte nt, instrument s , and o r a l introducti on s . 

2 . El de r- Ed prog ram--a prog r am fo r sen ior c i t i ze n s 

spon s ore d and fund e d by t h e Department o f Hea lth, Edu cat i on, 

a nd We lf a r e to e ncourage wi se use of p r escripti on medica ­

tions (National Ins titute, 1 979 ). Thi s p rog r am c onsi s t s of : 

a . a 30 -minute f ilm (National Insti tute , n. d . ) 

with ma j o r t op i cs c ove r ed be i ng : 

Communi cating wi t h physicians 

Buy ing d rugs wi se l y 

Taking drug s care f ul ly 

Focus ing on healthy ag i ng 

b. Writte n mate rial s to s u ppor t the f i l m, 

including t hese p amph l e ts (Append i x A) 

"Passport to Good Health Ca r e" 

" Saving Money with Gene r i c f'.'ledic ines : 

Should You? " 

"Do's and Don 'ts o f Wi s e Dr ug Use " 

Ca n You? 

"Using Your Medicine s Wi se l y : A Gu i de f o r t he 

El de rly" 

"Ke e ping Trac k o f Your Medica ti o n s " 
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3 . Elde rly--in d ividuals 60 years of age and over . 

4 . Knowledge--specific information or facts which the 

e lder l y p e r son h as about taking medici nes corre ctly . 

5 . Medication compliance--a meas ure of the person' s 

accuracy in fo llowi n g a prescribed m dication r eg im n . In 

this study, it will be noted as : 

a . Accurate pil l count 

b . Accurat answers on q ues tionnaire r ega rding 

se l f-re or ing of compliance b .havior . 

6 . Medication noncomp l iance--a measure of the pe r son 's 

inaccuracy in fo llowing a prescribed medica ion regimen . 

Noncompli ance wil l b e dete rmined if any of the f oll owing 

a r e identified : 

a . A d i screpant pill count 

b . Admission of noncompliant behavior as noted on 

the self-repor t ing ques t ionnaire on compliance . 

7 . Nutrition s ites - - fede r a lly funded s ites 

~esponsible for providing nutritionally ba l an ced noon 

meals for t h ose pe rsons 60 years of age and ove r . 

are free, donations are accepted . 

The meal s 

8 . Pr e scr iption medications --only those pill fo r m 

medicine s ob t a i nable by a licensed physician or dentist 's 

o r de r . 
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9. Rural nutrition site--that nutrition site which 

is not within the Standard Metropolitan Statistical Area 

(SMSA) which includes metropolitan Houston . The Houston­

Ga lves ton Area Council (H-GAC ) guide lines interpret the 

site as not being within the accessability of t h e Houston 

area . 

1 0 . Self-administration--the situation existing when 

the elderly person is e ntire ly r esponsible for taking 

his/her own medicat ions. 

11. Urban nutrition site--that nutrition site which 

is within the SMSA which includes metropolitan Houston . 

The H-GAC guide line s interpret the site as be inq within the 

accessability of the Hous t on area . 

14. Wise d rug use--In this part of the cluster study, 

this t e r m will be used synonymously with medication com­

pliance for a p r es cribed medication regimen . 

Limitations 

For the purposes of this part of the cluster study, 

limitations wer e as follows : 

1 . Attrition ~expected to occur between the pretest 

and t he posttest period . 

2 . A s mall sample size limited generalizabil ity of 

the findings. 
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3 . A certain degree of forgetfulness may have occurred 

among the participants, possibly causing inaccurate pill 

counts and inaccurate answers on the questionnaires . 

Summary 

Despite the wide recognition and documentation of its 

prevalence, medication noncompliance among the e lderly 

continues to exist. Many of the elderly population do not 

und e rstand their medical regime ns and for a g reat numbe r of 

these persons the r es ulting e rrors actively e ndanger their 

health . 

Recent methods of i mprovin g medication compliance have 

centered on education . Because professional nurses are 

frequently in the most ideal positions for consumer educa­

tion, the ir role in research aimed at improving the 

e lderly person's compliance behavior and s ubs equently 

i mproving his / h e r overall health status is a vital one in 

American society . 

Chapter 2 presents a revie w of the lite rature 

r e levant to this study. Chapter 3 describes the p rocedure 

utilized for collecting the study data . Also presented in 

Chapter 3 is a description of the sett ing, the population, 

and sampling technique used to obtain the study sample . 

specific statistical t e chniques used in analyzing the 

data also are presented in this chapter. 
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Chapter 4 offers a detailed analys is of all collected 

data . This includes a complete d es cription of the sample 

and the findings of the study . Finally, Chapter 5 s um-

marizes the process of this r esearch study. The findings 

are discussed , conclusions and implications are drawn, and 

r e commendations are made for further study . 



CHAPTER 2 

REVIEW OF LITERATURE 

At 65 years of age , a person moves into another 

populat ion statistic column , assumes (or is expected to 

assume ) a n ew social role, may r e tire from employment, and 

begins to col l ec t Social Security insurance . Wheth e r or 

no t he/she feels old , he / she becomes one of the aged 

(Anderson, 1971). 

Today almost one in ten Americans is 65 years or older. 

The great majority of thes e persons live independently 

(Lenhart, 1976). Al though ge n e r a lly not as healthy a s the 

young , most are quite well and functionin g and likely t o 

main tain a state of health until very near the end of their 

lives . 

However , this geriatric g roup uses more prescribed 

drugs t han a n y other age group . Because of this increased 

use of medications , the elderly today are especially p rone 

to suffer froffi adverse drug reactions (Lenhart , 1976) . But 

older people can be among the major beneficiaries of care ­

fully used drug therap ies, as evidenced by the rema r kab l e 

eff i cacy of drug therapies for congestive heart failure , 

Parkin sonism , thy r o id dysfunction, and many other diseases 

that a r e common to the elderly . 

13 
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This chapte r reviews literatur e concerning the aging 

p rocess itse lf--the biological, sociologica l a nd psycho-

l ogical aspe cts o f ag ing . Some theories and models of 

aging are prese nted . Finally, the t opi c of medi cati on com-

pliance is r evi ewed with implications f or nursing p r actice 

presented. 

The Aging Process 

Biologi ca l Aging 

Aging can be defined as a certain kind of change in 

living syst ems due to the passage of time (Strehler, 1977 ). 

According to Bruner (196 8 ) , aging as a process beg ins with 

conception and e nds with d e ath . 

Deriving from one ferti l ized ovum , all ce lls of an 

individual are the same chronological age , but their physio­

log ical ages are quite different (Rowlatt & Franks, 1973) . 

some scient ists argue that although old age is not an 

illness in and of itself , there is at l east a strong r e la­

tionship be tween biological aging and pathology (Kart, 1976) . 

This view simpl y held that biological deteriorati ons 

create a susceptibility to disease and susceptibility to 

particular diseases leads to death . 

Anothe r view proposed at the turn of the century stated 

that agi ng i s the price cells pay for differentiat i on . This 

concept purported that isolated cells g rowing outside the 
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constraints of a highly complex org an ism (a human bein g ) 

would be able to live forever. Alexis Corral performed his 

r esearch on chick h ear t cel ls and his findings supported 

this the ory (Cristofalo & Stanulis, 1978) . 

Further studies have reveal ed a strong intimation 

that aging may b e a special characte tistic of highly dif­

f e r e ntiated cells (Rowlett & Franks, 197 3 ). All cells 

within an individual have a built-in programmed lifespan 

that varies with the lifespan of the species, but which may 

be mod ifi ed by extrinsic factors . In agin g , the critical 

cells would seem to be those that ar e so high ly deve loped 

or differentiated that they can no longer divide (Birren, 

1964). 

Research conducted in the l ast 20 years has discovered 

that cells from a variety of normal human tissues would 

prolife rate in cultures for various periods of time but 

eventually would degenerate and die . Hayflick and !oar­

head (1961) found that the average population doublings 

among lung cells--bef ore senescence--was 50 for cells 

derived from fetal lung and 20 for cells derived f rom adult 

lung. These same r esearche rs performed exp eri me nts to 

demonstrate that all strains of cells grow and continue to 

divide until they achieve the average number of doubling s 

characteristic of that particular strain . 
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Observations made in 1970 by George Martin and 

co-workers at the University of Washington in Seattle con­

firmed Hayflick's observations that the life span of cells 

in culture is inve r sely proportional to the age of the 

doner . This suggests that aging might r esult fr~~ the 

c e lls declining in proliferative ability (Harrison, 1978 ). 

A favored explanation of c e ll death is that wi th time, 

damage occurs to the nucle ic acids o f the cel l chromosomes, 

which are the ultimate controls ove r the function and struc-

ture of the ce ll. Because of the damage to the deoxyribonu-

cleic acids (DNA) of the chromosome , defect ive mess e nger 

mole cules, ribonucleic acids (RNA ), are produced that may 

be unable to synthesize the necessary enzymes for maintain­

ing cell function . These cells then would pr esumably die 

(Birren, 1 96 4). Wallach and Ger shon (1 97 4) observed changes 

in aging nematode cells associ a t ed with incorrect me ssenger 

RNA tran s lation. 

A very interest ing dis covery was made conce rning the 

concept of built-in "time clocks . " Certain kinds of animal 

ce lls have what might be thought of as biolog ical " time 

clocks . " These "clocks" function as if by counting off 

the amount of l ife already lived and programming the ti e 

still left (Botwinick, 1978) . However, contrary to the 

idea of a single, central controlling clock of a g ing is 
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the concept of increasing disorganization with age of the 

vital systems of the body. In other words, the organism 

dies of old age because it is an unstable system provided 

with no further sequence of operational instruction s , and 

in which divergent processes ar e no longer coordinated to 

maintain necessary function (Comfort, 1956). 

Research conducted by Rockstein (1958) offered strong 

e vidence in support of the concept of a genetic basis of 

longevity. Strehler (1 977) d e fined gene tic proce sses as 

determinate processes which occur with certainty in all 

animals of a given species regardless of the ir e nvironment 

and/or experiences . A strong line of evide nce f avoring the 

inheritance of longevity consists of a series of docume nte d 

vital statistics on human life span s that sugges t longe vity 

is a characte ristic of certain famili e s (Rockste in, 19 58 ) . 

comfort (1956) state d that the age of the mother in certain 

cases i s known to modify the longevity of h e r offspring . 

Some bio log ists have said that if you want to live long, 

choose long-lived parents. One major study conducted in 

1 91 8 by Al exander Graham Bell r e porte d the longeviti e s of 

4 , 00 0 des cenden t s of one family in relation to age of 

par ents at death . The data suggested some correlation 

between a ge at deat h of parents and a ge at death of off­

spring . The r ecent evidence, however , is sparce for this 

posi tion (Botwinick, 19 78) . 
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The genetic causes of aging are presented clearly by 

Strehler (1977). These causes are divided into two major 

changes--cellular property changes and supracellular 

changes. However, Strehler stated that it is possible to 

classify the kinds of change s leading to the decreased 

functional capacity of living systems into two major 

processes : (1) determinate processes (gen e tic), and 

(2 ) stochastic processes, those processes which are the 

r esults of unpredictable environmental influences (s ee 

Figures 1 and 2). These stochastic cause s of aging are 

divided into two broad categories~-macroaccidents and micro-

accidents . Macroaccidents ar e described as physical agents 

such as bacterial infections, heat, cold, and so forth, 

and chemica l agents such as nutrition, anoxia, and t oxic 

substances . Microaccidents result from disruptions of 

molecular structur e because of locally high concentrat ions 

of energy arising from physical a gen ts, i.e . , local heat 

f luctuations and absorption of radiant energy, and chemical 

agents such as heat liberated locally as a result of chemi­

cal reactions (Strehler, 1977). 

Temperature was mentioned as a physical agent under 

both the macro- and microaccidental causes of aging . 

Bourliere (1958) reported that since t he rate of ener gy 

consumption is related to factors of t emperature, one 
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A. Macroaccidents 

Physical agents 
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freezing, 
wear and 
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I I T I. 
OXlC Nutrition Anoxia 

sub-
stances 

B. Microaccidents (s uch a s mutations , denaturati on) 
which result from disruptions of mo l ecular struc­
ture because of locally hig h conce ntrations of 
ene r gy arising from 

Physical agents 

I. . 1 Stat1st1ca 
local heat 
f 1 uctuations 

I 
I 

Absorption of 
radiant energy 
or high-energy 
.particles 

Chemical agents 

! 
Heat libe rated locally as 
a r esult of e ner getic 
chemi cal reactions 

Figure l. Stochastic causes o f aging. 

source: Strehler, 1977 , p . 20 . 
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A. Changes in Cellular Properties 
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B. Supracellular Changes 

Physical interaction Ch e mical i nteraction 

I 
I Geometry of Amount or kind 

cellular of extracellu-
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Cress-
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Figure 2 . Genetic causes of aging . 

Source: Strehler, 197 7, p . 21. 
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hypothes is would be that heat makes for high metaboli sm 

and short life. He also concluded tha t t e mperature, both 

environme ntal for cold- blooded species and central for 

warm- blooded animals , ha s s omething to do with the rate of 

the aging proces s . 

The Psychology of Aging 

A g r eat many "non -old" Ame ricans would proba bly a gr ee 

with Puddinhead Wilson that "it is better to be a young 

June-bug than an old bird of Paradise" (Trippitt , 19 80 ). 

The Amer ican worship of youthfulnes s may at fir s t seem v a in 

and e ssenti a lly harml e ss . Howe v e r, it has c a us e d a s ort of 

aversion to aging with a tendency to look askance a t and 

often down on older persons . 

Er ic Erikson (1 963 ) sta t e d tha t the d e ve l opme nta l 

t a sk of t h e mature years is ego integr ity v e rsus des a ir. 

The attainme nt of thi s task is very diff icult for many 

e l d erly persons (Murray & Zentner, 1975 ). Ego integrity 

r efers to the coming togethe r of all previous phases of the 

life cycle . Without this sen se of ego i ntegr ity , the 

e l d e rly p e rson feels a sense of despair and self-disg ust . 

such f e e lings are e nhanced fur t her by s o ci e ty ' s emphas i s 

on youth and mandatory r e tireme nt (Murray & Zentner , 1975). 

Erikson contended that good adjustment in thi s stage 

fo llows only after i mportant mat t ers have b e en arranged an d 
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when the successes and failures of life have been seen as 

inevitable. Good adjustment in later life indicates a 

kind of fatalism, an acceptance of the order in life , where 

e v e n death is looked at without agony (Erikson, 1963) . 

But how are these important matters arranged to 

facilitate successful adjustment during thi s stage of 

deve lopment? Butler (1975) referred to a "Life Review . " 

Olde r people often remini s ce, dwelling on the past . 

According to Butler, this is purposive, occurring naturally 

s o that unresolved conflicts are brought into the focus o f 

att e ntion whe r e the y can be resolved . I mpendin g death 

makes the Life Review necessary, for little time r emains to 

arr an ge one's qffairs. Butler indicated that in mild form 

the Li fe Review i s a r eminiscence that makes for nostalgia 

and, occasionally, mild reg r e t. However, in seve re for m, 

anxie t y and depression may result. A failur e of the Life 

Review to resolve a per s on' s conflicts makes se l f - acceptance 

very diff icult. 

The older person is capable of c hanges in behavior, 

but the changing is not easy . New t ypes of ego defenses 

may b e needed as new crises deve lop from social , economic 

and/or family r estructuring . At this same time , the need to 

change may inte rfere with deve lop ing a sense of ego i nteg­

rity (Murray & Zentner, 1 975). 
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Cognitive functioning has been studied as a 

psychological factor relating to longevity and survival 

(Botwinick, 1978). A new study area was created after 

Kleemeier's 1960 and 1961 (cited by Botwinick, 1978) 

studies of "terminal drop" in cognitive ability. His 

studies indicated that those persons whose cognitive abili-

ties declined more rapidly tended to die sooner. This 

cognitive decline was known as terminal drop. Several 

later studies performed by Riegel , Riegel, a n d Meyer (1967) 

and Baltes, Schaie, and Nardi (1971) supported the concept 

of terminal drop. From his studies, Reigel (1971) concluded : 

At any time during the later periods of life , subj e cts 
who perform less well are like ly to be closer to death 
than their more able a ge- mates. Differences in scores 
wi thin age groups might thus be a function of survival 
probability . . Difference s in scores between age 
groups . might r e flect the increasing number of 
persons with terminal drop. (p. 146) 

Liebermann (1965) studied personality factors as 

related to t erminal drop . Over a period of two and one-

half years, h e administered four p s ycho logica l t e sts every 

three to four weeks to a group of residents of a home for 

the aged . His data suggested that persons close to death 

have a decreased ability to cope with environmental demands ; 

they have a lessened ability to organize and integrate 

environmental inputs. 

These ideas were supported by Birren (1964). He stated 

that the "individual can be considered a s existing in a s ea 
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of sensory stimulation from both within and without" 

(Birren, 1964, p. 83). He defined a person's psychological 

age as the level of his/her adaptive capacities. The 

development of effective perceptual habits of handling 

masses of sensory information in large units enhances the 

individual's ability to cope with his/he r environment. 

Birren (1976) stated that there is a fair amount of 

research that suggests that individual s do not process as 

much information per unit time when they are older a s they 

did as young adults. 

The terms sensory acuity, sensation or sensory 

processes are used generally to refer to the ability to be 

aware of simple stimuli. Ordinarily, with adva ncing age 

there t ends to be a reduction in sensory acuity -- influencing 

his /her ability to cope and adapt to environmental inputs 

(Birren, 1964). 

The dana from the aforemention ed studies suggest that 

the average person growing older in America need not expect 

to have a "typical" deterioration of mental functionin g in 

later years. According to Busse and Pfeiffer (1977), the 

majority of the elderly population is not senile (i . e ., 

defective memory, disoriented). Only about 2 % or 3 % of 

persons 65 years or older are i nstitutionalized as a r esult 

of psychiatric illness. Various community surveys have 
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found that less than 20% of the aged cannot remember such 

things as the past president of the United States, their 

correct age, birth date, telephone number, and so forth 

(Botwinick, 1978). These data make it clear that the 

majority of the aged do not have serious memory defects. 

The expectations of mental performance must be based 

upon the individual's characteristics rather than on 

assumptions about "averages'' in the general population. 

Therefore, the expectation is--given good health and free­

dom from cerebral vascular disease and senile dementia, 

individuals can expect high-level mental competence b eyond 

the age of 80 years. From the e x isting e v id e nce the re 

appears to be no gradual decline with a g e in gen e r a l menta l 

ability. The only component of mental performance that 

seems to change in the majority of persons is t hat o f slow­

ing speed of response (Botwinick, 1978). 

Several investigators have shown that with increa sing 

age the brain waves of an individual slow down in fre quency . 

Surwillo (1963) felt that one reason an older person's 

reaction time is slow and his / her handling qf info r matio n 

is slow is due to the slowing in frequency of t he alpha 

brain waves. Woodruff (1972) experimented with s ma ll 

rodents to modify the freq uency of brain wa v es. By 

appropriate conditioning techniques, she was a ble to modify 
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the frequency of the brain waves in older people, thus 

speeding up their reaction time (Birren, 1976). 

Sociological Factors of Aging 

A person's early social class and his/her social 

mobility influence his/her behavior and length of life 

(Birren, 1964). Although each individual is unique, with 

certain genetic, psychological and social characteristics, 

the accumulated effects of his/her social class have an 

impact upon the way in which he /sh e ages. Past experience 

determines responsiveness to new ideas over the life span . 

It also influences moods, feelings of life satisfaction, 

and the undertaking of new directions in activities. 

There are traces or e l ements of a person's origin, 

his/her early family and regional influences, in his/her 

expectations about growing older. Some factors which are 

influenced by ethnic and social class differences are 

child-rearing practices, dietary patterns, recreation and 

work patterns, exposure to toxic and infectious agents, 

exposure to information and systematic education, values 

and religious patterns (Birren, 1964). 

Several investigations, including one by Rose (1964) 

and one by Pfeiffer (1970) indicated t hat higher education 

levels, higher status occupations, and highe r intel l i gen ce 

all go together and make for favorable longev ities. 
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Pfieffer (1970) made a broad conclusion from his 

studies: 

Persons with high intelligence, sound financial 
status, well maintained health, and intact marriages 
may be expected to live significantly longer than 
their less intelligent and poor brothers and sisters 
whose health is also declining and whose marriages 
are no longer intact. (p. 273) 

Lower status roles are associated with factors such as poor 

housing, poor nutrition, poor sanitation and a vari e ty of 

other factors important to health and long life (Botwinick, 

1978). 

Palmore's study (1969) showed that one indicator of 

longevity was work satisfaction. For men aged 60-69 years, 

work satisfaction was found to be the best indicator of 

longevity. This close relationship between work satisfac-

tion and longevity also was noted by Rose (1964). The 

implication of these studies by Palmore and by Rose is 

that those elderly persons who are satisfied with their 

work and who maintain useful roles live longer than those 

who de not (Botwinick, 1978). 

There are r e cent data suggesting that the loss of a 

close loved one can cause sufficient stress to actuate the 

death of another older person. The existing dat a of this 

subjectwere reviewed by Rowland (1977). From these studies, 

Rowland suggested that: 
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For some people, especially males, the 
significant other may be detrimental. 
death is highest during the first year 
men t . ( p . 3 5 6 ) 

loss of a 
The risk of 
of bereave-

Some data point to bachelorhood or spinsterhood as a 

negative factor in survival in later life (Botwinick, 1978). 

Pfieffer (1970) indicated that only for women is the "never 

married" status negatively associated with longevity . 

Rose's data (1964) purported that fewer children also make 

for longer life for the parents. Th e mechanism is such 

that fewer children limit the economic and emotional stress 

placed upon the pare nts. A s malle r numbe r of children also 

may be related to higher socioeconomic status, which, in 

turn, has been shown to b e r e late d to longevity . 

Studies of attitudes toward aging have been conducted 

because these attitudes ar e vi e wed as critical for adj ust-

ment and survival. It i s possible that attitudes may con-

tribute to observed maladaptive be haviors among the a ged . 

Negative vi e ws of aging, life in general , and oneself may 

result in the e lde rly person's unwi llin ness or inability 

to seek needed services (Bennett & Eikman, 1973) . 

An extensive research study, conducted over four years 

by Tuckman and Lorge (1956) , concerned attitudes towar agin 

and the aged . Their results indicated that both young and 

old persons look upon old age as a per iod characterized by 

economic insecurity, poor heal th, loneliness , r es istance 
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to change as well as failing physical and mental 

powers. 

Life can hardly be pleasant if attitudes all around 

the older person are negative. A different view and a 

more heartening one has been reported more recently. From 

this view it appears that perhaps a cultural change is in 

the process, one that is more favorable to the elderly. 

Borges and Dutton (1976) questioned a large number of 

people over an extended age range to rate their own lives 

in terms of a continuum ranging from "very good" to "very 

bad." They also asked the subjects to rate the "average 

person's life," as they saw it, at different age periods. 

Their results showed that the older respondents rated 

their lives as better than did the younger respondents 

when they projected themselves into the future as older 

persons. Even though most persons over 25 years chose as 

the "best years" those below their own age , the "best 

year s" \vere seen to increase \vi th the respondent ' s own 

age. 

Equally important as attitudes toward aging are the 

expe ctations a bout what older people should do and can do, 

and about what they ought not to do and cannot do. These 

arbitrary expectations often are referred to as age norms, 

age constraints, or age grading (Botwinick , 197 8 ). They 
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all mean that older people are set in a "mold," often 

inhibited from going out and doing publicly what younger 

people are permitted to do. According to Neug arte n, 

Moore, and Lowe (1968) there exists a prescriptive time­

table for ordering behavior; there are social clocks and 

social norms. Some examples given by Neugarte n e t al. 

include: "He ' s too old to be working so hard." 

a strange thing for a woman of her age to say." 

your age!" 

"That' s 

"Act 

All of these statements i mply sanctions ; they r es tr ict 

and constrain the e lderly pers on. Th e gen e r a l expectation 

of what an age group member should do h e lps de t e r mine wh at 

the member actually does (Riley, Johns on , & Fone r, 1972 ). 

It can keep him/ her from a ctivity; it c an actua lly he l p to 

turn a person inward. 

Theories o f Successf u l Aging 

Pre s ently there ar e two ma j or cont r astin g t h e orie s of 

s uccessful aging. Both may be cons ide red unsatisfactor y 

be c a use they do n ot e xplain all of the phenomen a i nvolved i ~ 

s ucce ssful aging , y e t both hav e fact s t o support the i r 

con c epts . 

The first theory is kncwn as t he "activi t y t heory, " 

initia lly define d by Havi ghurst (1953). This t heor y purport s 

that t h e Amer i c an f ormu l a for happi n e s s in o l d age is 
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"Keep active!" It also implies that except for the 

inevitable changes in biology and in health, older pe rsons 

are the same as middle-aged persons with essentially the 

same psychological and social needs . According to this 

view, the decreased social interaction of the older person 

results from withdrawal gy society from the aging person. 

This decrease in interaction occur s against the desires of 

the majority of elderly men and women. In keeping with this 

theory, the older person who ages optimally is the one who 

stays active and who manages to resist shrinkage of his/ 

her social world. One can see the idea of rugged American 

individualism at work in this theory (Kuypers & Bengston, 

197 3). The elderly person maintains the activities of 

midd l e age as long as possible, f inds substitutes for work 

when forced to retire and substitutes for friends and 

close loved ones lost by death (Havighurst, 1968). 

Maddox ~~d Eisdorfer (19 62 ) conducted a s tudy 

att.empting to support the "activity theor y . " Activity 

and morale of persons aged 60-94 years were measured by 

questionnaires. The final results pointed to a positive 

relationship between activity and morale . Additional e vi-

dence showed that as age increased above 60, act i v ity is 

likely to decrease without affecting the satisfaction of 

living. 
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A survey conducted in Iowa by Pihlblad and McNamara 

(1965) showed that greater contact with friends was 

associated with high morale and decreased alienations. 

Rather than contact with children or other relatives, 

knowing a great many neighbors, visiting them frequently 

and phoning others contributed to life satisfaction among 

the elderly in four Virginia counties (Edwards & Kelmmack, 

197 3) . 

Another study was conducted by Lemon, Bengtson, and 

Peterson (1972). They isolated two central propositions of 

the activity theory: (1) positive r e lationship between 

social activity and life satisfaction in old age, and 

(2) salient role los s is inversely related to life satis­

faction. Their collected data did not support these propo­

sitions. Only social activity with friends was in any way 

r e lated to life satisfaction. Knapp (1 977) found that, in 

a sample of 51 elderly people residing in the South of 

England, the fe lt l eve l of life satisfaction was positively 

related to the person's level of activity. Further 

r esearch is needed before one can conclude that the 

maintenance of high activity levels is invariably r elat ed 

to "successful aging . " 

The second proposed theory of successful aging is 

knmm as the "Disengagement Theory, " originated by 
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Curruning and Henry ( 19 61) . The theory of disengagement 

rests on the observation that, in later life , people tend 

to become withdrawn or dissociated from society. This 

d e creased social interaction is interpreted as a p rocess 

characterized by mutuality, with the aging individual 

accepting of the decreased interaction. The mos t contra-

versial concept of this the ory is its p urport ing that, as 

a natural and normal process , the disengaged person i s the 

happy person. 

From the findings of Curruning 's and Henry's 1961 survey 

in Kansas City over a period of three years, it was 

beli eved that the withd rawal from social interaction had 

an intrinsic , almost biological, basis. This theory pro­

poses that the elderly pers on become s more involved with 

h i mse lf and l ess invo l ved with peop l e and events in the 

outside world because of his / her own inne r needs , not only 

because society pushes him/her this way. The outward 

manifestation of social disengagement is primarily a 

r ef l ection of inner psychologi cal changes . Hochschild 

(1 975 ) has examined the d isengagement the ory and critiqued 

the many r ese arch studies performed in the l as t two 

de cades. Much of the r esearch has been very inconclusive. 

Many studies have tested the theory of disengagement 

and h ave found it in need of r efor mation . The idea of 

• 
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"withdrawal for happiness" was attacked and found wanting 

(Botwinick, 1978). LoHenthal and Boler (1965) examined a 

large number of people and categorized them on the basis of 

voluntary disengagement versus involuntary disengagement. 

The involuntary disengagement group had low morale, but 

the voluntary disengaged had high morale. 

The disengagement theory has provided much impetus for 

investigation. Even studies not carried out with disengage-

ment theory foremost in mind have brought to light many 

important concepts. In summary, the disengagement-happiness 

relationship is dependent upon the age of the person, his/ 

her physical and mental health status, his / h e r p e r sonality, 

his/her social role, the type of activity in which he / she 

engages, and whether or not he/she has a confidant 

(Botwinick, 1978). 

A View of the Environmental 
Aspects of Aging 

The environment of the aged person is an i mportant 

component of his/her total behavioral system (Lawton, 1979). 

A review of the settings and life-styles of older Americans 

is accumulating. By reviewing various demographic data, 

one gains more insight into both of the realms that deter-

mine the life-styles of older people: (1) the characteris-

tics of the people, and (2) the characteristics of their 

habitats. 
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According to the 1975 population statistics, there a r e 

more than 22 million people 65 years of a ge and over in t he 

United States. For every 100 men 65 years a nd ov er, the r e 

a re approximately 144 women. Bla cks a r e ma r ked l y unde r­

represented in the a g ed population, which refl e cts t he ir 

shorter lifespan. While Blacks account f or 11% of t h e t o t al 

population, only a little over 7% of all Bla c k s a nd 4% of 

those of Spanish origin are 65 years of age a nd o v e r 

(Brotman, 1977}. 

In 1974, the median income of hous eho l ds headed by 

persons 65 years and over wa s $7, 298 . For fema l es living 

a lone, it was $2,869 and for males liv i ng a l on e $3 , 405 . 

An ov erwhelming 69 % of Bla ck wome n liv ing a lone or wi th a 

non-relative had incomes be low the povert y l eve l (U. S . 

Bureau, 1976}. 

The National Health Survey (Na tion a l Cent e r for Health 

Statistics (NCHS}, 1971} d iscover ed tha t 85 % of t he older 

people in the United States suffered f rom on e o r mo r e 

chronic diseases. An a ma zing 46 % of a ll nonin s t i tution­

alized elderly p ersons had some d e g r ee of limi t a t ion in 

their activities because of these chronic il lnesse s ( 1CHS , 

1977}. 

According to census d a ta (U. S . Bureau , 19 7 6} , the 

e lderly tend to liv e in metropolitan a r eas-- 34 % in cit i es , 
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21 % in suburban areas, 18 % in smaller towns and 27 % in rural 

areas. The majority of older people live in family set­

tings, usually with a spouse (U.S. Bureau, 1976). Older 

women are far more likely to live alone or with non­

relatives--41 %--than are elderly men--17%. 

According to 1974 statistics (U.S. Bureau, 1974), 68 % 

of those persons 65 years of age and over own their own 

homes. However, home ownership for the elderly can present 

many problems. Most of the homes occupied by e l derly 

owners were constructed before the year 1940 (Lawton, 1979) . 

Because the houses a re older, they are apt to need more 

f r equent repairs. The proportion of Black elderly without 

basic plumbing facilities is three times as g reat as tha t 

of Whites. Also, the financia l burden of home ownership is 

great for the elderly. They are still burdened ~1ith rising 

real estate taxes, and costs of maintenance and energy have 

selectively disadvantaged the elderly who live on f i xed 

incomes (Struyk , 1977). 

Every human being is unique, with his/h~r own personal 

characteristics. But when placed in a special g roup , all 

persons share c ommon characte ristics. By use of both demo­

graphic data and the results of othe r research studies , it 

is possible for one to construct a p rofile of the "average" 

olde r American who lives in a variety of settings (Lawton, 

1979) . 
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A majority of the elderly persons are in reasonably 

good functional health and are r e latively mobile within 

the confines of their neighborhood or community (Lawton, 

1979). Although the improvements in Social Security pay-

ments over the past f e w years have helped many e l derly per­

sons' financial status, money continues to rank with hea l th 

as major problems s een by the e l derly . Approximate ly 30% of 

the elderly Americans spend more than 30 % of t heir incomes 

for housing (Struyk, 1977). 

Contact for most older peop l e wi th family is fr e que nt 

a nd a majority maintain sat i sfying contact wi th n e i ghbors, 

othe r friends and c as u a l acquaintances . A s ubs tantial 

minority, on the othe r h and , expr e s s s ome need for more 

s oci a l involvement (Lawton , 197 9) . While a majori ty expr ess 

sati sfaction with the i mport an t sectors of life , depress ion , 

a lcoholism, and s uicide are h i gh among the elderly (Butl e r 

& Lewi s, 1 973) . In ver y many way s the ave rage olde r person 

is similar to people in gener al ; however , he/she must exp e nd 

a g reate r proportion of h i s / he r energy to cope with prob l ems 

associated with income , housin g , health care, an d soci a l 

interaction (Lawton, 1 97 9) . 
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Health Services Distribution of Urban 
and Rural Areas 

Health care delivery s y stems are designed tvith thei r 

main objective being to provide service s aimed at alleviat-

ing health problems. However, limit e d accessibility of 

these health services occurs fre quently in the United St a t es . 

This limitation, particularly for the poor and the elder l y , 

results from financial barriers to needed h ealth care . The 

reasons for high costs of h e alth care ar e complex a nd 

described further by Perkoff, Ka hn, a n d Haas (1 976 ), Gentry 

(197 8 ), and Grimaldi (1975). Additio n a l fac t or s r e l a ting 

to accessibili t y include the unavailability of services in 

certain rural areas and unders e r ved s e ctions of metropoli -

tan areas as well as the unavailability of certain s er -

v ices on evenings and weekends. 

This section of the litera ture review pre sents basic 

elements req uired of comp lete health care s y stems for a n y 

community. It also discusses an h istor ical perspective of 

health services in urba n and rural America . 

Basic Elements of a Comp l e te Hea lth Care 
Delivery Sy stem 

Torrens (197 8 ) has described certain basic elements 

that should be included in any comp lete s y stem of health 

care delivery . The mann e r in which t he s e s ervic es are p ro-

v ided, the wa y in which they are financed, and the t ypes 
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of people they serve may be different, but the basic 

elements should be the same. 

The public health and environmental services is one 

basic element needed in a complete hea lth care system. 

These services are generally provided to masses of people ,' 

usually by local government agenci es . Su ch services 

include providing clean, safe drinking water and quality 

air control. Most persons are generally unaware that their 

community is even providing these services even as they are 

enjoying their silent benefits (Torre ns, 1978 ). 

Public health agencies also provide individual 

preve ntative services which are becoming increasingly 

important. Al so, any complete system of health care must 

contain some means of systematically educating the public 

about what is possible for them to attain and motivating 

them toward wanting to attain it (Torrens, 1 978 ). 

Emergency medical care also must be provided under a 

complete health care system. Whatever the resources, the 

service provided mus t be i mmediately avcilable diagnosis 

and treat ment of emergency health problems (Torrens, 197 8) . 

Simple and complex ambulatory care services as \vell 

as simple and comp lex inpatient hospital care must be 

avcilable for a comprehensive health care system to exist . 

Long-term, continuing care along with rehabilitation 
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services also must be provided. Available care for social, 

emotional and developmental problems is an important 

element when considering total health care for individuals 

(Torrens, 1978). 

It has been suggested frequently that a comple te 

system of health care should include the availability of 

transportation. Whether it be for incapacitated persons who 

cannot move without full assistance, for emergency care, or 

for socially disadvantaged persons who cannot take advan­

tage of the rest of their community's resources \vithout 

transportation assistance, it does seem that a comprehen­

sive system of health care should include some form of 

transportation service (Torrens , 1978). 

Any health care system should be org aniz ed in a way t o 

p rovide persons who are recovering f rom an illness with 

financial assistance to help them renew their former life 

pattern. Therefore, Torrens (1 978) includes financial com­

pensation for disability as an important element to be 

included in a comprehensive health c are del i very s y stem. 

The services mentioned above are definitely not the 

on l y types of services that could be mentioned as part of a 

total system for health care. But they do form a basic core 

around which many other kinds of services may be provided . 

Even with the wealth of health care facilities today in t he 
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United States, the health needs of the elderly are not 

being met adequately by the traditional health care 

delivery system (Libow, 1977). Current policy regarding 

the provision of health care s e rvices to the elderly 

reflects the concept that health care 1s a right. Mos t 

recent efforts to improve the elderly person 's access to 

health care have focused on reducing the financial barriers 

to obtaining care (Paringer, Bluck, Feder, & Holahan, 1979). 

There is no question that public programs have increased t he 

utilization o f health care services by the elde rly , howeve r , 

differences do occur i n the provis i on of these health s e r -

vices between urban and rural areas. 

Historical Perspect ive of Health Service s f o r 
the Elderly 1n Urban and Rural America 

The notion that rural life ha s its health handicaps, 

in spite of fresh air and sunshine, was first expressed in 

1862 in the First Report of the Commission of Ag riculture 

to President Abraham Lincoln (Roemer, 1976a) . Dr . W. IV . Hall 

(c ited by Roemer, l976a) reported high incidence of insanity 

among farm peopl e , of r espiratory disease , of gastro-

intestinal problems associated with the use o f o utdoor 

bathrooms and of the longevity of farmers which is not s o 

g rea t as one might s uppose . Morta lity in rural p o pula -

tions, age-adjusted , was lower than in urban po pulations i n 
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1900 and this fact remains valid today (Paringer et al., 

1979). However, the need for health services has never 

been defined by death rates alone. Social actions have been 

stimulated more by the problems of disease, pain, suffering , 

and disability regardless of mortality tables. 

After the Civil War, America developed rapidly with 

the rise of industry, expansion of the West, and the growth 

of large cities. Thousands of immigrants from Europe came 

to America to provide a work force for factories. They 

eventually became congested in urban s lums. In this kind 

of atmosphere, the prominent issue i n health service was to 

pr event communicable disease from spreading \vi thin the 

cities. Therefore, the public he alth movement, which took 

shape in these y e ars, was fundamentally urban (Roemer, 

1976b). 

It was not until 1910 that the first health depa~ts 

for promotion of preventive health service we r e organi zed 

on a county instead of city basis. The first local hec l th 

department staffed with a full-time health officer, estab­

lished in a county that contained no incorporated place of 

2 ,500 or more, was in Robeson County, South Caroline in 

1912 (Roemer, l976b). 

By the end of Wor l d War I , t he United States had 

acquired a powerful economic and political position in 
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the world. At this time several movements for improved 

health care service began to take shape with clear impli­

cations for rural areas. The goal of American Public 

Health leadership after 1920 became the achievement of 

"coverage" of all of the nation's 3,070 counties with 

full-time health departments. The enactment of the 

Sheppard-Towner Act in 1921 helped to stre n g the n the rural 

county health departments by providing federal grants to 

the states for supporting maternal and child care sections 

(Roemer, 1976b). 

The massive economic depression that began in 1929 was 

a setback for both urban and rural public preventive health 

ef forts. Government attention became focused on the rapid 

relief of the destitute . Emphas is a lso was being p laced 

on provision of federal allocation of funds toward old age 

and disability insurance programs a long with job incentive 

programs . However, it took the Social Security Act of 

1935 to give the needed boost to pub lic preventive s e r­

v ices (Roemer, 1976b). 

The scope of public health s e r v ices in t he United 

States generally has widened t o include mental health , 

chronic d isease detection, accident prevention and many 

other services. But this broader policy seldom applies to 

the small health units in rural d istricts (Roemer , l976b) . 
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As suggested above, health care needs of persons of 

all ages are considered to be greater in rural areas than 

in cities. For a variety of reasons studied by numerous 

commissions and committees, rural people do not have the 

same opportunities for health care as do urban people. 

Rural and urban areas differ widely in the ir general char­

acteristics, but generally speaking, in rural areas the 

physician shortage is more acute, persons travel longer 

distances to obtain health care, emergency health services 

are more deficient and a comprehens ive approach to health 

care often is not present (Matthews, 1974 ). 

It is important, as noted by Par inger et al. ( 19 7 9 ) , to 

e mphasize that whatever elements are attributed as c ompro­

mising the h ealth care d e livery in the United States today , 

these typically are severely aggravated in rural ar e a s . 

several factors which characte rize the rural popu lation and 

differ entiat e it from the urban population contribute to 

r ural health care problems . 

Income. As shown in Tabl e l, rural family inco~es a r e 

generally lowe r a~d a g r eater proportion of rur al people 

live below the poverty l evel. In 197 0 , one out of every 

six persons in rural areas lived in poverty as compared 

with one out of every t en in urban areas (Paringer et al . , 

1 979 ). 
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Table 1 

Persons Below the Poverty Level, by Residence , 197 0 

Residence 

u.s. Total 

Metropolitan Areas 

Inside Central City 

Outside Central City 

Non Metropolitan 

Total U.S. Percentage of Total 
Population Popul ation in Poverty 

2 0 2 ·, 4 8 9 , 0 0 0 12.6 

1 30,907,000 10.2 

57,290,000 14 . 3 

73,617,000 7 . 1 

71,580,000 17. 0 

Source: Paringer e t a l., 197 9 . 

Poverty makes access to h ealth c2re more difficult. 

Pers ons experiencing poverty often cannot pay for medical 

care nor for the means of transportation to reach that 

needed care. Statistics from t he U. S . Bureau of the Census 

of 1 969 show that the financial status of the Black elderly 

are consistently worse than that of "\.Vhites (Table 2) . 

Mobility and place of residence . Elderly Americans, 

on the a verage, are much less mobile than the rest of the 

population. The aged change r esidence at only one - half 

the rate of the total population . In 1 97 0 , approximately 

t wo-thirds of the elderly in America lived in metropolitan 

areas and about one-half of these li ved in central cities . 
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Table 2 

Percentage of Persons Aged 65 and OVer Li v ing Be low 
the Poverty Level, by Race and Re side nce , 

1 969 

Race Urban Rural Nonf a r m Rur a l Far m 

White 21.0 34.4 23 .7 

Black 42.7 65. 2 55 . 8 

Source: U. S . Bure au o f the Cens u s , 1974. 

Of the total population ove r 65 years , 27 % l ived in rural 

nonfarm and farm locations . Within t he over-65 a ge group, 

the p e rcentag e liv ing in rural or urban areas does not vary 

gr e atly with age. Elde rly Bl a cks are more likely than 

e l derly White s to r es i de i n ur ban areas (Paringer et al . , 

1979 ). 

Place of r e sidence p r ov i des an indication of access to 

health care service s. Th e lower physician - to- population 

r a ti os, a s s hown in Table 3, i n r ural areas combined with 

longer t rave l time to health care facilities suggest that 

the rural elderly may be a t a dis advan t age to obtaining 

adequa te health care . 

The discussion a bove offer s on l y a br ief descripti on 

o f the aspe cts of the rur a l-urban differ ences in health 

care de livery t o the e l derly . Av a i l able evidence indicates 
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Table 3 

Distribution of Physicians per 100,000 population, by 
SMSAa and Non SMSA areas, 1970 

Per 100,000 
Non Federal Physicians Total Population 

SMSA Non SMSA 
Non 

Sl'1SA SMSA 

General Practice 34,359 16,457 23 . 0 30 .4 

Special Practice 121,731 16,377 81.5 30 . 3 

Hospital-Based 61, 596 4,507 41.2 8 . 3 

Source: Quint, 1976 . 

aSMSA--a standard metropolitan statistical area defined 
at the time of the 1970 census, which ge~erally consisted of 
one county or a group of counties which contained at l east 
one city of 50,000 or more, or twin citi e s with combined 
populations of at least 50,000 . SMSAs are basically urban 
and the non SMSAs are largely rur a l. 

that Federal health care s pending disproportionally favors 

metropolitan areas. In a recent study, for example , it was 

s hown that per capita 1970 Federal outlays for health care 

were four times greater in metropolitan areas (U. S . Senate, 

1971) . 

Thus, one can conclude that urban and rural persons do 

not have equal access to health care services . Rural areas 

are deficient in professional health care personnel, physi -

cal health care facilities, therefore curtailing the ability 

to afford health care services, especi ally for the poor and 

t he e lde rly. 



49 

Medication Compliance 

Behind the common stereotype of the elde rly , based on 

the overly studied 5 % of those persons 65 years and over 

who reside in nursing homes and whos e medication regimens 

are supervised daily, looms the other 95 % who live in vary ­

ing deg rees of self-sufficiency in the community and who 

generally are responsible for s elf-me d icat ion (Plant , 1977) . 

Man y of these noninstitutionalized persons, a pproximate l y 

86 % (Lenhart, 1976), have one or more chronic conditions 

that require treatment by medication therapy . The indepen ­

dent and self-sufficient elderly who are responsible for 

the ir own medications n eed to deve l op a res pect for their 

d rug therapy . 

The gap between t he med ication therapy p rescribed and 

that which is actually t aken is distressing ly wide for 

self-administered r eg ime ns (S ackett, 1976). Studies of 

elderly patients hav e shown t hat half do not tak e the dru g s 

p rescribed and that from 25 % t o 59 % of these persons make 

errors in self-medication (MacDonald , MacDonald , & Phoenix, 

1 977) . Man y persons do not clearly understand t heir pre ­

scribed medication regimens (Parkin, Henney, Quirk , & 

Crooks, 1976), and in more than one-third of these older 

peop le the resulting errors actively endanger their health 

(Stewart & Cluff, 1 972) . 
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This health problem can be expected to become more 

acute. Owing to the growing number of elderly persons in 

the population, the related increase in the incidence of 

chronic illness and the availability of facilities and 

funds for health care, there are more persons than ever 

before who seek and receive health services, including 

highly potent medications (Hecht, 1974). 

There is a great deal of interest ln the problems of 

the elderly taking drugs correctly and appropriately . 

Many recent studies have shown the problems of drug inter­

action and adverse reactions between different drug s p r e ­

scribed for the elderly (Atkinson, Gibson & Andrews, 1977) 

It is significant to note that a gr eat number of drug s rna 

be prescribed for an old person, each to be taken in a di f ­

ferent number, usually at different times . Wh itehead (as 

cited in Atkinson et al., 1977) termed this phenomena 

"polypharmacy." There can be a complex pattern of p ill ­

taking that even a young alert adult mi ght find difficult 

to maintain accurately. In a recent survey (Dass , 1a ddoc k , 

& Whittingham, 1977), 25 % of the elderly persons were found 

to be incapable of taking more than three medica tions 

reliably at any one period. In Marc h 1976, a general p rac­

tice survey (Law & Chalmers, 1976) was conducted and it \as 

found that 25 % of the elderly sub jects were on ore than 

three drugs regularly . 
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A survey conducted at Augustina Hospital and Health 

Care Center in Chicago (Plant, 1977) found a variety of 

self-medication habits of the elderly as determined by 

studies and observations. Some of these include: 

1. Lack of knowledge of the name of the drug and reason 

for its use. 

2. Lack of knowledge of how a particular drug must be 

taken to be effective. 

3. Lack of knowledge of what a side-effect is. 

4. Stretching medication to last longer or taking more 

than what is prescribed in the belief that two pills 

are better than one. 

5. Borrowing and lending medications. 

6 . Saving old medications and t ending to self-treat with 

them. 

7. Taking medicines irregularly because of forgetfuln ess , 

illness and/or other conditions (Plant, 1977). 

Determinants of Noncompliance 

It is discouraging to r eview the ma gni tude of 

noncompliance which exists among the population . any 

studies have shown that 50 ?~ of the subjects for whom edi ­

cation therapy is prescribed fail to r eceive the full bene­

fit through inadequate adherence to treatmen t (Haynes, 

1976). 
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Haynes (1976) has reviewed the e x isting k nowl edge 

and literature concerning compliance and issues rela ting 

to it. Following is a discussion of the existing kn owledge 

about the determinants of noncomplia nce. 

Many studies have examined such demogr aphic 

characteristics as age, sex, education, relig ion, and 

socioeconomic status. However, very few of these studies 

have found any association betwee n these factors a nd com­

pliance or noncompliance (Haynes, 1 976). 

Few associations have been found t o ex ist between 

certain disease features a nd compl i ance . Therefore , with 

the exception of patients with p s ychia tric labels , one is 

not able to identify a noncomplier by his / her d ia gnosis 

(Haynes , 19 7 6 ) . 

In reference to the fea tures of the therapeut ic 

reg imen, e v idence suggests th a t r egimens that require more 

extensive behavioral change s reduce compliance . Also 

inc reasing ly comp lex reg imens and l ong-term t herapy tend 

to reduce comp liance (Gillum & Bars ky , 19 74 ; Haynes, 1976) 

With some difficulty , s everal research studies have 

e x amined the interactions bet ween pat i ents and those who 

care for them. Two findings have e me r ged from these stud -

ies. First, there has been found a positive relationsh ip 

between the degree of supervision and ~edication compliance . 
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Second, the patient's stated level of satisfaction with the 

therapist and clinic was also found to be associated with 

compliance (Haynes, 1976). 

Several studies have attempted to describe the 

relationship of certain sociobehavioral f e atures and com-

pliance. One interesting atte mpt to explain health-directed 

behavior of individuals is describe d a s the "Health Belief" 

model. This model, as d es cribed in Chapter 1, r e lates a 

person's perceptions of the seriousness of his/he r illness 

and the efficacy of the treatments they receive to actual 

compliance with therapeutic r e gimens (Be cker , 197 4). 

Although there is some inconsi stency in the findings, 

several s tudies have indicated that belief in the per sonal 

threat or severity of an illness increases the probabi lity 

that a person will undertake action to p r event the illness 

(O'Connell & Marvin , 1979). 

A person' s perceptio n of the ability of the medication 

to r e lie ve symptoms is an important corre late of compliance . 

One investigation revealed a statistically significant r ela­

tionship between individuals' estimat i ons of the effects of 

the ir own regimens on dis cow£ ort and their compliance with 

the regimens. Greater amounts of d iscomfort after medica­

tion the rapy we re r e l ated to great e r degr ees of noncom­

p lia..""lce (0 ' Connell & t-1arvin, 1979) . 
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A Review of the Findings Related to 
Medication Noncompliance 

From a total study sample of 47 persons on tube rculosis 

medication, Hecht (1974) found that 6 8% of the s ubj ects made 

medication errors. The e rrors we r e r ecorded as a pill count 

greater than one pill or by a negative Belles-Littleman test 

for isoniazid. Of the total study sample, 45 % made serious 

e rrors, shown by pill count deviations of more than 15 %, or 

negative urine indicating the medi cat ion h ad not been take n . 

In this study, age and e ducation of the subjects did not 

correlate with medication compli an ce . Ther e was no evidence 

of correlation be tween medication perf ormance and any 

demographic characteristic. 

Nee ly and Patrick (1 968 ) intervie wed 59 subjects whose 

ages ranged from 60 - 84 year s. Of the total study sample , 

41 % were making no medication e rrors . For the 59 % who made 

e rrors, the mean number of errors per subject was 2 . 3 . o 

significant differences were found be tween error-free and 

e rror-making subjects in relation t o age , sex , marital 

status , household compos ition, educat ion, birthplace, 

emp loyment status , or duration of present illness . A sig-

nificant finding f rom this study was the relationship 

between the n~~ber of medications and number of e rrors . 

Responde nts who took three or more medicines made 
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significantly more errors (x 2 = 6.68; d.f. = l; Q = . 01 ) 

than those who took only one or two medications. 

MacDonald et al. (1977) studied an unselected group of 

165 consecutive discharges from the department of geriatric 

medicine of an urban hospital. The subjects were allocated 

by rotation to one of three groups: (1) counselled group-­

about 15 minutes was spent with each subject going ove r 

their prescribed medicines and reviewing wise dr ug us e 

practices; (2) counselled group with memory aids--subjects 

wer e counselled as described above and given one of three 

types of memory aids; and (3 ) uncounsel l ed group . The 

r emaining subj e cts were given their medication in the rou­

tine manner of discharge. All s ubj ects wer e rated on the 

Mental Status Questionnair e (MSQ ). The findings s howed 

significant differe nces between the counselled and uncoun­

selled groups in the number of persons making medication 

e rrors after one week of discharge ( MSQ~ l2 ; x2 = 8 . 29 , 

Q<O. Ol; MSQ~ l2 , x2 = 3 . 92, Q<0 . 05). At 12 we eks afte r dis ­

charge, there remained a significant difference between t he 

counselled and uncounselled groups (MSQ>-12, x2 = 8 . 30 , 

Q<O. Ol; MSQ~l2, x2 = 4. 03, Q<0 . 05 ). 

Wan d less and Davie (1 977) studied 46 patients in 

r ehabilitation units at a unive rsity department of geriatric 

medicine. Subjects were aged 64- 93 years . All of t he 
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subjects were given standard verbal instructions about 

their medications. Those in Group 1 received only this 

verbal instruction. Persons in Group 2 also r eceived a 

calendar detailing each day's treatment. Each person in 

Group 3 was given a card identifying each table t and 

detailing the regimen. Applying a chi-square , it was foun d 

that Group 2 made significantly f ewer pill count errors than 

Group 1 (£<0.0005). In considering the groups as a whole , 

those persons who were given an aid to memory made s i gni f i­

cantly fewer mistakes in their pill-taking. These f indings 

indicated that drug compliance in the e lder l y can be 

i mproved by giving persons written as well as v e rbal 

instructions. 

Ma lahy (19 66 ) cond ucted a study to s how that when 

persons are taught about the ir medications and have drugs 

that are labelled with the name, they will make f e wer medi ­

cation errors. Subjects were in one of four g roups (1 0 per 

g roup) . Group I received their drugs as usual and served 

as a control group. Group II recei v ed pre scription drugs 

that were labelled with the name of the dr ug . Gr oup III 

received planned instruction about each of their drug s . 

Group IV received planned instruction and labelled medica­

tions. Analysis of the collected data showed no significant 

differences between groups in relation to medication 
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error-making. Also, no significance was found to exist 

between age, education, and total number of medications 

and the total number of medication-errors. 

An interesting study was conducted by McKenne y and 

Harrison (1976) examining the association betwe en hospit a l 

admissions and drug related problems in 216 subjects. All 

persons admitted to a general 100-bed ward in a large hos­

pital over a two-month period were interviewed by a phar­

macist to dis cover: ( 1) prescription and non-pres crip t ion 

drugs regularly self-adminis tere d, (2 ) method o f admi n i s tr a ­

tion, (3) patients' compliance with pres cribed medication 

therapy, and (4) signs and symptoms of adver se drug r e action . 

Of the 216 study subjects, 2 7% we re foun d to h ave a drug-

r e late d proble m with his/h e r hospita l admiss i on . Adve rse 

drug reactions and noncompliance appeared t o be princip l e 

factors in hospital admission. No tes ts of s tat i s tical 

s i gnificance were performed or r eported. 

Gabriel, Gagnon, and Bryan (19 77 ) r eported drug 

compliance rates of 49 pers ons with a d iagnos i s of hyper ­

t ension of at least one year ' s d ur ation , wh o we r e 50 y ears 

of age or o lde r, and who wer e t aki n g hvo or mor e chroni c 

prescription medications . Those in Group A wer e g i ven a 

daily reminder chart and those in Gr oup B wer e not. The 

i n t e r group diffe r e nce in mean compl i an ce s c or es (us i ng pi l l 
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counts) between Group A and Group B was found to be 

statistically significant (Q = .002). 

Another study performed by Spector, Cohen, Mc Grath , 

Newman and Uretsky ( 19 7 8) attempted to determine whether a 

clinical nurse could improve the level of medi c ation compli­

ance in an outpatient clinic setting. The direct method 

of measuring the drug l evel in the blood was used as the 

indicator of drug compliance. From the analys is o f the 

collected data, the authors did not s h ow a statisti c ally 

s i gnif icant corre lation be tween instruction by a nurse und 

medication c ompliance. These r esults also failed to sup­

port the previously r eported obse rvation that d rug compli ­

ance decreases as one increases the tot a l numbe r o f drugs 

(Marston, 1970), or that compliance is espe ci a lly poor for 

the elderly population (Marston , 1970). 

Davis (196 8 ) carried out a study t o t est t he 

hypothesis that ce itain sub j ect char acteri s tics could 

expl a in variations in b e havioral and attitudinal compli­

ance. Compliance as an attitude was described as a person's 

wi lling n ess to do or not to do wh a t the physician pr escribes . 

Compliance as a behavi or was def ined as e xi st ing only \vhen 

the subject actually carried out t he phys ician ' s or ders . 

The study sample consisted of 15 4 new patients; 77 ,,•ere seen 

by junior physici ans, 77 we re seen by senior physicians . 
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For a period of eight months, tape recordings of the 

physician-patient visits were made. Subjects also were 

interviewed and the physicians received questionnaires at 

varying stages of the patient's illness. Although 77 % of 

the sample expressed a willingness to follow the physician's 

advice, only 63% actually displayed compliant behavior. 

Within Davis' (196 8 ) study, no variation in patients' 

compliant behavior could b e attributed to characte r istics 

of the subjects' demographic statuse s. In r efer e nce to 

physiological factors and compliance, the data showed that 

patients with less severe medical probl ems were mor e likely 

to comply with medical advice. A stati s tically s i gnificant 

r e l a tionship was found to e x ist betwe en compliance and 

ext ent of patient disability. An interesting par t of the 

study concerned the relationship between personality factors 

and medication compliance . Two sets of personality factors 

--(1) responsiveness, coope rativeness and gratefulness, and 

(2) articulateness, intelligence and formal education--wer e 

related positive ly to behavioral compl i ance. 

Brand, Smith, and Br and (197 7) found that the most 

often-cited r eason for noncompliance was economi c . Over 34 % 

of Brand et al. 's tot a l study sa~ple stated that they wer e 

either unab le to afford to buy prescr i bed drugs or could 

not afford to take them for as often as the prescription 
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called. This suggested that the noninstitutionalized 

elderly, and particularly the poor, may be more troubled 

by the underuse of drugs rather than overuse. 

Review of the literature indicated that even with the 

advent of Medicare and Medicaid, less than half of the 

health care costs of the elderly ar e covered by these 

services, and only one-third of costs are covered by private 

health insurance benefits. Additionally, lar ge numbers of 

medically indigent individuals do not have privat e he a lth 

insurance and are not eligible for We lfare Department 

Medical Assistance Programs. Some other factors include 

inability on the part of many individ ual s to cope with the 

complexities of the system, and the absence of support ser ­

vices to help with such things as transportation r equir e ­

ments or child care needs (Gentry, 197 8 ; Hammerman , 1 974 ; 

Restuccia & Holloway, 1976). 

Vincent (1971) conducted a study of 62 g laucoma 

patients and analyzed factors which mi ght i nfluence their 

noncompliant behavior in the use of prescribed eye - drops. 

The subjects were interviewed to obtain self-reporting of 

medication compliance. Physical factors of the clinic and 

patient social and cultural characteristics were analyzed 

for their association with medication compliance. 
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Of Vincent's (1971) total sample of 62 subjects, ove r 

50% reported noncompliant behavior. An interesting finding 

from this study was that a significant difference did exist 

between compliers and noncompl.iers according to whether or 

not they were taking medicines other than the ir eye drops 

on a daily basis. More than 50 % of the r espondents who we re 

taking other medications daily were compliers, whereas 

almost 75% of those who were not taking other daily medica­

tions were noncompliers. 

Nursing and Compliance 

Nurses have long been aware of the discrepanci es 

between \'lhat is prescribed for an individua l and what he/she 

actually experiences. Nurses also have long been involved 

in promoting and studying compliance . Through thi s effe c-

tive research strategy, nurses have g ained and conti nue to 

gain important knowledge about the i ssue of comp liance . In 

this process they continually are contributing recommenda­

tions for present nursing practice and future r esearch. 

Nurses have figured prominently in successful 

strategies to promote comp liance (Hogue, 1979) . Through 

the years their contributions have been especially i mpor ­

tant in this aspect of the management of chronic d isease . 

In Wilber and Barrow's (cited by Hogue, 1979) study pub­

lished in the Minnesota Medicine in 1969, the i mp!:"'oved 
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effect of reinforcement from Public Health Nurses on 

compliance with antihypertensive regimens among 220 out­

patients in rural Georgia was reported. Compliance rates 

for the experimental group (who received periodic home 

visits by the PHN) improved from 15 % to 80 %! Those rate s in 

the control group improved from 15 % to 34 %. Two years after 

the visits stopped, the experimental group's rates decreased 

from 80% to 29 % (and from 34 % to 21 % in the control group) . 

Nursing intervention was effective in Wilber and Barrow's 

study, supporting the concept that extended s upe r v i s i on i s 

at least one active ingredient for compliance (Haynes, 

1979). 

Nurses have always had the r esponsibility for insuring 

as far as poosible that hospitalized inpat i e nt s r eceived 

their prescribed treatments. Now with the adven t of effec-

tive treatment for chronic illnes3 and the extension of the 

nursing role into ambulatory care settings, it seems only 

natural that nurses should take on the mana gement of com­

pliance as part of their responsibility in the delivery of 

health care (Hogue, 1979). 

I mproving poor compliance is a challenge to health 

care providers with substantial awards for the provider 

and the recipient of care. Nurses , through practice ~1d 

r e search, can and are providing one of the mos t impor tant 
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means to the humane and sensible solution to this health 

care problem. 

Summary 

The realization that nonadherence to medication 

regimens impedes adequate treatment has encouraged a 

growing number of research studies in thi s are a. From the 

pre c eding revi e w of the literature, one can infer that 

researchers have not come to a unanimous conclusion about 

the distinctive characteristics of a noncompli e r. However, 

s uch findings always yie l d va lid , useful i nformat ion for 

practice and for future r ese arch. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Among health care professionals, there i s a need to 

know if a relationship exists between knowledge about t akin g 

medications wisely and actual me dication comp liance be havior 

of those elderly persons who s e lf-administe r p r es cribed 

medications. Other questions of consid e rati on a r e : "How 

will a specific education program aff e ct med ication c omp l i ­

ance of the elderly?" and "Do sele ct8d demogr aphic fac t or s 

correlate · with medication comp lian ce ?" 

An attempt to answer the s e q ue s tions was ma de i n t hi s 

part of a research cluster study . Thi s chapter out lines 

the procedure used for collecting d ata . The set t i ng of 

this part of the cluster study i s described . The p opu l a -

tiQ::1 and sample along with the sampling t e chn ique used a r e 

presented . The means used for the pr ot e ction of t he study 

subjects are included. The proced ure for c on s truct ion of 

the instruments is described and the reliability a nd 

validity of these instruments is g i ven . 

A detailed account of how the data were coll e cted is 

presented along with a description of how t he collected 

data were analysed. A brief descripti on of t he p ilot 

study performed is included. 

64 
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An evaluative, experimental approa ch, known a s the 

four group, before-after with two control g roups design, 

was used for this study (Campbell & Stanley , 1 96 6). This 

applied evaluative research study wa s c o nducted as a sepa­

rate part of a cluster study to d e t ermine • t he effec t a 

structured educational prog ram fo r e l derly per s on s c o ncern­

ing wise medication use would h ave on t he e l derly pa rtici -

pants' actual medication comp liance . The r e were three 

separate studies within this clust e r study des i gn. Separ ate 

geographical sites were us e d f o r eac h study . Because of the 

nature of a cluster study, the instrument s used , t he o r a l 

consent form, and the content of the r esea r c h design were 

the same fer e ach study c o nd ucted . 

The Elder-Ed prog r a m, s pons or ed by the Nat i ona l 

Institute on Drug Abus e (NIDA) (1979) a nd funded by t he 

United States Department o f Heal t h , Educ a tion , and We lfare 

(DHEW) was the educationa l p r ogr am u s ed i n this st ud y . 

Houston-Galveston Area Council (H- GAC) , after dec i ding t o 

institute the program f or the s enio r c iti zen s a ttend i ng 

t h e nutrition sites within the ir reg i on , purchased the 

e duc a tional material from DHEW . 

Setting 

The setting fo r this study wa s the federa l ly- funde d 

nutrition sites fo r the e l derly wh i ch a r e under t he auspices 
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of H-GAC, of which the Area Agency on Aging (AAA ) is a 

division. There are 21 nutrition sites administered by 

AAA in an area that encompasses 13 counties , outside of 

Harris County, which are in the Gulf Coast Planning Region . 

See Appendix B for a complete li s t of the se nutrition si t e s . 

This research took place in the main eating room of 

e ach site visited. The nutrition sites are establ ished 

in conveniently located areas, such as churches, commun ity 

centers, senior centers, and other public or private facil-

ities. Here, the elderly are served hot, well - balanced 

lunches at least five days a week. Menus ar e planned to 

provide a minimum of one-third of daily recommended di e tary 

allowances established by the Food and Nutriti on Board of 

the National Academy of Sci e nce - National Resear c h Coun cil 

(Governor's Committee, 1 976 -1 978 ). 

Population and Sample 

Of the 21 nutritim s ites administered by the AAA , 1 6 

are designated as urban site s and 5 as rural sites . The 

three smallest urban nutrition sites wer e used f or a 

separate pilot investigation conducted by another res ear~. 

Two additional urban sites are a ttended by predominantly 

Spanish-speaking persons and were not used in this study . 

The population of this study i nc l uded all persons 

attending the 11 urban nutrition sites and t he 5 r ur al 
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nutriticn sites. Attendance at each of the 13 urban sites 

ranges from 30 to 80 persons, whereas attendance at each 

of the rural sites ranges from 30 to 65 persons. 

Sampling Technique 

A stratified random sampling technique was used in 

this investigation. 

technique applied: 

First Strata 

Second Strata 

Third Strata 

The following model illustrates the 

Rural sites 

Urban sites 

By use of the l otte r y method , two 

of the five rural nutriti on s ites wer e 

randomly selected to be included in 

this study. The n, by use of the 

lotte r y method , these two s ites were 

randomly assig n e d as one experiemntal 

and one control group. 

By use of the l ottery method , 2 of 

the 11 urban sites were randoml y 

selected to be included in thi s study . 

Then, by use of the lottery me t hod, 

these two sites were randomly 

assigned a s one experimental and one 

control group. 
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The instruments and the treatment were administered to 

all those attending the sites under study . Elig ibility 

criteria were set and those not conforming to these cri­

teria were excluded u pon initiation of data analy sis . 

Eligibility criteria were: 

1. Attendance at nutrition site 

2. 60 years of age or over 

3. Responsible for self-medication at time of data 

collection onset 

4. Presently taking at least on e prescri p tion med i ca ­

tion 

5. Voluntary participation 

6 . Able to s peak English 

Protec ti on of Human Sub jects 

The Human Research Revi ew Committee a t Texa s ~oman ' s 

University and the appropriate personnel at H- GAC p r ovided 

wr itten approval prior to initiation of the study (Append i x 

C) . A code s y stem was used to identify the demog r aphic dat a 

sheet and the ques tionnaires during the da ta c o llec ti on 

proce ss. No name s were placed on the questionna ire s . To 

minimize attrition of subjects, due to for getting on e ' s code 

number, a list of participants' names wa s matched with t he 

codes during t he data collection period . Thes e n ame s a s 

wel l as the code system were destroyed at t he e nd of da t a 
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collection. Only voluntary participants were included ln 

the study to protect individual rights. 

Instruments 

The instruments used were developed by the investigator. 

The Demographic Data Profile (Appendix D) was the instrument 

used to collect such data as age, sex, e thnic or i gin, 

marital status, income , living arrangement s , present ill­

nesses, present medication reg imen, ability to self­

medicate, and use of one or more drug stores for medication 

fills and refills. 

The second instrument, Self-Reporting Profile 

(Appendix E) , was concerned with se l f -report ing of medica­

tion compliance. The Self-Reporting Instrument wa s changed 

from a 5-point Likert Scale format to a 3-point format . As 

was found in the pilot study, the original 5- po int scale 

proved to be too confusing for the participants with many 

of them checking several cat egories . Therefore , upon d is -

cussion with the committee, an a g reement was made to change 

the instrument to a 3-point format. 

The questions on the Self-Reporting Profile wer e coded 

such that a high score on this instrument indica t ed a 

relatively higher degree of medication c ompl iance than a 

low score. An item analysis wa s performed on t h is instru­

ment and the discriminative power of each item was 
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calculated. Those items with a discriminative power of 

less than one were discarded. 

Content validity of the Self-Reporting Profile was 

established, as presented, through a panel of experts. Th e 

panel consisted of a clinical pharmacist, an H-GAC employee 

who is familiar with the Elder-Ed program and its conte nt, 

and a Texas Woman's University baccalaure ate f a cult y member 

who serves on the advisory committee of H-GAC. These three 

judges were given the packet of printed mate rial and an 

opportunity to view the film. Ag r eement on conten t validity 

of two of the three judges was the criterion for a c ceptan ce 

of this instrument. 

Reliability of the Self-Reporting Profile was 

e stablished through the u se of a meth od t o de t e r mi ne 

internal consistency. The method known as c oef f icient 

alpha was used since it gives an e stimate of the sp lit-half 

correlation for all possible ways of d i viding t he ques ­

tionnair e into halve s and it i s appropri ate f or or dinal 

scales. The coefficient alpha for this instrument was . 75 . 

The third instrument, Knowle d ge Pr ofi le (see Appendix 

F), uses dichotomous items to me asure knowledge of c.ertain 

aspects of wise drug use. The subject matte r of the 

knowledge Profile is based on the content of the f ilm and 

t h e information packe t o f the El der-Ed educ ational program . 



71 

Each correct response to a knowledge question r e ceived one 

point, while each incorrect answer receive d no points. 

The possibility of range of scores was 0-10. These scores 

were calculated into percentages by dividing the number of 

correct answers by the total points possible. 

The content validity of the Knowledge Profile was 

obtained in the same manne r as d es cribed above for the 

Self-Reporting Profile. The r e liability o f the Knowledge 

Profile was obtained through the use of another method of 

inte rnal consiste ncy, appropriate for interval and ratio 

scales , known as the Kuder-Richardson 20 . The r e liability 

of this instrument was .5 8 . 

A Pill Count Record (s ee Appendix G) was kept for each 

participant in the study . This instrument measures medica ­

tion compliance on a ratio scale. 

Some of the items contained i n the Self - Repor ting 

Profile and the Knowledge Profile were adapted from a pre­

v ious survey conducted by the Heart of Texas Council of 

Governments (HOTCOG) entitle d "I1edicine Use Study Amon g 

Persons 60 and Over at Senior Centers i n the HOTCOG Region . " 

Verbal p e rmiss i on for use of sections of this surve y was 

f irst obtained; written permission was obtained from the 

proper personnel (see Appendix H) . 
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Data Collection 

The initial contact the investigator had with the study 

group was through a prearrange d meeting with the manager s of 

the nutrition sites which were selected for the s tudy . At 

this meeting, the managers l earned of the specific plans 

for conducting the study. Emphasis was placed on the impor ­

tance of the site manager's cooperation and assistance in 

helping to remind the participants to bring the ir prescrip­

tion medicines to the nutritiom sites. 

On a designated day, one week prior to initiation of 

the study, the investi gator visited each sample s ite . 

Posters announcing the date of the first step of data 

collecticn were placed at different areas in the nutrition 

site, specifically in the room where the senior citizens 

spend most of their time . When a calendar of event s was 

used in a nutrition site, the date of the investigator ' s 

r eturn was marked here also. 

During this visit, using a list of the attendants of 

the specific site, the researcher personalized individual 

brown bags identified with each subject's name . The 

managers were aske d to distribute these b ro\m bags one day 

before the initiation of the study . The prospective par ­

ticipants were asked by the managers and the researcher 

to bring al l of the ir oral pill-form prescr i ption medicines 
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in these bags to the nutrition site on a day de sig nated for 

initiation of the study. On this same day, the r e s e arche r 

met with the van drivers who we re volunteers r e spon s ible 

for transporting most of the e lderly to and from the nutri-

tion sites. Their role in aiding the particip ants to 

remember to bring in their prescription medicines was 

explained and their coope ration was e licited . 

TWo days prior to the initiation of the study , t he 

inve stigator phoned the site to r emind the manager s t o 

distribute the individu a l me dicati on b ags to the sen i o r 

citizens. On the morning of the initi at i on of t h e study , 

the van drivers we re cont a cted to r emind t hem of t he i r 

vital role. 

On Day 1 of data collection, a consent (see Appendix 

I) to participate in the s tudy was r ead a l oud to the 

senior citizens and sig natures wer e obtained . It was 

explained that all per s ons att ending t he nutr i t inn site 

could receive the benefit of v i ewi ng t he p r ogr am whether 

or not they wished to paritipate in t he s tudy . It also 

wa s e xplained that each of t he parti c i pant s was f r ee to 

withdraw from the study at any time . 

The data coll e cti on took p lace at a t ime most 

con venient to the s e nior citi zens and t he nut r ition site 

managers. For two gr oups, dat a c o l l ection took place 
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before the noon meal and for the other two, aft e r the noon 

meal. Small groups were formed and limited to five to six 

persons to allow for more contact with e ach of the p arti e -

ipants. The demographic data was collected first by reading 

the Demographic Data Profile aloud the n asking the partici­

pants to respond as appropriate. Af t e rwards , the first pill 

count was manually conducted using the Pill Count Recor d . 

The Demographic Data Profile , the Self-Reporting 

Profile, and the Knowledge Profile and the Pill Coun t 

Records were coded for identification. Each participa nt 

was given a code number that was pasted to h is / her wall e t . 

A master list was k e pt by the r esearcher wi th the names of 

the participants and the ir code numbers. 

Five days after the initiation of the study, the 

managers were contacted and r eminded to g iv e the par t ici-

pants another personalized w.edicati on bag . On the morn ing 

of the second round of data collection, the van drive rs 

were called for their assistance in r e w. inding the partic i­

pants to bring their medicine s to the nutrition s ite . 

On Day 2 of d ata collection , the pr ete st, which 

consists of the Self-Reporting and the Knowled ge Profil e s, 

was given to the participants. Instructions wer e r e ad 

aloud and the senior citizens responded as appropriate . A 

second pill count was then conducted. 
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On this same day, after the pretes ting was completed, 

the presentation of the film and distributi on of the infor­

mational packets took place only in the experimental 

groups. After the film, an informal que stion and answer 

session was held for 10 to 15 minutes . 

Five days after the second period of data col l ection, 

the managers were contacted to r emind them of their role 

in the study. On the morning of Day 3 of data collect ion, 

the van drivers were notifi ed of the ir role in the study . 

On Day 3 , prior to the noon meal, the posttest , which con ­

sists of the Self - Reporting and Knowledge Profiles, was 

administered , the n the third pill count was c onducted . The 

procedure for data collection fo r the control g roups was 

gen e r al l y the same, however, ther e were only two cays of 

data collection. The first day of data collect i on included 

the Demographic Data Profile, the Self - Reporting Profile , 

the Knowledge Profile, a nd a baseline pill count . One week 

later, on the second day of data collect i on , the Self ­

Reporting Profile and the Knowledge Profi le were readminis -

t e red and a second p ill coun t was conducted. The tr eat men t 

was withheld until one week l ater . Upon completion of the 

posttest period, the investigator thanked t he participants, 

the si t e manager s , and the van drivers for their participa­

tion and cooperation in the study . 
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Pilot Study 

A pilot study, separate from this investigation, was 

conducted in the three least populated urban nutrition sites. 

No rural sites were used in the pilot study. Reliability 

of the instruments for this study was obtained from the 

pilot study data. 

Treatment of Data 

All collected data were tabulated by the investigator. 

Descriptive statistics were used in r eporting the demo-

graphic data from each group. Means and standard d eviations 

were calculated for the data collected which ar e at the 

interval or ratio levels of measurement . These include a ge , 

present level of educational attainment, numbe r of illnesses , 

and number of prescribed medicines . Modes and per centages 

were used to describe those data collected at the nominal 

level of measurement. The self-reporting me asure of corn-

pliance was described by use of the median and range . The 

pill count measure of compliance was described by use of the 

mean and standard deviation. The mean and standard dev ia-

tion were used also to d e scribe the scores obtained f r om 

the knowle dge instrument. 

Inferential statistics were used to test the 

signif icance of group differences--be twee n the ur ban and 

rural nutrition sites, between the experimen t al and control 
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groups and between each group--at E~ .OS. The Kruskal-Wallis 

one-way analysis of variance or the Mann-Whitney U wa s 

used to determine if a significant difference exists between 

the independent variables--race, sex, marital status , 

religion, employment status, socioeconomic stfrtus, hous e ­

hold composition, type of illness--and t he dependent 

variable self-reporting aspect of medication compliance . 

The above-cited independent variables \vere analyzed for 

significant g rou p d i ffere nces--bet ween urban experimental 

and urban control, between rural experimental and rural 

control--at E~.OS with the pil l counting measure of com­

p lia nce and again with the knowledge scores by use of a 

one-way ANOVA . If the independent var iable was dichotomous 

in nature, t-te sts were used. 

The one-way ANOVA was used also to test the difference 

in the mean ga in scores of the Knowledge P r ofile for the 

pretest and the posttest between the urban experimental 

a nd urban control, between rural experimental and rural 

control, and among all the study sites . When a si gnificant 

F ratio was found, the Tukey Post Hoc Test wa s used t o 

determine the specific area of signi f ican t d i fferences . 

For statistical purposes, the dependent variables of 

medication compliance (self- reporting) and kno' ledge were 

analyzed for association with in each gr oup using t he 
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nonparametric test, Spearman Rank Correlation Coefficient , 

Spearman's Rho. Association between the pill count measure 

of compliance and knowledge was analyzed by us e of the 

Pearson product-moment correlation coefficient, Pearson r . 

These calculated correlations wer e converted to a t in 

order to test the above correlations for statistical s i g ­

nificance at Q~.05. All re s ults ar e r eport ed in Chapte r 4 . 



CHAPTER 4 

ANALYSIS AND TREAT~lliNT OF DATA 

An evaluative, experimental approach known as a 

four-group, before-after with two control g roups d e sig n wa s 

used in conducting this study. The purpos e of the study 

was to test the following hypotheses: 

1. A structured educational p rog ram will i mp r ove t he 

participants' knowledge about wise medic a tion use. 

2. Knowledge about aspects of corre ct med ica tion­

taking behavior is positively associated wi~h medicatio n 

compliance. 

3. Selected demographic v a riables a r e as s ociated wi th 

medication compliance. 

This chapter presents the find ing s o f the study . 

Demographic characteristics of the samp le a r e p r e s en t ed 

first for the entire sample and then c a tegorized a ccord ing 

to site location. Finally, statistical results in t he com-

Parisons of the sites are described a nd corre lations are 

Presented in relation to the abov e stated hypothe s e s. For 

clarification and ease of descrip tion, refe r e nc e t o t he 

sites within this chapter will be designated a s: 

79 
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Site A Urban Experimental 

Site B Urban Contr ol 

Site c Rural Exper i mental 

Site D Rural Control 

Description of the Sam_ele 

The final sample was composed of 25 e lde rly perso n s , 

60 years of age and over, who attended the f eder a lly - f und ed 

Nutr ition Sites that are under the aus p i ces o f Houston-

Ga l ves ton Area Council (H-GAC). Of this t o t a l, 11 (4 4%) 

subjects represented the Rural Nutrition Si t e s with 4 

(36 %) being in the e xperimental g r ou p a nd 7 ( 64 %) in t he 

control group . Fourteen (56 %) sub j e cts r epr esent ed t he 

Urban Nutrition Sites with 6 (24 %) in the experimen t a l 

group a n d 8 (32 %) in t he control g roup ( s ee Table 4) . 

Tab le 4 

Distribution of Participants by Site Loca tion wi t h 
Percentag e of Tota l Popula ti on 

Site Location Number Per cen t a g e of 
Total Population 

A 6 2 4 

B 8 32 

c 4 16 

D 7 28 

Total 25 100 
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Sociodemographic data revealed that 9 (36%) participants 

were males and 16 (64%) were females. Racial characteris-

tics of the subjects included 17 (68 %) Black participants 

and 8 (32 %) White participants. Table 5 summarizes race 

and sex by site location. 

Table 5 

Distribution of Participants by Race and Sex 
by Site Location 

Site Location Black Black \vhi t e Hhite 
Males Females Hales Females 

A 2 4 0 0 

B 4 2 0 2 

c 0 0 2 2 

D 0 5 1 1 

Total 6 11 3 5 

Age Distribution 

The ages of the participants ranged from 60 years t o 

100 years . The mean a g e of the total sampl e was 74 . 6 years; 

median 74 years and mode 71 years. Table 6 shows the mean 

age by sex and by site location. 

The mean age of the male participants was c onsiste ntly 

higher than the females. The 1 00 - year old participant wa s 

a Black male who enthusiastically pa rticipated in the study . 
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Table 6 

Mean Age by Sex and by Site Location 

Site Location 

A 

B 

c 

D 

Marital Status 

Females 
Mean Age 

75.5 

72.5 

68 . 5 

68.0 

Males 
Mean Age 

89.5 

81.5 

75.0 

75.0 

The findings related to marital s t a tus ind i cat ed t hat 

seven (28.~ ) subjects were married. Seventeen (6 8 %) partici-

pants were widowed and one (4 %) wa s divorc e d . Table 7 

illustrates the marital status of the samp l e by site 

location. 

Table 7 

Marital Status of Participants by Si t e Location 

Site Location 

A 

B 

c 
D 

Total 

Married 

2 

l 

2 

2 

7 

Marita l St a tus 

~-J idowed Divorced 

4 0 

7 0 

2 0 

4 l 

17 l 
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Religion 

Of the total sample, 2 (8 %) subjects were Ca tholic, 

18 (72 %) were Protestant, and 5 (20 %) wer e categorized a s 

"other." Table 8 describes the total samp le accord ing to 

religious affiliation, by site location. 

Table 8 

Religious Affiliation of Participants by Site Loc a tio n 

Site Location 
Re li2 i o us Affili a tio n 

Catholic Pr o t e sta nt Ot he r 

A 1 5 0 

B 0 6 2 

c 0 4 0 

D 1 3 3 

Total 2 1 8 5 

Educational Background 

The collected data on e ducational bac kground r evea l ed 

that ll (44 %) subjects had from 0- 6 years o f s choo l a n d 

a nother 11 (44 %) had from 7-12 years of school. On l y t wo 

(8 %) participants reported to be h i gh schoo l gr aduates and 

one (4 %) was a busine ss / technica l schoo l g r ad ua t e . Table 9 

offers the educational background o f each s i t e . 
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Tab le 9 

Educational Backgr ound o f Participants by Site Locat ion 

Edu cational Backa round 
'"' Busine ss/ 

Site Location 0-6 7-12 Hi gh Technica l 
Years Year s School Schoo l Gradu a te Gradu a t e 

A 3 3 0 0 

B 4 4 0 0 

c 1 2 0 1 

D 3 2 2 0 

Tot a l 11 11 2 1 

Empl oyment a nd Socioec onomi c Status 

Of t he tota l sampl e (n= 25 ), only two (8%) s ubj e c t s 

r eported to be work ing f ull time , 3 (1 2%) wer e wor k ing 

part time , and 20 partic i pants ( 80%) were r e tired o r no t 

working . On ly on e ( 4%) s ubject r eported a month l y income 

of between $400- $999 . Twe nty- four participants (96%) 

r eported monthly i ncomes o f between $10 0- $399 . These f i nd -

i n g s are c ons ist e nt with nat i ona l s t a tistics t hat f i nd t he 

e l derly i n l ow i ncome bracket s (U. S . Bu r e au , 197 6 ) . 

Liv ing Arra n gemen t 

F i f t een (60 %) part icipan ts i n the samp le ind i cat e d 

tha t the y wer e liv i n g alon e . Fi ve (20 %) r e ported liv i n g 
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with his/her spouse. Four subjects (16 %) revealed that 

they lived with one of his/her children and one individual 

(4%) reported to be living with another relative. These 

findings are summarized, site specific, in Table 10. 

Table 10 

Living Arrangement of Participants by Site Location 

Living Arrangement 

With With With 
Alone Spouse Child 

Ot her 
Relative 

Site Location 

A 4 l 0 l 

B 5 1 2 0 

c l 2 1 0 

D 5 l 1 0 

Total 15 5 4 1 

These data are reflective of national statistics in 

tha t a great proportion of the elderly population live 

alone (U.S. Bureau, 1976). 

Number of Reported Illnesses 

A list of specific illnesses was pres ented in the 

Demographic Data Profile for each participant to sig nify 

by a check next to an illness if he/she had experi enced 

that illness within the past five years . No data are 
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presented on the specific types of illnesses reported. 

Seven of the total sample (28 %) reported experiencing 

from 0-2 illnesses. Fourteen (56 %) participants indicated 

experiencing from 3-5 illnesses and four individuals (1 6%) 

reported experiencing 6 or more illnesses within the last 

five years. 

Number of Prescribed Medications 

Table 11 summarizes the number of prescribed medications 

being taken at the time of the study by the participants of 

each site. The data portray a fairly equal distribution 

among the sites. 

Table ll 

Number of Prescribed Medications Being Taken by 
Participants, by Site Location 

Number of Prescribed Med ications 
Site Location 

One Two Three Four 
or Mo re 

A 0 3 3 0 

B 3 2 2 1 

c l 0 2 1 

D 2 1 l 3 

Total 6 6 8 5 
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Knowledge About Wise Drug Use 

A pretest was given to each of the participants in 

order to obtain an objective measurement of the level of 

knowledge about wise medication use . This instrume nt 

measured knowledge on an interval level of measurement . 

This test was readministered as the posttest o ne week after 

the presentation of the f ilm and the discussion of the 

information booklets. Table 12 summa rizes the mean pretest 

and posttest scores by site loca tion. The possible range 

of scores was 0-10. 

Table 12 

Knowledge Pretest a n d Posttest Means by Site Location 

Site Location 

A 

B 

c 

D 

Knowledge 
Pretest Mean 

7.25 

7.87 

7 . 33 

7.71 

Knmvledge 
Posttest Mean 

7 . 25 

7 . 12 

7 . 33 

6 . 86 

Self-Reporting of Medicat ion Compliance 

The Self-Reporting Profile was utilized t o obtain 

objective data about the participants' own perceptions of 

their med i cat ion compl i a nce . Table 13 reports the median 
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pretest and posttest scores by site location. The possible 

range of scores on this test was 0-24. 

Table 13 

Self-Reporting of Medication Compliance Median Pretest 
and Posttest Scores by Site Location 

Site Location 

A 

B 

c 

D 

Self-Reporting Compliance 

Pretest 
Score Median 

21. 5 

23.0 

24.2 

24.0 

Post t es t 
Score Med ian 

23. 5 

24.5 

24.2 

22.0 

The Pill Count as a Measure of Med ication Compliance 

The Pill Count Record was the form used to document, 

manually, the actual number of medicines being taken by the 

participants. It was assumed that these medications 

actually were taken by the part icipants . 

The percentage compliance score was obtained b y 

dividing the number of pills that should have been taken 

into the number of pills that actually were t aken. This 

calculated number then was multiplied by 100 t o obtain a 

percentage. An effort was not made to differentiate tho se 

who over-medicated and those who under-medic a t ed . 
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The range of scores for this measure ment of compliance 

was 0-100%. The mean pre-treatment score for the total 

sample was 72.28 %; median 78 %; mode 100%. The mean post-

treatment pill count score was 71.60%; media n 71.25 %; mode 

86.0 %. Table 14 illustrates mean pre- a nd post-tre atment 

pill count scores, by site location. 

Table 1 4 

Pre- and Post-Treatme nt Pill Count Per centa g e Means 
b y Site Loca tio n 

Sit e Loca tion P ill Count Perce n t age Mean 

Pre-Treat ment Post-Treatme n t 

A 81.00 81. 75 

B 81. 37 86 . 25 

c 52 . 5 0 41.33 

D 7 3 . 8 6 71.57 

Infe r e ntial Analy sis 

This section first d iscusse s the t e s t i ng of Hy poth e si s 

One: A s tructured e d ucationa l progra~ wil l imp rov e t h e 

partitipants' kn owl e d g e about wise med i cation us e . Fol l ow-

i n g this is a d i s c uss i on o f other f indi n g s i dent ified 

through inferential analy sis. 

Analy sis o.f var i a nce was per formed t o det ermi ne if 

signi f ica nt d i ff e r e nce s exi sted between group s in r elat i o n 



90 

to the Knowledge Pretest Score Means and Knowledge Posttest 

Score Means and the Pre- and Post-Treatment Pill Count 

Percentage Means. The statistical test, analysis of vari-

ance for repeated measures, was used. Table 15 summarizes 

the analysis of variance between groups for the dependent 

variables of Knowledge Pretest Mean and Knowledge Posttest 

Mean. 

Table 15 

Suw~ary of Analysis of Varianc e Between Groups 
Knowledge Pretest and Posttest Score Means 

Source of Sum of Degrees of Mean Tail 
Variance Squares Freedom Square F Probability 

Between 
Groups 2520.1 1 2520.1 416 . 6 0.000 

Interaction 0.5 3 0.2 0.03 0.994 

Error 127.0 21 6. 0 

Across 
Trials 1. 8 1 1. 8 1.7 0.205 

Interaction 1.9 3 0.6 0 . 6 0. 631 

Error 23.2 21 1.1 

As noted in Table 15, there was no significa nt d iffe rence 

across the time trials. 

A significant difference was found between sites by 

use of analysis of var i ance on Knowle d ge Prete st a nd 
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Posttest Score Means (£ = 0.000). Therefore, the Tukey 

Post-Hoc Test was used to determine if significant differ-

ences existed between the individual sites on the Kno~rledge 

Posttest Scores. With df = 4,21; the critical value was 

3.96. No significance was found between Site A and Site B 

(the urban sites). However, a significant difference was 

found to exist between Site C and Site D (the rural sites). 

The calculated value was 9. 71. Table 16 illustrates the 

analysis of variance for the Pre-Treatment and Post-

Treatment Pill Count Percentage Means . 

Table 16 

Summary of Analysis of Variance Between Groups 
Pre-Treatment Pill Count Percentage Mean and 

Post-Treatment Pill Count Percentage Mean 

Source of Sum of Degrees of Mean Tail 
Variance Squares Freedom Square F Probability 

Between 
Groups 240356.3 1 240356.3 362.1 0.000 

Interaction 9336.7 3 3112.2 4 . 69 0.012 

Error 139'37.6 21 663.7 

Across 
Trials 10.7 1 10.7 0.07 0 . 794 

Interaction 262.7 3 87.6 0. 57 0.6 41 

Error 3227.9 21 153.7 
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A significant difference was found between groups for 

the Pre-Treatment and Post-Treatment Pill Count Percentage 

Means (£ = 0.000). Again, the Tukey Post Hoc Test was used 

to identify where significant differences existed between 

the individual groups on the Post-Treatment Pill Count 

Percentage Mean. No significant difference was found 

between the urban Sites A and B. However, with df = 4 ,21, 

and a critical value of 3.96, a significant d ifference 

was noted between the rural sites c and 0 on the Post­

Treatment Pill Count Scores (calculated value was 5.09) 

The Kruskal-Wallis One-Way ANOVA was performe d to 

determine whether the Posttest Self-Reporting Score Median 

for each group signif icantly differed. The chi square was 

calculated to be 3.817 with 2 = 0.282. Therefore, it was 

considered that these differences in scores were not 

statistically significant differences. 

The Kruskal-Wallis One - Way ANOVA also wa s used to 

determine if a n y significant differences existed between 

the Self-Reporting Posttest Scores and the demographic 

variables of race, marital status, religion, employment 

status, socioeconomic status, living arrangement , number 

of illnesses and number of prescribed medications. No 

significant differences were found to exist between t he 

Self-Reporting Posttest Scores and any of these variables 

as summarized in Table 17. 
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Table 17 

Summary Table for the Analysis of Variance for Self-Reporting 
Posttest Scores for the Variables of Race, Marital Status, 
Religion, Employment Status, Socioeconomic Status, Living 

Arrangement, Number of Illnesses and Number 
of Prescribed Medications 

Self-Reporting 
Posttest Score by 

Race 

Marital Status 

Religion 

Employment Status 

Socioeconomic Status 

Living Arrangement 

Number of Illnesses 

Number of Prescribed 
Medications 

a 
NS = not significant 

Chi S<juare 
<x l 

l. 290 

l. 206 

0.426 

2.629 

0.120 

l. 081 

l. 609 

0.457 

Significance 
(£) 

0.256Nsa 

0.547NS 

o.sosNs 

0.269NS 

0.729NS 

0.5 82NS 

o.2osNS 

0.92 8NS 

The Mann-Whitney U Test was performed to a n alyze the 

difference between the Self-Reporting Posttest Scores and 

the variable of sex. A calculated z of -2. 420 , two-tailed 

E = 0.016 was obtained signify ing a signi f icant difference 

between these two variables. The male participants 

experienced a higher mean rank than the female subjects. 

The ANOVA was utilized again in order to determine if 

significant differences existed between the Knowled g e 
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Posttest Scores and the demographic variables of race, 

marital status, religion, educational background, employment 

status, socioeconomic status, living arrangements, number 

of illnesses, and number of prescribed medications. 

Table 18 summarizes the analysis of var iance for these 

variables. As the table indicates, no significant differ-

ences were found. 

Table 1 8 

Summary of Analysis of Va riance Between Groups for Knowledge 
Posttest Scores and the Variab l es of Race , Marita l Status, 

Relig ion, Educational Background, Emp l oyment Status, 
Socioeconomic Statu s, Liv ing Arra n gements, Number 

of Illnesses and Number of Med ications 

Knowledge Posttest Sum of Deg r ee s Mean Signifi-Score and of F 
Demog rap hic Variables Squares Freedom Square cance 

Race 0.1 69 l 0 .1 69 0 . 05 1 . 8234 

Marital Status 11.867 2 5 . 933 2.015 .1572 

Religion 0.729 2 0. 364 0.106 . 9002 

Educational Back-
ground 21.231 3 7.077 2 . 682 .0730 

Employment Status 1. 023 2 0.51 2 0.149 . 8625 

Socioeconomic 
Status 3.682 l 3 . 682 1.1 61 . 2925 

Living Arrangements 9.890 3 3 . 297 l. 037 . 3965 

Number of Illnesse s 3.569 2 l. 784 0 . 537 . 5919 

Number Prescribed 
Medications 5 .10 7 3 l. 702 0.500 . 6865 
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To determine if significant differences existed between 

the Post-Treatment Pill Count Scores and the demographic 

variables of race, marital status, religion, educational 

background, employment status, socioeconomic status, living 

arrangement, number of illnesses and number of prescribed 

medications, the ANOVA test was performed. It was found 

that no significant differences existed between the above 

cited variables and the compliance pill count score. 

Correlations 

The following correlational finding s reflect the 

testing of Hypotheses Two and ~hree: 

Hypothesis 2: Knowledge about aspects of correct 

medication-taking behavior is posi­

tively associated with medication 

compliance. 

Hypothesis 3: Selected demographic variables are 

associated with medication compliance. 

A Spearman Correlation Coefficient was computed to 

determine if a relationship existed between Knowledge 

Posttest Scores and the Self-Reporting Posttest Scores. A 

significant association was not found (Spearman's r ho = 

o. 0964; E = . 323). This same test was used to analy ze the 

association between the Post-Treatment Pill Count Scores 
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and the Self-Reporting Posttest Scores. Again, a 

significant correlation was not found (Spearman's rho= 

0.2631; _E= .102). 

Using the Spearman rho correlation test, no significant 

associations were found between the Self-Reporting Posttest 

Scores and the variables of age, educational background, 

number of illnesses, and number of prescribed medications. 

A Pearson Product Moment Correlation Coefficient was 

calculated to examine the association between the Post­

Treatment Pill Count Scores and the demog raphic variables 

of age, educational background, number of illnesses and 

number of prescribed medications. No sign ificant associa­

tions were found to exist between the above stated 

variables. 

Analysis of association between the Knowl edge Posttest 

Scores and the above cited demographic variables indicated 

a significant correlation between a g e and the Knowledge 

Posttest Scores (Es = -0.4739; E = .00 8) and between educa­

tional background and the Knowledge Posttest Scores 

(Es = 0.5255; E = 0.003). 

Surnmary 

The findings presented i n this chapter c a n be 

summarized as follows: 
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1. Of a total sample of 25, 11 persons (44 %) 

represented the Rural Nutrition Sites and 14 persons (56 %) 

represented the Urban Nutrition Sites. 

2. The racial characteristics of the sample included 

68% Black participants and 32 % White participants. Males 

accounted for 36% of the sample; females, 64 %. 

3. The ages of the participants ranged from 60 years 

to 100 years. The mean age of the male participants was 

consistently higher than the females. 

4. A majority of the subjects was widowed. 

5. Twenty-two subjects (88 %) had an educational 

background level of from 0-12 years. Only two participants 

were high school graduates and one individual was a 

business/technical school graduate. 

6. A majority of the subjects was retired/ not working. 

Also, a majority of the sample reported a monthly income of 

less than $400. 

7. Fifteen subjects (60 %) reported to be living alone, 

five persons (20 %) lives with his/her spouse, four partici­

pants (16%) were living with his / her children, and one 

person (4%) reported to be living with another relative. 

8. Seven participants (28 %) reported hav ing 

experienced from 0-2 illnesses within the last five years. 

Fourteen subjects (56 %) indicated from 3-5 illnesses and 

four persons (16 %) reported six or more illnesses. 
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9. A majority of the sample (58 %) was taking three 

or more medications at the time of the study. 

10. Of the experimental groups, Site C, the rural 

experimental group, had the highest Knowledge Pretest 

Score Mean (7.33). This score remained the same for the 

Knowledge Posttest Score Mean. The Knowledge Pretest and 

Posttest Score Means of Site A, the urban experimental 

group, also remained the same (7.25). 

11. Of the experimental groups, Site C reported to be 

more compliant than Site A, as indicated in Table 13. After 

presentation of the film and booklets, both of the experi­

mental groups increased their subjective scoring on medica­

tion compliance. 

12. Both sitesC and 0 showed a decrease in medication 

compliance (Post-Treatment) as indicated by the Pill Count 

Percentage Means. 

on this measure. 

Sites A and B improved in compliance rates 

13. A significant difference was found to exist between 

groups upon analysis of variance for the Knowledge Pretest 

and Posttest Score means. 

14. A significant d1fference was found to exist between 

groups for the Pre- and Post-Treatment Pill Count Percentage 

Means at the 0.05 level of significance. 

The Post-Treatment Pill Count Percentage Mean of 

Site C, the rural experimental g roup, wa s significantly 
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higher than the Post-Treatment Pill Count Percentage Mean 

of Site D, the rural control group. 

15. No significant difference was found between g roups 

for the Self-Reporting Posttest Scores. 

16. No significant differences were noted to e x ist 

between the Self-Reporting Posttest Scores and the demo­

graphic variables of race, marital status, living arrange­

ments, number of illnesses, and number of prescribed medi­

cines. 

17. A significant difference was noted between t he 

Self-Reporting Posttest Scores and the sex of the partic i­

pants, meaning that the male participants scored higher 

than the females. 

18. No significant differences were noted to exist 

between the Knowledge Posttest Scores a nd the demographic 

variables of race, marital status, religion , emplo yment 

status , socioeconor.tic status, living arrangements, number 

of illnesses a nd number of prescribed medication s . 

19. No demographic variables were f ound to be 

significantly associated with the Self-Reporting Measure 

of compliance . 

20. No demographic variables wer e found t o be 

significantly related to the Post-Treatment P ill Count 

measure of medication compliance. 
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21. A significant inverse relationship was found to 

exist between the Knowledge Posttest Scores and the a g e of 

the participants (£s = -0.4739; E = 0.008). 

22. A significant positive r e latio nship was found to 

exist between the Knowledge Posttest Scores and the educa­

tional level of the participants (£5 = 0.5255; E = 0.003). 



CHAPTER 5 

SUMMARY OF THE STUDY 

Medication compliance is a multifactorial health 

problem whose determinants are not easily identified nor 

whose solutions are easily accomplished. Because a great 

percentage of the elderly population is responsible for the 

self-administration of medications at home, health care 

providers are becoming increasingly concerned about their 

compliance behavior. The purpose of this applied, evalua­

tive study was to answer the following research questions: 

1. What is the relationship between knowledge about 

taking drugs wisely and actual drug compliance behavior of 

a select group of elderly persons who self-administer pre ­

scribed medications? 

2. How will a specific educational program affect 

drug compliance of this select group ? 

3. Do selected demographic variables correlate with 

medication compliance? 

This investigation also tested the followin g 

hypotheses: 

1. A structured educational program will improve the 

participants' knowledge about wise drug use . 

101 
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2. Knowledge about aspects of correct medication­

taking behavior is positively associated with medication 

compliance. 

3. Selected demographic variables are associated 

with medication compliance. 

Summary 

A stratified random sampling technique was used ln 

this investigation. From this procedure, two Urban 

Nutrition Sites and two Rural Nutrition Sites were 

selected for study. These Nutrition Sites are federally 

funded and are under the direct supervision of the Area 

Agency on Aging (AAA) which is a division of the Houston­

Galveston Area Council (H-GAC) . The final total study 

sample consisted of 25 persons, 60 years of age and over , 

who attended these Nutrition Sites and who met the pre­

established criteria for inclusion in this study. 

Demographic data, knowledge of wise drug use practices 

and self-reporting of medication compliance were assessed 

through the use of the Demographic Data Profile, the 

Knowledge Profile, and the Self-Reporting Profile. On 

this same day of data collection, a baseline p ill count 

was conducted and recorded on the Pill Count Record . One 

week l a ter the experimental groups received the trea t nent , 

which included the presentation of a 30 - minute film 
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entitled "Wise Use of Drugs: A Program for Older Americans" 

and the discussion of the informational packets. The con­

trol groups received this information after this study was 

completed. Again, one week later, the Knowle dge Profile 

and the Self-Reporting Profile were readministered as the 

posttest. A total of three pill counts were conducted for 

each subject. 

Discussion of Findings 

Analysis of demographic data indicated the sample to 

be predominantly Black females. White males were the 

least represented group within the sample (12 %). The mean 

age of the sample was 74.6; median 74; mode 71. The mean 

age of the male participants, 80 . 4, was considerably h i gher 

than the mean age for females, 71 . 1. The find ing s related 

to marital status indicated that 28 % of the sample was 

married, 68 % was widowed, and 4% of the s ample was divorced. 

A majority of the sample , 72%, was of a Protestant rel i gious 

affiliation. Only 8% was Catholic and 20% of the sample 

had no particular religious affiliation. Onl y 12 % of the 

total sample had obtained an educational level of high 

school graduate or bette r; 88 % had l es s than 1 2 years of 

educational background, and one half of t hese persons had 

less than sev en years of school. A majority of the study 
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sample was retired/not working and had monthly i ncomes of 

less than $400. 

At the time of the study , 24 % of the sample was taking 

only one prescription medication and anothe r 24 % was t aking 

only two prescribed medications. Three prescription medica­

tions were being taken by 32 % of the sample and 20 % 

reported to be taking four or more prescribed medications. 

The control groups had a higher Knowledge Pretest 

Mean (7.79) as compared to the experimental groups (7.29) 

However, the control groups ' Knowledge Posttest Mean 

dropped considerably to 6.99 and the experimental groups ' 

Knowledge Posttest Means remained at 7.29. The reason for 

the drop in the mean score for the control g roup may b e 

that the posttest was a direct repetition of the pretest . 

Having had no educational intervention between t he tests, 

the attitudes of the subjects about taking the same t e st 

may have caused a l esser concern among the participants 

about answering correctly . 

Over one half of the samp le self-reported 

(post-treatment) to be 100 % compliant; however , only 12% of 

the sample proved to be 100% compliers a s measured by the 

pill counts. For the urban experimenta l group, Site A, the 

p ill count compliance measure increased from 81 . 00 to 81.75 

aft er the presentation of the educational pr ogram . Although 

this increase was not found to be statistically s i gni ficant, 
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it is evidence that medication compliance in the experlirental 

group did improve. Site C's compliance rates did not 

improve post-treatment. This group's initial poor compli-

ance rate of 52.50 may have influenced the poor comp liance 

rate throughout the study. 

Upon analysis of variance between groups for the 

variables of Knowledge Pre- and Posttest Score Means, a 

statistically significant difference was found to exist. 

Also, a statistica lly significant difference was found to 

exist between grou p s for the variables of Pr e - a nd Post-

Treatment Pill Count Percentage Means. This finding sup-

ports the assertion that a structured educational program 

will improve medication compliance rates. 

Structured education has been a strategy used in 

several research studies dealing with medication compliance. 

Tagliacozzo, Luskin, Lashof, and Ima (1974) and Hecht 

(1974) found that education measures helped to increase a 

person's knowledge, yet n one of them imp roved actual 

medication compliance. 

In this research study , n o demographic variables were 

found to be significantly associated with medication c om­

pliance. Marston (1970) performed a detailed rev iew of the 

literature on medication compliance and concluded t hat 

demog raphic variables r a rely have been p r edictive of com­

p liance wi t h medical r e commendation . 
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It was interesting to find that the age of the subjects 

related inversely to knowledge about wise drug use prac-

tices. This means that the older participants exhibited 

less knowledge about wise drug use. 

Conclusions and Implications 

Statistical analysis of the collected data has revealed 

that a significant difference existed between the Rural 

Experimental and Rural Control Groups Post-Treatment Pill 

Count Percentage Scores. Medication comp liance did improve 

for the urban experimental group, Site A; however, this 

did not appear to be statistically significant. 

Of particular importance is the finding that many of 

the participants self-reported to be comp liant, yet very 

few actually displayed compliant behavior a s recorded on 

the pill count records. This is an important fact of 

which health care practitioners should be aware. Althou gh 

persons may verbalize an intention to comply, the practi­

tioner must be keenly aware of the discrepancies which 

have been shown to exist between vvhat the person say s 

she/he will do and what actually occurs (Davis, 196 8) . 

The content of the film and educational packe ts may 

have been somewhat difficult for many of the participants 

to fully comprehend. Also, the main eating r ooms o f t he 
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Nutrition Sites were not at all times conducive to learning 

in that a few of the rooms could not be darkened to allow 

for adequate visualization of the film. In addition, the 

acoustics of a few of these rooms were very poor. 

Throughout the study, many positive statements were 

made by the subjects about the program. Remarks such as 

"I really learned a lot" and "I enjoyed the film" imp lied 

specific positive reactions to the program. However, the 

findings suggest that transmitting information alone is 

not enough to overcome noncompliance. 

Recommendations 

The following recommendations for future research are 

made based on the findings of this study and on the p rob­

lems encountered in conducting the resea rch: 

l. Trials of strategies for improving compliance 

should include measurements of the subjects' self­

perceptions, attitudes, toward health and of their social 

and emotional function, both before and after the e xperi­

mental treatment. 

2. The need for further investigations of the 

specific reasons given by individuals for th2 ir noncom­

pliance or compliance behav ior. 



108 

3. A follow-up study to investigate the correlations 

proposed over varying periods of time to evaluate changes 

in both knowledge and medication compliance. 

4. Replication of the study utilizing elderly persons 

who are first-diagnosed with a chronic illness. 

5. Further investigation to evaluate educational 

strategies employed to improve comp lia nc e behavior. 

6. Nurses should conduct and/ or participate in more 

controlled studies of nursing interventions to enhance 

compliance behavior. 

7. The nee d for more r e s ear c h dealing with complianc e 

as related to patient outcomes. 
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An Education Program 
,, ___ for Older Americans_--~ 

USING 
MEDICINES 

WISELY 
U.S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

Public Health Service 
______ Alcohol , Drug Abuse, and Mental Health Administration-- ---! 

Booklets: 
1. "Passport to Good Health Care" 
2. "Saving Money with Generic Medicines: Can You? Should You?" 
3. "Do's and Don'ts of Wise Drug Use " 
4. "Using Your Me d icines wisely : A Guide for the Elde rly " 
5. "Keeping Track of Your Medications " 
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Urban 

Freeport 

La Marque 

Brazoria 

Rosenberg 

M. I. Lewis 

Nessler 

Hitchcock 

Kempner 

Wessley 

Liberty 

Conroe 

New Caney 

Woodlands 

Jerusalem 

Arcola 

Kendleton 
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H-GAC AAA NUTRITION SITES 

Rural 

Palacious 

Wharton 

Van Vleck 

Bay City 

El Campo 
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TEXAS WO'.AN 'S UNIVERSITI 
f-OJSTON CAMPUS 

HlJMAN RESEARO! REVIEW CCf.MIITEE 
REf9RT 

,#, · ·. 

ProroSAL TITI..E " An Evaluqtions Medication Use of 

Particioants of Urbc.n and Rural Nutriti on Sites " 

c:a.f.1ENrS: _____________________ _ 

--------------------------------------------------------------- · 

DATE: '7fn!? 4 ;.~--;, / Z!"o 
I 



DALLAS CE!n'ER 
1810 IN\1000 ROAD 
DALLAS, TEXAS 75235 
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TEXAS \JOMAN ' S UN IVC:RS ITY 
COLLEGE OF NURSING 
DENTON , TEXAS 7G204 

HOUSTON CENTER 
1130 M. 0 . A.t'iOERS ON BLVD . 
HOUSTON, TLXAS 77025 

AGENCY PERHISSION FOR CONOUCTI:'IG STUDY'' 

THE Houston-Galveston Are3 Council 

GRANTS TO Donna Rabalais 
a student enrolled i.n .l pro~;r= o f nur s i.n~; lend ~ nt:; to a :1.os ter ' s Decr ee at Texas 
~oman's Vniversity, the privilece of i.ts faci. l ities ln order to study t ~e follaw­
ing problec: 

The effect of the "Elder-Ed." program on drug comp l i ance and knowled<;e of the 
wise use of drugs among the el der ly. 

Tbe conditions mutually acreed upon ore as fol lo~s : 

1. The acency (=y) ~~ be identif i ed ln the f Lnal report. 

2. !he names of c~~oultat i.v e or .ld~in i strative personnel in the agency 
~ (=ay not) be i.denti.fi.ed in the final report . 

3 . Th~ agency (uants) (d:a:s:~ X~CIIII:X'XA~a ) a conf erence uith the •tud en t 
~h~n the report i.s cocp le t~d. 

4. The acenc y is (11 il lln:;) ( <Uecil:l:h; ) to allo11 t~e c ompleted report 
to be circulacad throu:;!l i.nter l i.b rar y loan. 

S. Other--------------------------------------------------------------

Oate : ______ ~l_a_r_c_h __ l _7_. ~l~9~S~O---------------
Sicn~curc of Aae~c y ?crs o~~e l 

Si cnat u re o f F:cu l ty Adv i.so: 

* Fill out and si. cn t hree: cop i.c:s to be dist r i buted as foll~t s : Original -S tudent; 
First copy - a~enc y ; Second cop y - !1 11J Col le£e of Nursi.nc . 

G? : GEN 13 
0702G074 cd 
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D8·10GRAFHIC DATk PROFILE 

THE FiRST PART OF THIS SURVEY R~QUIRES SCM~ SPECIFIC 

INFGRMAT!CN ABOUT YOURS~Lr. PLEASS CO NOT SIG1~ TH~ 

SURVEY. No ONE WILL K(IC\~ HOW YOU Ai'IS'rlE::\ED THESE 

QUESTIONS 6UT YOU, PLEASE ANS~ER ALL QUEST I ONS 

TRUTHFULLY, 

1. Hew OLD ·.~ERE YOU ON YOUR LAST SIRT)-ICAY? 

2. ARE YCU 

A. __ BLAc:<? 

B. _r~EXICAII-A,'\E~!CAN? 

C. __ I'IH!TE? 

~. __ OTHER? 

3. ARE YOU 

A, __ :'iALE? 

B. __ FE!-IAU;? 

4. ARE YOU PRESENTLY 

A. __i~AR R ! E~? 

B. __ W!DOI·IED? 

c. __ DIVORCED? 

D. __ SE?ARATE:D? 

E. __ SINGL.: (NEVER 1~\ARR I ~J)? 
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5. WHAT RELIGION ARE vou? 

A. __ CATHOLIC 

8. __ JEWISH 

c. __ PROTESTANT 

D. __ OTHER 

E. __ NONE 

6, How MANY YEARS DID YOU GO TO SCHOOL? 

A. _0-6 

B. _7-12 
C. __ HIGH Sc~ooL GR:.cuATE 

D. -.-. 3usrNEss / TEcriNICAL· ScHGOL GRADUAT':: 

C.. __ l-3 YEARS OF C.JLL:SE 

F, __ COi...LEGE GRADUATE OR i 1CFE 

7. ARE YOU 

A. __ E.'1PLOYED FULL 7L'1E? 

B. __ tMPLOYED PART TU1E? 

C, _Nor WORKIN<;/RETI:I!:D? 

8, PLEASE CHECK THE AMOUNT OF MONEY YOU YOURS ELF R'::CE IVE 

EACH MONTH BEFORE TAXES ARE TAK~N CUT , 

A. __ $100- S399 

B. _S400-S9~9 
C. __ $1000 OR ,'\OR.E 
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3 

9. Do YOU LIVE 

A. __ BY YOURSELF? 

B. __ 1,~ITH YOU R SPOUSE? 

c. __ WITH ONE OF YOUR CHILDREN? 

D. --'~tTH ANOTHER RELAT;'IE? 

E. __ WITH YOUR SPOUSE AND CHILD? 
,.. 

__ 'liiTH A F~IEND? r. 

10. WHAT MAJOR PROBLEMS HAVE YOU HAD IN THE PAST 5 YEARS? 

A. __ HEART PROSL::;'1S 

3. __ HIGH BLOOD PRESSURE 

C. __ EY:,.~ EAR ... NOSE ... OR THROAT PROBL~;'1 S 

E. __ 3ROK::N BO~IES 

F. __ ARTr<R I TIs 

G. __ KIDNEY PROSL:::'1S 

H. __ DEPRESS ION 

I. __DIZZINESS 

j. __ SLEE?LESSNESS 

K. __DIABETES 

L. ____A ST!i1'1A 

M. __ NERVES 

N. __ STRESS 

o. __ on~:R CSPEC ! i"Y) 

P. __ NON E 
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ll, DOES YOUR DOCTOR HAVE YOU TAKE ONE OR MOR~ MEDICINES 

REGULARLY? 

P,, __ YES 

B. _No 

12. f;: YCUR DOCTOR HAS YOU TAK~ ANY ~EDICINE, HO'Ii :1ANY? 

A. __ l 

B. _2 
\.,, __ 3 

~. __ 4 

13, Do YOU TAKE YCUR ''IE.:J!Ci:IES ·.~!7nOUT HC:L.° F?.O t1 ANYCNE? 

~~· __ YES 

B. __ No 

14. Do YCU SHOP AT ONE DRUG STORE REGUURU ·,.,~EN YOU nAVE 

YCUR PRESCRIPTION FILLEJ OR DO YOU USE SEVERAL? 

A. __ ONE 

B. ~~ORE THAN ONE 

15, \oiHAi i'Ti''ES !JURING THC:: iJA'( DO YOU TAKE YCt.;R ,'\.E!:JIC :~I ES? 
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SELF REPORTING PROFILE 

THIS PART OF THE QUESTIONNAIRE REQUIRES INFORMATION FROM 

YOU ABOUT YOUR MEDICATION HABITS AND BELIEFS. PLEASE DO 

NOT SIGN THE QUESTIONNAIRE. No ONE WILL KNOW HOW YOU 

ANSWERED THE QUESTIONS, BUT YOU. PLEASE ANSWER ALL THE 

QUESTIONS TRUTHFULLY. 

1. Do YOU TAKE YOUR MEDICINES EXACTLY AS PRESCRIBED FOR 

You? 

A. __ YES 

B, __ SaMET 1 ME s 

C. __ No 

2. Do YOU FORGET TO TAKE YOUR PRESCRIBED MEDICINES? 

A. __ YES 

B. __ SOMETIMES 

C. __ No 

3, Do YOU TAKE YOUR MEDICINES WITH YOU WHEN YOU TAKE A 

TRIP OR A VACATION? 

A. __ YES 

B. __ SOMETIMES 

C. __ No 
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4, Do YOU TAKE FEWER PILLS THAN THE DOCTOR ORDERED? 

A. __ YEs 

B. __ SOMETIMES 

C •. __ No 

5, Do YOU EVER LET A FEW DAYS GO BY BEFORE TAKING YOUR 

EMPTY MEDICINE BOTTLE TO GET IT REFILLED? 

A. __ YES 

B. __ SOMETIMES 

C. __ No 

6, Do YOU EVER SKIP A DOSE OF YOUR MEDICINES? 

A. __ YES 

B. __ SOME.T I MES 

C. __ No 

7. Do YOU TAKE THE EXACT NUMBER OF PILLS THAT YOUR 

DOCTOR ORDERED? 

A. __ YES 

B. __ SOMETIMES 

C. __ No 

8. Do YOU KEEP TAKING YOUR REGULARLY PRESCRIBED MEDICINES 

ON THE DAYS THAT YOU FEEL "GOOD". 

A. __ YEs 

B. __ SOMETIMES 

C. __ No 
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KNOWLEDGE PROFILE 

1. SHOULD YOU TAKE A WRITTEN L,IST OF QUESTIONS WITH 

YOU TO THE DOCTOR? 

A. __ YEs 

B. __ No 

2. IF YOU SEE MORE THAN ONE DOCTOR, IS IT IMPORTANT FOR 

ONLY ONE DOCTOR TO KNOW ALL OF THE MEDICINES YOU 

ARE TAKING? 

A. __ YES 

B. __ No 

3. SHOULD YOU ASK YOUR DOCTOR QUESTIONS ABOUT HOW TO 

TAKE YOUR MEDICINES ? 

A. __ YEs 

B. __ No 

4, SHOULD YOU EVER SHARE YOUR PILLS WITH ANYONE? 

A. __ YES 

B. __ No 

5. Is IT HARMFUL TO YOUR HEALTH TO DRINK ALCOHOL WHILE 

TAKING CERTAIN MEDICINES? 

A. __ YES 

B. __ No 
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6. SHOULD YOU CARRY A LIST OF THE MEDICINES THAT YOU 

ARE TAKING WITH YOU WHEN YOU GO TO SEE A DOCTOR? 

A. __ YES 

B. __ No 

7. SHOULD YOU TAKE YOUR MEDICINES WITH YOU ON VACATIONS 

AND TRIPS AWAY FROM HOME? 

A. __ YEs 

B. __ No 

8. WHEN YOU START FEELING BETTER, SHOULD YOU STOP TAK I NG 

YOUR PILLS WITHOUT INSTRUCTIONS FROM YOUR DOCTOR ? 

A. __ YEs 

B. __ No 

9. SHOULD YOU TELL ALL OF THE DOCTORS YOU VISIT ABOUT 

ALL OF THE MEDICINES YOU ARE TAKING? 

A. __ YES 

B. __ No 

10. BELOW IS A S~.MPLE PRESCRIPT I ON LABEL. 

A-B-C PHARMACY 

TAKE PS DIRECTED 

CHOOSE THE CORRECT WAY OF TAKING THE MEDICINE. 

A. __ TAKE ONE TABLET A DAY 

B. __ TAKE TWO TABLETS A DAY 

C. __ CALL YOt..:R DOCTOR THEN WRITE DnWN THE DIRECTIONS 

AND TAPE THEM TO YOUR BOTTLE, 
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February 22, 1980 

Ms. Bobbie Affleck 
Health Survey Coordinator 
Heart of Texas Council of Governments 
3rd Floor 700 Austin Avenue 
Waco, Texas 76701 

Dear Ms. Affleck: 

Enclosed are three written permission forms for each of the 
graduate students involved in the evaluation of the Elder-Ed 
Program. Thank you very much for your assistance • . 
The comments that you made on your revised Health Survey have 
proven very beneficial to us. Enclosed is a copy of the instruments 
we have developed for usc in our studies. 

Again, thank you very much for your help. As the study progresses, 
we will keep in contact to let you know how the project is 
advancing. 

DR:rs 

Sincerely, 

Donna Rabalais 

Halyna Stegura 

Mary K. Bahnsen 

Mary E. Benedict, RN, MSN 
Faculty 
Thesis Chair 
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I, the undersigned, grant permission to Donna G. Rabalais to 

use questions and modified questions of the survey developed by me 

entitled "MEDICINE USE STUDY AMONG PERSONS 60 AND OVER 

AT SENIOR CENTERS IN THE HOTCOG REGION." 

~~ 
Ms. B. Affleck 

3-3-J'o 
Date 
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ORAL INFORMED CONSENT 

Research suggests that the elderly are the most 

prescribed-to group of consumers in the United States. 

Therefore, they tend to experience more problems with taking 

their prescription medicines. 

I, Donna Rabalais, am a graduate nurse and a student 

at Texas Woman's University. In fulfilling my master's 

degree requirement, I am conducting a study to find out if 

you are having any problems with taking your prescribed 

medicines and what kinds of problems you may be having. 

This study will take place over a period of three 

weeks, one day each week. You will be as ked to bring in 

your prescription medicines on specific day~. I will keep 

a record of your pills on each of these days. Also I will 

provide special bags in which you can bring your medicines 

to the nutrition site and then back home. 

You will be asked to fill out three separate question­

naires which should take about 15-20 minute s. During my 

second visit to the nutrition site , you will be shown a 

film entitled Wise Use o f Dr ucs : A Procram for Older 

Americans. ?n information booklet will be given to all 

participants. 

Your name will not appear on any of the questionnaire s. 

Your name will not be used in any release of the data and 

you are free to withdraw from the study at any time. 
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In transporting your medicines to and from the 

nutrition site, there is the possibility of your misplacing 

them. However, specially labeled brown bags will be given 

to help in keeping your medicines together. 

This education program may prove beneficial to you. 

The film and booklets may help to solve some of your prob­

lems in taking prescription medicines. 

I must add that no medical service or compensation is 

provided to the participants by Texas Woman's University as 

a result of injury from participation in this study. I 

will be glad to answer any questions you may have about 

the study. 
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