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The purpose of this study was to understand the impact of chronic disease on the
functional ability of older adults by determining which instrumental as®iof dialing
living (IADL) are most meaningful and may pose a safety hazard for theafiget-
risk older adult who plans to live independently. Data was collected through individual
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disease, stroke, COPD, dementia, or diabetes. Data analysis indicaties thast
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Participants reported all IADL tasks affected by chronic diseasspérmanaging
finances and phone use. Qualitative results revealed discrepancy betwesmegner’'s
and participant’s perception of driving ability which leads to concerns for sataty
also suggested there may be safety concerns with medication managentieat. Fur

examination and research should compare older adults’ perception of functional

performance and actual performance of IADL tasks.
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Chapter 1: Introduction
Summary of relevant literature

Research shows that as the human body ages, biological systems and structures
begin to decline. For older adults, aging of the neurological, cardiovascular, and
musculoskeletal systems impacts their ability to perform instrumestiaiti@s of daily
living.

Specifically, studies have shown that neurological aging causes reduction in
response speed as well as impairments to visual mechanisms which distortsoéontrol
movement and depth perception (Spirduso, Francis, & MacRae, 2005). Studies on the
affect of the aging hippocampus structure of the brain exhibit a relation tomméras
(Naftali & Rodrigue , 2006; ZimmermaRan, Hetherington, Katz, Verghese, Buschke,
Derby, & Lipton,2008), both verbal memory and short term memory. Another affect of
the aging brain is attention deficits (Whitbournee, 2005). Neurological deealiises
memory loss and attention deficits which relate to ability to make decisidns a
efficiently complete tasks (Porter, April 2007; Whitbournee, 2005).

Along with neurological decline, aging affects the cardiovascular system
Thickening of the blood vessel walls produces higher blood pressure (Naftali &
Rodrigue, 2006) and stresses the pumping mechanisms of the heart (Whitbourne, 2005).
Thickening vessels and increasing stress on the heart muscle causeeaini¢oén
amount of oxygen going out to the body which weakens performance capacity
(Hollmann, Struder, Tagarakis, & Kin, 2007).

Musculoskeletal concerns also arise as the body ages. Muscles and bones begin
to weaken (Freemont & Hoyland, 2007) decreasing mobility (Holstein, Due, Almind, &

Avlund, 2007). Additionally reducing mobility is the diminishing capacity of knee



flexion and extension (Akima, Kano, Enomoto, Ishizu, Okada, Oishi, Katsuta, & Kuno,
2001). Musculoskeletal aging affects mobility of both lower and upper extesmiti
(Akima et al, 2001; Lee, Cheung, Qin, Tang, & Leung, 2006).

Aging is also associated with chronic illness such as heart disease, slaokec
obstructive pulmonary disease (COPD), diabetes, and dementia (Estes, 26@r, Fra
2007). Along with regression of performance capacity related to normal aging
individuals with chronic illness have negative impacts on their daily tasks caysseirh
illness. Studying specific abilities that are impacted will enhancegsiofeal’s
knowledge for prevention of disease and promotion of health in older adults (Holstein,
Due, Almind, & Avlund, 2007).

Definitions

Tasks of daily living include activities of daily living (ADL) and instrumental
activities of daily living (IADL). ADLs are the tasks of self-care aall-maintenance
including hygiene, feeding, mobility, and dressing (American Occupatidreabpy
Association, 2008). Secondary to ADLs are IADLs which include money management,
communication devices (telephone), traveling, shopping, meal preparation, and home
management (Lawton & Brody, 1969; American Occupational Therapy Assoc)

2008).
Statement of the problem

Currently there are 35 million people over the age of 65 living in America and
that number is expected to continue to (i8&an, Sengupta, Velkoff, & DeBarros, 2005).
As the older adult population rises, there will be increased need of the healtystame s
to provide preventative care for at risk older adults. This will include assetssaie

IADL to determine if an older adult is safe to live independently or needs sesuiciess



occupational therapy to decrease the risk of injury. There are masgBEts available
to test level of independence in the activities of daily living both simple and complex
tasks. Some of these include the Canadian Occupational Performance Measivg,(CO
Functional Independence Measure (FIM), Direct Assessment of Funcibitities
(DAFA), Caregiver Assessment of Function and Upset (CAFU), Assessmemtof M
and Process Skills (AMPS), Extended Activities of Daily living (EADQstrumental
Activity of Daily Living (IADL), and Performance Assessment offSehre Skills (Pass)
(Gitlin, 2005; Letts & Bosch, 2005).

Some of the assessments are self report or caregiver report whikearthe
observations of performance. There is likely no question that observation of performance
is the best indicator of true performance, but with the shortened stays in hcsjotadiz
occupational therapists often have limited time with their clients. Ther&pcsts on
basic ADLs and may not have time to assess the more complex instrumenti¢activi
daily tasks such as driving and home management. The result may be that the client and
caregiver are not prepared for managing the complex tasks of daily lifaeanlieint
may be at risk for injury when attempting to perform some of these more comple
activities. A further complication is that the medically-at-risk oladkrdtamay not have
an accurate perception of their performance. The caregiver also may nanhhave
accurate measure of safety upon discharge, but may recognize ssiie/and potential
problems once the client begins to function in their own environment.

The issue is that older adults have shortened hospital stays and occupational
therapists have abbreviated therapy time to address all areas of aot(ipaftrances,

Hall, & Podgornik, 2005). Typically, basic ADLs are evaluated and addressed in

therapy, but more complex ADLs may not be addressed (Defrances, Hall, &Ri&dgo



2005). The question remains whether the client is at risk for injury or dependency when
they return to their home environment. What is needed is a screening tool or assessm
that will accurately predict if there is safety risk and what level kfaxssts. The first
step in developing this tool is to determine what activities are perceivegpagant and
meaning to the majority of older adults.

Since it is possible that the caregiver of the client will have a different of the
client’s ability, it is therefore necessary to survey both the client andctireigiver when
assessing perception of function. Discovering which complex activitiesaste m
problematic and pose safety risks for older adults with chronic illnesses loai
therapists to amplify the effectiveness of their treatments and pemily faembers to
make educated decisions for their aging parents and/or extended family.

Significance of the study

Daily activities become increasing difficult for the aging adult tdgoer. When
also impacted by a chronic illness such as heart disease, stroke, CQfeizsjiand/or
dementia, the complexity of daily tasks increases. The purpose of thisstsdy
discover through survey/interview which specific tasks are harder twrpefér older
adults with chronic illnesses. The results will help develop a globesssent tool, the
Functional Assessment of Safety Tool (FAST) which will evaluate thé déve
performance and safety risks of older adults in complex tasks. The expeofatie
FAST is to help increase quality of life of older adults by determininghvhieas can be
restored or modified through therapy and other related services.

Limitations of the study
One limitation of the study is that the researcher is a student who is new to

research. To alleviate this, the researcher was trained on statistit@lds used for this



research by taking a statistics class. Also the researcher workedaumgely qualified
experienced researcher who agreed to mentor the new student through thb.researc

Another limitation is that the data gathered for analysis was selfteejand
therefore actual performance was not being tested. However, the goal aidiis 10t
to develop the performance screening tool, but to identify which IADL tasksemease
meaningful and important to clients, as well as to determine which are mase by
the identified medical conditions. This will help determine if there is asknfury or
nonperformance for each IADL task addressed.

A final limitation was that there is a limited area of subjects being usedigor
study and this could hinder data collection. Only one hospital Pitt County Memorial
Hospital (PCMH) was used. To diminish this limitation, the researcher had founsnont
to complete data collection and also had contact with members in the support groups for
individuals who have had a stroke to use for this study. Using phone interviews when

face to face interviews are not possible was an additional option to aide toltstton



CHAPTER 2: Literature Review

In America there are around 35 million people aged 65 or older and this number is
expected to double over the next 25 years so that one in five Americans will be 65 or
older(Wan, Sengupta, Velkoff, & DeBarros, 2005). Part of this increase is due to the
high number of baby boomers (those born between 1945 and 1964) who are aging
(Whitbourne, 2005) As the older adult population is rising the need for more research on
the decline of cognitive and physical functions as they relate to dailyftaskisier
adults is essential.

When studying aging, it is important to consider the variability of individual
differences. People differ in their physical attributes, behaviors, and¢haf ra
physiological change (Raz & Rodrigue, 2006; Spirdésancis, & MacRae, 2005). The
result is that each individual will age slightly different from the next. Inaotygin the
aging process can be attributed in part to choices and life (Whitbourne, 2005).
Particularly heredity, diet, amount of exercise, and exposure to environment hazards
(Morgan & Kunkel, 2007). Positive lifestyle choices such as maintaining adealaliet
and engaging in regular exercise will help promote health. Unfortunately,feyeodi
choices are made accidents and diseases occur and can result in serioasdiqury
decrease in function. Despite variability in the aging process, researcludyd s
focusing on function and performance related to aging will allow health pimiatsto
gain the expertise needed to provide the best service for older adults (Sptrdnscs,

& MacRae, 2005). Such study should include the neurological system, musculoskeletal

system, and cardiovascular system.



Normal Aging

Neurological Systemsleurological studies are revealing that a decrease in the
number of neurons (Jett, 2008), decrease in brain volume, and loss of frontal lobe
function in older adults negatively influences memory, processing, sensory, abilit
response speed, and vision related to performance of activities of daily INDRG)A
(Surprenant & Neath, 2007). In such, as the brain ages areas of cognitiog telati
memory, attention, and executive function (Warren, 2006) begin to decline.

The link between neurological decline and loss of working memory is still unclear
but a possible relationship between loss of cortico-subcortical connections anel ithec
working memory has been proposed (Raz & Rodrigue, 2006). Working memory is
preservation of information for a short period of time, as needed when solving a problem,
following instructions, or understanding language (Whitbourne, 2005). Examples of
when working memory is needed are dialing a phone number, remembering ingredients
and/or steps of a recipe when cooking, and engaging in a conversation. Newson and
Kemps (2006) studied cognitive changes in older adults by conducting a questionnair
examining the function and decline of cognition and how this related to daily functioning.
They found working memory to be the most affected cognitive function. Thus, they
concluded that working memory was a key area to be addressed in the elderly (2006)

Some memory loss, such as verbal memory is specifically related to dhimgnis
areas in the hippocampus (Raz & Rodrigue, 2006; Zimmerman et al., 2008). A study
conducted by Zimmerman et al. (2008) used a cued list-learning verbal menenttes
older adults who had no dementia. In this test, participants were presented with 16
objects to identify and then later were asked to recall the same objects. withose

smaller hippocampus showed poorer recall than those with larger hippocampus volumes.



This finding supports the ability to predict verbal memory based on hippocampus size
which can be used in the development of assessments for older adults (2008).

Attention is also an important aspect of cognition that is affected by age.
Attention refers to the ability to focus on a task despite distractions (Tiatdon,
McLaughlin, & Englander, 2006). To understand the decline of attention with age in
regards to cognitive function, researchers have compared the differenttestiora
between young and older adults (Whitbourne, 2005). Gaeta, Friedman, Ritter, and Cheng
(2001) tested attention in both adults both old and young. Tones were played in each ear
and the study’s volunteers were instructed to attend to certain tones by prdsditog a
and to ignore other specific tones. It was concluded that the older adults wailtdddss
discriminate between tones thus their level of attention was lower than that gkeyoun
adults. In a 2008 study by Fiorentino, cognition was evaluated and compared between
young and elderly individuals. Attention was measured by having the participants
identify an object on a computer that was in a busy background. The results of the study
showed that the older participants performed inferior to the younger participants.

Along with memory and attention, another area of cognition affected by aging is
executive function. Executive function is used in problem solving as the ability te crea
goals and plan steps to achieve desired outcomes (Glogoski, Milligan, & Wheatley,
2006). Itis involved when making decisions, sequencing steps, and overseeing all
cognitive processes, therefore it relies on effective operation of memwd@att@ntion.

Treitz, Heyder, and Daum (2007) examined executive function in young, middle
aged, and older adults to see if there were changes during aging. Sevenaresised
to measure verabal fluency, reasoning, inhibition, task management, and skirtig:ta

Results affirmed that after age 60, executive function begins to decline (2007).



Loss of executive function has been associated with regional atrophy ofithe bra
To investigate this relationship, Elderkin-Thompson, Ballmaier, Hellemanm,Riral
Kumar (2008) tested cognitive performance of 23 older adults compared to magnetic
resonance imaging (MROf their frontal lobes. Cognitive performance was measured
through several tests of verbal/nonverbal skills, memory, reasoning, wordadissoci
and response inhibition. When compared to the MRI the overall conclusion was that
frontal lobe atrophy reflects levels of cognitive performance. Atrophy dfahéal lobe
can be associated with lifestyle choices such as diet, exercise, and eswit@rfactors
(2008).

Another function of neurological and cognitive concern with aging is vision. Over
time the lens thickens and hardens resulting in difficultly focusing on neatsybjec
cataracts or clouding of the lens can also develop which causes vision to becorde blurre
(Jett, 2008; Whitbourne, 2005). Haegerstrom-Portnoy (2005) assessed vision in older
adults to determine the extent of visual decline with age and its impact on pederman
The vision tests given to 900 older adults measured a variety of visual abilitiesngc
contrast, color, glare, and visual field. Findings indicated a gradual dechtleareas of
vision with glare recovery being the most impaired visual function in those aged 85 and
older (2005).

As research shows the areas of cognitive and neuronal capacities deitiingeyi
research also shows how to improve and possibly delay such effects. Studies have
revealed that engaging in cognitive training activities and mentalteagtican improve
or delay cognitive decline.

To determine if working memory can be enhanced by engaging in memory

training Carretti, Borella, and Beni (2007) tested the effects of menamniy in both
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younger and older adults. Testing included pretest/posttest evaluations on wexhlist
and training including using mental images to enhance word recall. Resulisdszhcl

that working memory was enhanced by the training in both younger and older adults
(2007). Another study conducted by Calero and Navarro (2007) focused on improving
working memory with memory training program that used mnemonic strategees, a
taught older adults how to use associated pairs and categorization for |@achirggall.
Finding presented positive correlations with the memory training progranmgmavied
working memory (Calero & Navarro, 2007).

Executive function which consists of reasoning and problem solving skills has
been shown to enhance with training. Williams (2008) taught problem solving steps and
strategies to older adults. The training was applied to phone lists, mediché&bnga
and filling, and nutrition and healthy meal selection. Scores on posttest showadencre
in reasoning and problem solving skills (2008). Gilhooly, Gilhooly, Phillips, Harvey,
Murray, and Hanlon (2007) examined activity patterns of older adults compared to their
cognitive performance. Participants who reported more engagement of mewitisic
such as reading, card games, chess, crosswords, writing, typing, listemnagic, and
sewing/knitting were found to have higher scores of cognitive assessments.

Improved cognition has also been attributed to physical activity. Physicatyact
consists of structured exercise, house/yard work, and recreation. When selfireporte
level and amount of weekly physical activity is compared with performance aitizeg
tests of intellect, inhibition, and memory a positive correlation is foBndy, Spalding,
Haufler, Deeny, Mahlow, Zimmerman, Hatfield, 2DORewson and Kemps (Jul-Sept
2006) used a self report activity inventory to measure the stimulation from glhesct

cognitive activities. The physical activities measured in were rgnsimimming, and
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jogging. Finding showed that a lifestyle with engaged physical activrigey protect
against decline in cognitiodl-Sep2006). Buchman, Wilson, and Bennett (2008)
further assessed the effect of physical activity on cognition using quaetitathods.
Study participants wore an Actical which measured their physical gdeviel daily for
an average of nine days. Nineteen cognitive tests were given to measwsgyraed
executive functions. Results presented positive associations between ploysital a
and global cognition (2008).

Musculoskeletal Systenkffects of aging not only produce declines in cognition
but declines are seen in the musculoskeletal system as well. As the individial age
physical changes occur in muscle tissue, bones become weaker and fgagients
loose elasticity (Freemont & Hoyland, 2007), and joint function begins to weaken
(Whitbourne, 2005).

Physiological changes in muscle are evidenced by decreased muscl&dnass a
muscle fibers causing diminishing muscle strength. Decrease in musselésrkaewn as
sarcopenia (Whitbourne, 2005). Sarcopenia is partially induced by the death of muscle
fibers which begins to occur after age 30 (Hollmann, Studer, Tagarakis, King, 2007).
Loss of muscle mass leads to reduced muscle strength which can incresasa phy
disability (Flynn, 2007).

Lee,Cheung, Qin, Tang, & Leung (2006) conducted a study to observe the
differences in muscle fibers of the young and old. Muscle biopsies were takef5r
participants aged 17- 96. There were decreased Type Il and Type llAerfibect in
the older adults. Type Il and Type IIA muscle fibers are responsiblefetitree
activities and fast movement. Findings suggest that muscle deterioratidaied e

balancing coordination results in increased risk for falls (2006).
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Along with physiological changes in muscle, aging is associated withehang
bone structure. As with muscle, bone mass decreases with age (Jett, 2008jio\téra
bone structure in the aging process is caused by a decrease of renevkabapitba of
calcium which increases the rate of bone destruction and risk for fracturdo (e,

2005).

Related to the musculoskeletal system are joints, tendons, and ligaments. Joints
which are at the junction of bones; tendons and ligaments are the connective tissue
between the bones which allows movement (Jett, 2008). The function of joints begins to
deteriorate with age as the tissues wear down and become less pliabbeltivirsgrtheir
flexibility (Whitbourne, 2005). Cartilage, the tissue between the joints, dries out with age
resulting in pain and less movement (Jett, 2008).

Changes in joint function affect knee extension and flexion in agingsadult
Akima et al. (2001) investigated muscle function and aging men andervdmy
measuring peak torque of knee movement. Extension and flexion of theviasefound
to decrease with age in both men and women (2001).

Musculoskeletal breakdown has been attributed to weakening of the endocrine
system. The endocrine system ability to secrete hormones declines witRedyection
of hormones such as growth hormone, insulin-like growth factor, estrogen, and
testosterone affect the metabolic balance is muscle and bone (Freemonb&d;loy
2007; Lytras & Tolis 2007; Whitbourne, 2005).

Just as with cognition, numerous studies have shown the positive effects
physical activity on the musculoskeletal system (AagaardynMsson, Larsson, Kjaer,

& Krustrup, 2007; Jett, 2008Depp & Jeste, 2006; Flynn, 2007; Goodpaster,

Chomentowski, Ward, Rossi, Glynn, Delmonico, Kritchevsky, Pahor, & New2@08;
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Hollmann, Studer, Tagarakis, King, 2007; Singh, 2002; Spirduso, Francisadkag,
2005). Benefits of exercise for older adults has been ascelrtaite a low cost means
to reduce fall risk, increase performance ability in adéisitof daily living (ADLS)
(Flynn, 2007), and increase the maintenance of bone by making themestamdy
healthier (Spirduso, Francis, & MacRae, 2005).

To determine if physical activity would enhance muscle stherfgbodpaster et
al. (2008) gave sessions of physical activity interventions to 52ctsilgged 70 to 89.
Physical activity interventions consisted of trainings focusedaerobic, strength,
flexibility, and balance. Findings concluded that even the modestaserin physical
activity prevented additional loss of muscle strength and fat accumulation (2008).

Capodaglio, Capodaglio Edda, Facioli, and Saibene (2007) measured the progress
of a year-long training program on muscle function in 38 elder nmeh veomen.
Participants attended a one hour exercise class twice la aoesisting of warm up
stretching, flexibility, and light aerobic exercises, thererggth training on gym
machines, and finally a cool-down stretch. Once a week participarft|/med a home
exercise with Theraband and a 30 minute outdoor aerobic exerdieetsiof the study
provide evidence that long-term physical activity programs isereaordination and
muscle control thereby supporting promotion of physical activity in the el(®007).

Aagaard et al. (2007) compared subjects who had lifelong physadahty with
those who did not. The lifelong physical trainers had continued endusadcstrength
training in long/short distance running, sprinting, and cycling fory&érs. Muscle
strength and muscle/fiber morphology was assessed in both the tsamdedhtrained
subjects. Those who had lifelong physical training had greater eniilsets and muscle

strength that those who had more sedentary lifestyle (2007).



14

CardiovascularSystemCardiovascular decline is also associated with aging; in
fact cardiovascular disease is the highest cause of death in older adultsaiiNedvnold,
Naydeck, & Fried, 2003)Functioning of the cardiovascular system is required for
maximum health and physical function enhancing the quality of life (Spirduswisré&
MacRae, 2005). The ability to perform physical tasks including walking, olgaand
cooking are related to the function of the heart and venous system which maintains a
balance in the body by delivering oxygen and nutrients to body cells as well as removing
waste (Jett, 2008). Blood vessels begin to thicken with age which can lead to increased
blood pressure (Spirduso, Francis, & MacRae, 2005). High blood pressure can produce
negative effects on the brain (Raz & Rodrigue, 2006). Thickening also occurs on the
cardiac muscle walls particularly the left ventricle deteriagathe pumping
mechanism(Spirduso, Francis, & MacRae, 2005).

The decline in the amount of oxygen delivered through the blood and thenem
of blood going out from the heart after each pump declines 10% pated @/hitbourne,
2005). Oxygen deficits weaken performance ability in the areasoofdination,
flexibility, strength, and endurance (Hollmann, Studer, Tagarakisg,K207). In
general, the heart is able to provide ample function for everliayeven with the
limitations caused by age; however it takes longer for the headjtst to the sudden
demands of acceleration caused by strenuous task and deceleratiaiheafiask (Jett,
2008).

Exercise has been determined to have positive affects on the veaalitar
system (Flynn, 2007). Advantages of physical activity are showiowgred blood
pressure, decreased body fat, improved respiratory function, enharegd ahd less

depression in subjects who exercise (Jett, 2008). Vatten, Nilsen, @nterid (2006)
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conducted a 16 year prospective study to see if physical actwasyassociated with
decreased cardiovascular mortality. Participants were givestigueaires to determine
frequency, duration, and intensity of their weekly physical agtivit was determined
that those who reported more physical activity have less rislamiovascular death
(2006).
Impact of Normal Aging in Tasks of Daily Living

Given that multiple systems of the body decline with age includimg
neurological, musculoskeletal, and cardiovascular systems, soméatibms in
performance of daily tasks are inevitable. Performance of dekgs can be measured by
assessments utilizing self report questionnaires, direct olisexvar interviews of
individuals and their caregivers (Holm & Foreman, 2006). Assesstiattseasure the
level of independence in activities of daily living (ADLS) include tAssessment of
Motor and Process Skills (AMPS) (Fisher, 2006), Canadian Occupafandrmance
Measure (COPM), Functional Independence Measure (FIM), Dissessment of
Functional Abilities (DAFA), Caregiver Assessment of Function alpget (CAFU),
Assessment of Motor and Process Skills (AMPS), Extended Aesvaf Daily living
(EADL), Instrumental Activity of Daily Living (IADL), and P&rmance Assessment of
Self-Care Skills (Pass) (Gitlin, 2005; Letts & Bosch, 2005). eBasn such ADL
assessment scales, the majority of seniors under age 85 halmitations in daily life
activities of personal and home management; however those oldel85haequire
assistance with shopping, meal preparation, and mobility (Morgdar&el, 2007). Itis
important for health care providers to understand how aging affects performance.

Ramifications of cognitive changes specifically changes in working nygmor

executive function, and vision, play a role in daily activities, driving, and leisure
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activities (Whitbourne, 2005). Newson and Kemps found problems in working memory
as the biggest hindrance of daily function (2006). As noted earlier, working memory
stores information for a short period of time, and is needed when solving a problem,
following instructions, or understanding language (Whitbourne, 2005). Therefore, as
working memory declines, activities such as dialing a phone number, remembering
ingredients and/or steps of a recipe, and engaging in a conversation may befiountte dif

Cognitive decline in executive function also impacts daily tasks. As part of
executive function, processing, decision making, and response speed are reduced. A
study of performance ability across the lifespan found that processirglsgin to
decline after age 55 (Hayase, Mosenteen, Thimmaiah, Zemke, Atler, & Fisher, 2004).
Reduction in response speed impacts time to complete tasks such as dressingggroomi
cleaning, and driving (Spirduso, Francis, & MacRae, 2005). Craik and Bialystok
(September 2006) found older adults between 60 and 80 could cognitively process
instruction and complete simple tasks of cooking and setting the table sinyitamriger
adults but spent more time setting the table. In another meal preparation sttety, Por
(April 2007) found specific processing issues related to food preparation for women 80
years and older. Specific issues related to processing and decision malarpeiding
what to fix, measuring ingredients, use of kitchen appliances/tools, and thoroughly
cooking food (April 2007).

As part of cognition, visual decline is related to activity performance. Visua
changes present distorted information influencing movement control and depth
perception (Spirduso, Francis, & MacRae, 2005). Haegerstrom-Portnoy (2005)deporte
disability glare to be the most affected visional decline. Additional visionzdcts were

found in reading, face recognition, and grocery shopping. Degeneration of movement
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control, depth perception, and disability glare is a major hindrance in driving abilit
(2005).

As with cognitive decline, musculoskeletal decline impacts functional
performance by affecting upper and lower extremity movementrmiesponses, and
posture which reduce functional ability and quality of life (Jett, 200@&emont &
Hoyland, 2007). Upper extremity mobility and motor control is exrquuisite for daily
life tasks such as bathing, driving, shopping, and participation inussocial activities.
Lee, Fradet, Ketcham, and Dounskaia (2007) inspected the impactngf @giupper
extremity movement. Both young and elderly subjects were exdntimeugh a line
drawing test where they were required to draw lines in eéifiedirections. The results
showed a decrease in muscle force of the arms and indicatearth movements were
generally slower in older subjects (2007). Changes in the musc@takmioperties of
the hand may also contribute to functional loss. Grip strength deelftex age 60 along
with joint motion particularly flexion and muscle force; functiomalplications of the
aging hand affect the fine motor tasks of manipulating buttons ssidge holding a
pen/pencil in writing letters and/or checks, and opening bottles of mediCarmeli,
Patish, & Coleman, 2003).

Changes in mobility of the lower extremity are also observed during agfimg
decline beginning after age 51 (Hayase et al., 2004). Mobility can be fungtionall
defined as the ability to walk, climb stairs, and get in/out out of a vehicle (bugAgas,
Gooberman-Hill, Bowling, & Ebrahim, 2006). Gregory & Fried (2003) report that of
their 160 subjects, 66% had difficulties with mobility tasks including heavy houkgwor

carrying and lifting 10 pounds, and walking upstairs. Measures of difficulty maézd
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on a questionnaire, reasons for difficulty were identified as having to modify task,
increased time to complete tasks, and pain associated with completing task (2003).

Another study on mobility by Holstein, Due, Almind, and Avlund (2007)
described the change in functional mobility of adults over a period of eight yeady. S
participants complete questionnaires every four years (also a baselsm@ensahe start
of the study) rating their health status and ability to complete tasks. Redaled
deterioration in mobility particularly in the older groups (80+). Tasks mostiadfecere
brisk walking, use of public transportation, shopping, and heavy household cleaning
(2007). In Porter’s (April 2007) meal preparation study, specific mobility sssalated
to food preparation for women 80 years and older were endurance in standing and
walking.

Researchers and health care providers should not only recognize the underlying
physical and mental aspects of aging but should understand the psychosocialfaspect
aging (Depp & Jeste, 2006). Older adults value independence, social contacts, and
maintaining dignity (Touhy, 2008). Fear of falling and driving cessatioreptes
obstacles to valued activities and psychosocial health.

A component of psychosocial aspect in aging is fear of falling. Studies estimate
that up to 60% of older adults report mild to severe fear of falling (van HaastijksgtaZ
van Rossum, van Eijk, & Kempen, 2008). In the United States, it was reported that
around 5.8 million adults aged 65 and older had fallen at least once in the last three
months (Centers for Disease Control and Prevention, 2008). According to the National
Center for Injury Prevention and Control (2008) one in ten older adults have fall related
injuries requiring medical attention, with falls accounting for 14,900 deaths anuerg ol

adults in 2004 alone.
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Etiology of falls can be contributed to musculoskeletal declines and
environmental hazards in the home and community (Feldman & Chaudhury, 2008; Lytras
& Tolis, 2007). Consequences due to fear of falling result in decreased confidence,
reduced or avoidance of physical activities, social withdrawal, depnessid a
diminished sense of quality of life (Scheffer, Schuurmans, van Dijk, van der Hooft, & de
Rooij, 2008; Touhy, 2008).

Driving is another activity of importance to older adults. Age related changes
associated with cognition including vision loss (Freeman, Munoz, Turano, West, 2005),
executive function specifically problem solving and response speed (Spirdusas,R&anc
MacRae, 2005); along with declines in mobility impact driving ability (léé&s, 2005).
Herriotts (2005) explored implications for car design and how to enhance drivirg abi
for older adults. Questionnaires were sent to assess older adult’s view afigasde
Highlighted obstacles discussed were seating position, entry/exit, radio use,
reversing/parking, and use of trunk. Most difficulty was reported with turningetoige
windows when reversing and parking. One third had trouble entering and exiting, the car
one sixth had difficulty putting things in the trunk and using the radio. Results andicat
mismatch of the needs of older adults and their car design (2005).

Driving is often seen as a symbol of independence therefore when it is threatened
to be taken away anxiety and opposition may understandably arise. The inability to drive
may cause depression along with isolation as older adults depend on driving to sustain
their basic needs (Touhy, 2008). A qualitative study by Ralston, Bell, Monte, Rainey,
Brayman, and Shotwell (2001) to explore the psychosocial impact for older adults who
have given up the car keys noted that driving gives satisfaction in life andeao§ens

independence, control, and effectiveness. When adults no longer had the ability to drive,
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they experienced a void and a loss of freedom (2001). This indicates the need for an
accurate assessment tool to clearly define safe drivers from unsafe dndeo ensure
driving is not given up prematurely.

Difficulties performing daily tasks have been reported due to the aging
neurological and musculoskeletal systems in some cases causing more giepende
others. Admitting need for assistance in daily life tasks is not always éxegory and
Fried (2003) examined why older adults decided they were having difficuhycestain
tasks. Reasons for tasks being difficult were that they took more time to coarulete
the task required modifying to complete. Porter (May 2007) also found the tasks
perceived as difficult were the ones that took more time and effort. Understamaling t
effects of aging and its impact on performance of daily tasks, gives poofgss
knowledge of human capacity for activity, therefore allowing them to esttadlitable
goals and provide optimal service (Hayase et al., 2004).

Chronic Disease

In addition to declines in performance seen with normal aspects of aginty, abili
to perform simple and complex tasks of daily living is hindered greatly loynhr
disease. After age 50, the risk of chronic illness increases (Jett, 2008) wlichestto
decline in function (Ayis, Gooberman-Hill, Bowling, & Ebrahim, 2006). The use of
performance measures including self report, interviews, and observatiaskoats with
normal aging can also exhibit the impact of chronic disease on functional peréerma
Chronic illness that can impact both cognition and mobility include heart diseake, st
cardiac obstructive pulmonary disease (COPD), diabetes, and dementia, (ZDaKer

Schultz-Krohn, Foti, & Glogoski, 2006).
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Heart diseasé@.he leading cause of death and disability in the United States is
heart disease is (Jett, 2008, p 226; Radomski, 2008), affecting greater than one fourth of
the population (Morewitz & Goldstein, 2007). Heart disease can be caused by blockage
in the heart vessels, disease in the heart muscles, or structural irtegiiltre heart
(Radomski, 2008). The two major risk factors are high blood pressure and high blood
cholesterol (Morewitz & Goldstein, 2007). Chronic conditions of heart disease include
myocardial infarction (Ml; i.e., heart attack), coronary artery disgand congestive
heart failure (CHF) when the heart is no longer capable of pumping effgctive
(Matthews, 2006).

Limitations to activity related to heart disease can be attributed to slsootfhes
breath, swelling, fatigue, nausea, confusion, and impaired thinking (Eckert, 2007;
Matthews, 2006). Oldridge and Stump’s (2004) survey of activity and older adults with
and without heart disease concluded that those with heart disease had morerignitati
than those without heart disease. Limitation in activities of daily livingidexd
dressing, eating, and bathing; mobility limitations were climbingsstaialking long
distances, and pulling/pushing large objects (2004).

High blood pressure also known as hypertension (HTN) is a common occurrence
in the elderly (Jett, 2008). It is estimated that in the United States 30% o&dldey
have high blood pressure (Morewitz & Goldstein, 2007). The incidence of high blood
pressure particularly greater than 140/90 leads to an increased risk for MHEN(degt,

2008; Huntley, 2008). When a MI takes place portions of the heart muscle die due to
lack of oxygen (Matthews, 2006). Patients are placed on restrictions for aieast
weeks to let the heart heal (Huntley, 2008; Matthews, 2006). If surgery is required major

restrictions are given including avoidance of lifting, pushing, pulling objects 10 pounds
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or more (Huntley, 2008). To lower the risk factors of additional cardiac problems
patients are given recommendations to quit smoking, change their diet to lower
cholesterol and blood pressure, maintain an exercise program, and reduce strésg, (H
2008).

Congestive heart failure is another form of heart disease. CHF is desrithed a
inability of the heart to affectively pump blood to the body (Huntley, 2008). This causes
inadequate blood flow to the organs and tissues of the body resulting in a lack of oxygen
for sufficient function (Bennett, Save, & Shaw, 2005; Huntley, 2008). Studies of
congestive heart failure have revealed an association with additional cognitive
impairments beyond that of normal aging such as memory, concentration, atterdion, a
executive functioning (Almeida & Tamai, 2001; Bennett, Save, & Shaw, 2005; Lavery,
Bilt, Chang, Saxton, & Ganguli, 2007). On a battery of cognitive tests those with CH
scored significantly lower on cognitive functioning and attention tasks thanihibseit
CHF (Almeida & Tamai, 2001). Another cognitive study of older adults with CHF and
those without reported that those with CHF scored lower on tasks requiring working
memory and higher order processing which is needed to follow their complewerat
constraints (Lavery, Bilt, Chang, Saxton, & Ganguli, 2007).

Symptoms of CHF such as shortness of breath and fatigue restrict musctabskele
mobility in performance of daily tasks such as walking, house work, and yard wark (va
den Bergemons, Bussmann, Balk, Keijzer-Oster, & Stam, 2001). In a study of
performance among individuals with CHF, shortness of breath and fatigue weredound t
be the main predictors in activity modification (Seo, Roberts, Fann, Pina, & Dolansky
2008). Mobility tasks that were modified most were short distance running, long distanc

running, and hiking (2008). Another study on mobility limitations with CHF by Gure,
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Kabeto, Blaum, and Langa (2008) was conducted in a cross-sectional design based on a
survey of disability related to CHF. Specific variables investigated almligy to

perform ADLs and IADLs. Study results showed respondents with CHF had more
impairment in both ADLs and IADLs. Major limitations were found in walking and
grocery shopping (2008).

Stroke. Stroke is third cause of death in the US, affecting 700,000 each year as
well as the leading cause of long-term disability; with chance of caocerdoubling
after age 55 (Gillen, 2006). Stroke or cerebrovascular accident (CVA) is animjhe
brain’s vascular system often caused by a blocked or ruptured blood vessel tipas disr
the flow of blood thereby disrupting the oxygen supply causing brain tissue to dia(Gill
2006; Jamison & Orchanian, 2007; Woodson, 2008).

The most common impairment of a CVA is hemiplegia or paralysis of the limbs,
trunk, and occasionally the face and mouth (Jamison & Orchanian, 2007). Both
cognition and mobility can be impaired due to CVA presenting obstacles in vision,
sensation, communication, and motor planning, (Jamison & Orchanian, 2007; Woodson,
2008).

Areas of cognition often impaired by a stroke are process skills,iattent
sequencing, orientation, problem solving, and learning skills (Jamison & Orchanian,
2007) which affect performance in activities of daily living (Mercier, Audet)éit,
Rochette, & Dubois, 2001). Particular impairment can be seen in health and financial
management, safety procedures, and meal preparation. Zinn, Bosworth, Moenign and
Swartzwelder (2007) examined the relationship of executive function impairment a
post stroke older adults. Participants completed an activity questionnaire toigketerm

their level of independence in activities of daily living. Intelligence quctiesmtre
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measured and executive function was measured on tests of memory, initiatioth, menta
flexibility, self-monitoring, and abstract thinking. Stroke survivors had los@mes in
working memory, cognitive flexibility, and processing speed then non strokeipeamnts
(2007). In alarge cohort study conducted by Pohjasvaara, Jokinen, Ylikoski, Kalska,
Mantyla, Kaste, and Erkinjuntti (2007) which focused on the effect of brain lesions
associated with stroke found that the greater the lesion, the greater theniembaif
complex tasks, memory, and executive function. Complex tasks impaired werdhuse of
telephone, shopping, meal preparation, management of home/finances/medication, and
transportation (2007). In a quality of life study of stroke survivors, it was found that
those who had even mild difficulties in cognition were limited in their ability ao pind
develop life goals to achieve higher satisfaction in life (Haacke, Alth@a$tk®, Siebert,
Back, & Dodel, 2006).

Musculoskeletal deficits impacting mobility are significant for theitgitib
perform activities of daily living (Mercier, Audet, Hebert, Rochegtdubois, 2001).
Increased muscle tone known as spasticity is a common occurrencraker(Gillen,
2006). Spasticity can impair performance of daily tasks; however it was detdrby
Sommerfeld, Eek, Svensson, Homgvist, and Arbin (2004) that even stroke survivors
without spasticity after 3 months had major motor and activity problems. Tested
activities were grasping, pinching, and walking, along with ADLs (2004).

Upper extremity function is critical for independence in daily life. Laid8nski,
Duncan, and Perera (2002) discuss the implications of hand and upper extremity
impairment after stroke. Disability post stroke involvement of upper eiyraffiects
grasp, holding objects, and manipulating objects. Older adults with history of stroke

scored lower on hand functioning compared to those with no stroke history (2002). To
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determine impact of one to three years post stroke van de Port, Kwakkel, van Wijk, and
Lindeman (2006) assessed mobility, cognition, and social support of stroke survivors
living in their homes. Results showed that one fifth of stroke victims have significa
deterioration in their mobility (2006). Changes in muscle tone and postural cordrol aft
CVA make movements awkward and impact balance and mobility (Gillen, 2006; Jamison
& Orchanian, 2007). Functional deficits of balance and mobility can impair feeding,
dressing, oral care, transfers, and meal preparation (Gillen, 2006).

COPD. Chronic obstructive pulmonary disease (COPD) is an obstruction of
airflow in the lungs affecting the exchange of gas and functional caggckert, 2007).

The US Department of Health & Human Services (2004) stated that COPD is the four
leading cause of death in the United States, with more than 15 million diagnosed
(Matthews, 2006). COPD can include emphysema, peripheral airway disease, and
chronic bronchitis (Huntley, 2008; Matthews, 2006). Symptoms include shortness of
breath, fatigue, sputum production, confusion, impaired judgment, and depression
(Huntley, 2008; Matthews, 2006). COPD can cause impairment to cognitive and
musculoskeletal function. Results of a survey on the quality of life with COPD by the
American Lung Association revealed limitations in work, physical exgrgocial
activities, sleeping, and family activities (Hillegass & Sadowsky, 2001).

Individuals with COPD can have limitations in cognition due to respiratory
insufficiency and hypoxemia. Hypoxemia or low blood oxygen levels causes oxygen
supply to the brain to decrease which can weaken cognitive function (Ortapamuk &
Naldoken, 2006). Liesker, Postma, Beukema, ten Hacken, van der Molen, Riemersma,
van Zomeren, and Kerstjens (2004) compared cognition of healthy adults and those with

COPD by performance on a battery of cognitive tests. Older adults wRib@@re
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found to have impairments in memory, mental flexibility, and processing (2004). To
determine if complications to cognitive impairment can affect independeizly

tasks Antonelli-Incalzi, Marra, Giordano, Calcagni, Cappa, Basso, Pagliariyaad F
(2003) rated the level of dependence of rehab patients with COPD. It was faund tha
patients were dependent on help from others in at least one daily task withtioedica
management to be the most affected task (2003).

Musculoskeletal weakness and inactivity are related to COPD. Becagse fati
and shortness of breath accompany mobility, tasks those with COPD tend to adapt
sedentary lifestyles which in turn can cause muscles to become weak from disuse
(Kapella, Larson, Patel, Covey, & Berry, 2006; Tkac, Man, & Sin, 2008). Sandlan,
Singh, Curcio, Jones, and Morgan (2005) reported findings of an activity questionnaire
that individuals with COPD participated in only half the amount of daily actiwfies
healthy individuals. Pitta, Troosters, Spruit, Probst, Decramer, and Goss2idk) (
used an activity monitor to measure physical activity. Results showed that intlividua
with COPD spent more time sitting and lying down than walking or standing (2005).
Garrod, Bestall, Paul, Wedzicha, and Jones (2000) used an activity questionnaire to
assess the degree of dependence. More than half of the participants with CORI repor
dependence in self care activities of dressing and bathing. Forty two pexantd
help with sweeping and cleaning the floor. Fifty three percent reported help nadded w
washing window curtains (2000).

Diabete. Diabetes Mellitus (DM) is a disorder of glucose metabolism (Jett,
2008). Each year in the US 800,000 people develop diabetes (Powers, 2001) affecting
more than 18.3% of adults over the age of 60 (Jett, 2008). Symptoms of diabetes can

include fatigue, frequent urination, increased thirst, weight loss, blurred visiqueie
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infections, and slower healing (Whitbourne, 2005). Because glucose metabolism is
needed to create energy for the body diabetes weakens ambulation, manipulation, and
grip strength producing difficulties in dressing, grooming, and functional mo{istes,
2007).

Diabetes has been associated with cognitive deficits. To assess timplata
diabetes on the brain Gold, Dziobek, Sweat, Tirsi, Rogers, Bruehl, Tsui, Richardson,
Javier, and Convit (2007) compared MRI images of adults with and without diabetes.
Images revealed those with diabetes had atrophy in the hippocampal region ofrthe brai
which is associated with memory (2007). Grodstein, Wilson, Chen, and Manson (2001)
conducted a large telephone study of cognition in older adult women living in the
community. Cognitive areas assessed included orientation, registration, atenentbal
memory, and attention. Those with a diagnosis of diabetes had lower scores on all
cognitive areas measured (2001). Arvanitakis, Wilson, Li, Aggarwal, and B¢2de®)
examined cognitive function in older adults with and without diabetes. Cognitive
function measured was episodic memory, semantic memory, working memory,
perceptual speed, and visuospatial ability. Lower scores were found in sememiory
and perceptual speed of those with diabetes (2006).

To determine if cognitive impairment is related to performance of detilyitges
Sinclair, Griling, and Bayer (2000) investigated the performance of oldes adtht
diabetes compared healthy adults. Activities of daily living measured watng,e
bathing, grooming, dressing, toileting, transfers, home management, and mobility
Cognitive areas tested included orientation, attention, memory, comprehension, and
planning. Finding stated for older adults with diabetes there was incresagetive

dysfunction and increased dependency in daily tasks. Significant defice$omad in
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self care and self management of illness (2000). Overall studies found cognitime decl
in the areas of memory and perception which is needed to perform self careitasas s
managing medication and nutrition. Control of diet, strict monitoring of blood glucose
levels and management of medication is critical for treatment of DM PBéinihe, 2005).
Recommendations for assistance with cognitive decline are to use pillbakesiditory
alarms and education for older adults in the form of oral instructions along witité&nw
handouts (Haas, 2007).

Vision impairment is related to diabetes as older adults with DM are dorisk
developing diabetic retinopathy (Morewitz & Golstein, 2007). Diabetic retinopsthy
bleeding from the retina which can cause vision loss (Quintana, 2008). In the United
States it is estimated that 1 in every 12 persons with diabetes has didlretpathy,
with diabetic retinopathy being th& 8eading cause of blindness (Touhy, 2008). Park,
Dziobek, Sweat, Tirsi, Rogers, Bruehl, Tsui, Richardson, Javier, and Convit (2006)
reported impaired vision was twice more prevalent in subjects with diabetes.

Musculoskeletal complications in older adults with diabetes are due in part to
neuropathy, feet problems, and decreased muscle strength. Older adults wids diebet
at greater risk for neuropathy which causes numbness, pain, and weakness in the
extremities (Morewitz & Golstein, 2007). Problems affecting the feetlacreased
blood flow, burning, hypersensitivity, numbness, infections, and slow healing wounds
(Jett, 2008).

Studies have shown muscle strength decreasing in older adults with diabetes. To
evaluate muscle strength Anderson, Nielsen, Mogensen, and Jakobsen (2004) tested older
adults with diabetes compared to those without. It was establish that musai¢hsise

lower in the ankles and knees of those with diabetes (2004). Park et al. (2006) evaluated
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muscle strength in the upper and lower extremity of older adults with diabetes. A
dynamometer was used to measure strength in the hands and knees. Compared to older
adults without diabetes those with a positive diagnosis had less muscle strength in both
the upper and lower extremities (2006).

Functional implications of the musculoskeletal deficits due to diabetes can limit
independence of older adults. Gregg, Beckles, Williamson, Leveille, Langhgs|dau,
Narayan, 2000) assessed physical disability through a questionnaire addragsiog|
functioning as walking 1/2a mile, climbing 10 steps, and doing housework. Self
reported disability in each functional area was higher in those with diabetes (2000).
Maty, Fried, Volpato, Williamson, Brancati, and Blaum (2004) identified tblestaf
walking and heavy housework to be the most difficult for older women with diabetes.
More than 50% of women with diabetes reported difficulty in these areas (2004).

Dementia.Dementia is a progressive dysfunction of cognition resulting in
restriction of daily activities (Janssen-Pharmaceutica, 2008; Whitbourne, 2005). A
common type of dementia is Alzheimer’s disease (AD) with memory loeg be most
prominent symptom (Fraker, 2007). The National Institute on Aging (2003) predicts that
by the year 2050, 14 million older adults will have AD in the US. Other forms of
dementia are vascular dementia which is caused by strokes, frontal lobe démRED),

Picks disease, and dementia from Parkinson’s disease (Whitbourne, 2005).

Dementia impairs memory, language, visuospatial abilities, and executive
functioning (Fraker, 2007). Clinical features include loss of speech ability, |assliof
to perform purposeful movement, inability to recognize familiar faces and glgeckts
disturbance of executive function (Touhy, 2008). Implications of dementia affétt abi

to perform daily tasks, complex conversations, maneuvering in familiar setind
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keeping up with financial duties. Dementia is a progressive disease, definedgroter
levels or stages which are mild, moderate, and severe or early, midd|Eyddier (
2007). Functioning becomes increasingly challenging at each level.

Wicklund, Johnson, Rademaker, Weitner, and Weintraub (2007) examined
functional ability of individuals with AD and FTD in the mild stages of impairment.
Caregivers were interviewed on the individual's independence in self-care, hausehol
care, employment, recreation, shopping, money, travel, and communication. Both AD
and FTD had the greatest impairment activities of employment, rexrestiopping,
money, travel, and communication (2007). In another study, Liu, Chan, Chu, Ng, Chu,
Hui, Yuen, and Fisher (2007) explored the performance of activities of daily living
older adults with dementia through direct observation of process and motor tasks.
Measures of both process and motor skills were below that of healthy adultsamessist
was required in the activities of shopping and managing finances (2007).

_Digression of functional ability continues further ending in full dependency in
performance of ADLs including bathing, dressing, mobility, toileting, anth@#Eraker,
2007). In most cases, restriction of daily activities is so great that longéee, as in a
skilled nursing facility, is needed (Janssen-Pharmaceutica, 2008).

Summary

Research shows that as the human body ages, biological systems and structures
begin to decline. Neurological aging brings a decline in memory, attentsior vand
executive function. Musculoskeletal aging affects the body by weakenihg ofuscles
and bones, diminishing capacity of knee flexion and extension, and decreased joint
function. Affects of the aging cardiovascular system are thickenitigedflood vessel

walls producing higher blood pressure and stressing the pumping mechanisms of the
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heart. Thickening vessels and increasing stress on the heart muscleacdede® in

the amount of oxygen going out to the body which weakens performance capacity. When
comparing the performance of older adults to younger adults, it is cledn¢bat t

biological changes impact the older adults’ performance of tasks. In addition tal norm
aging, chronic illnesses including heart disease, stroke, COPD, diabetesiamtiae

can further decrease performance ability by impacting both cognitiomahttity.

Performance ability in older adults has been measured by self reports, wservie
and observations. Meaningfulness of specific daily activities and compensatienenow
have not been measured by these assessments. To better understand aezasireat m
by current assessment tools, there is a need to examine from the oldepadipestive,
which meaningful tasks have become difficult to perform and propose safety risks
Specifically instrumental activities of daily living (IADL) becausf their complexity
should be addressed. Examples of IADLs are cooking, driving, home management,
financial management, and medication management (American Occupationg@yThera
Association, 2008). The purpose of this study was to further the understanding of the
impact of chronic disease on functional ability in older adults by determinirghwhi
IADL tasks are most meaningful and which may pose a safety hazard forafhedic
risk older adults who plan to live independently.

Data was collected through interviewing older adults who have been recently
hospitalized and their caregiver. The results not only further the understantheg of
impact of chronic disease on functional ability in older adult, but also can be used in the
development of assessment tools for use in older adult populations. Specific research
guestions include:

1. Which IADL tasks are the most meaningful to older adults?
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2. Which IADL tasks are most affected by chronic disease?
3. How do the perceptions of meaningfulness and performance capability differ

between older adults and their caregivers?



Chapter 3: Methododology
Design

The purpose of this study was to further the understanding of the impact of chronic
disease on functional ability in older adults by determining which IADL tagkmast
meaningful and which may pose a safety hazard for medically-at-risk oldes atholt
plan to live independently. Specific research questions include:

4. Which IADL tasks are the most meaningful to older adults?

5. Which IADL tasks are most affected by chronic disease?

6. How do the perceptions of meaningfulness and performance capability differ

between older adults and their caregivers?

In order to answer these questions, this study was designed to be a mixedadesign f
the purpose of examining how medical conditions in older adults affect functional
performance. An interview format was used that included objective scales iarder
measure the participant’'s and their caregiver’s perceptions of the medmasgfand
performance of selected instrumental IADLs. Open ended questions were agpdnd
on the participant’s and their caregiver’s perspective on how their health conglition i
affecting their ability to carry out tasks of daily living.

Participants
Two groups of study participants were used for this study. The inclusion criteria
for the first group consisted of an age requirement of 60 years or older, recent
hospitalization in the last six months due to a chronic illness (heart diseake, s
COPD, diabetes, or dementia), and an expectation to return to his or her own home and

participate in complex IADLs.
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The first group was paired with a second group of study participants who were
identified as their main caregiver. The caregivers could be a spouse, famlyem
friend, or neighbor that lives with the participant or close by. Other inclusiani&rior
both study groups were that the participant must live within a 50 mile radius from the
research center and speak English.

Twenty four participants fit the inclusion criteria and agreed to the inter@é
the participants in the first group six were men and six were women, averagasage
71.7 (SD= 68.5, range- 61-87). Hospital stays occurred between August and December
2008 and the average LOS was 23.2 days. None were reported to live alone. See table 1
for demographics on ethnicity and education. See table 2 for frequency of chronic
disease.

In the second group of twelve caregivers four were men and eight were women,
the average age was 53.1 (SD 13, range 32-68). See table 1 for demographics for
education and ethnicity. See table 3 for caregiver relationship and amouontautc
with the older adult.

Instrumentation

Participants completed a survey which was created by the researchepon Sna
surveys US (1987-2006). Snap surveys is a survey design program that includes many
styles for survey questions containing options for multiple choice and open ended
guestions.

The survey of IADL tasks utilized both closed and open ending questions
concerning eleven IADL tasks including shopping for groceries, planmmegs
cooking, driving, planning a trip, community participation, home management, yard

work, financial management, medication management, and phone use. These IADLs
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were gathered in part through revision of the occupational therapy practiesvivakn
(American Occupational Therapy Association, 2008) and through discussion wittsexper
in the field as well as through the pilot studies.

Closed ended questions included a rating scale that determined how important
IADLs were to the participant, which activities had been affected by thalthhe
condition, and how much those activities had been affected. Open ended questions
composed a second section, these questions asked participants to state spedaitiesliff
they were experiencing with each task and how they are addressing thioskieis.
Demographics were gathered at the end including age, gender, educationeand rac
Researcher used the survey as an interview; however, if the caregsvenalde to
attend therapy sessions, the survey was sent home to be completed and brought back at a
later date. A sample survey for the first group of study participants dri®idlgicipant
Activity Survey can be found in Appendix A. A sample survey for the second group of
study participants entitled Activity Survey for Caregivers can be fouAgpendix B.

It is critical that a design tool solicits the best information from cliesiits
identified medical conditions. However, since it is known that clients with some
disabilities (in particular dementia) may not perceive their disakiligalistically, it was
also deemed essential to get objective information from the primarye@regihus,
caregivers of the older adult participants were also interviewed wey&d to determine
which tasks they perceived their family member to have difficulty with and halidnes
compensating for those tasks.

A standardized evaluation was not used for this study and therefore no validity or
reliability is established. The survey was developed by reviewing énatlite on

primary diagnoses for older adults, studies of performance evaluations, and teskmique
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gather information. The researcher also met with three occupationalisteraith
expertise in older adults to gather information to format and seek the needediidorm
The list of questions were drafted and reviewed by the three content expertisaastine
specific IADLS that would be addressed.

As part of the review and revision of the survey tools, the study’s tool wasdpilote
with two older adults one who has been hospitalized in 2007 and one with beginning
signs of dementia (i.e.: memory loss). A caregiver was also given the soirvey
complete. These pilot studies determined that the survey questions and format were
understandable and appropriate for older adults and their caregivers.

Procedure

The study was submitted to the Institutional Review Board (IRB) for approval in
October 2008. In October 2008, the researcher met with occupational therapists in the
outpatient rehabilitation and day rehab program at PCMH in Greenville, NC torexplai
the study and participant criteria in order to obtain their cooperation to usetpdtom
their rehab programs. Therapists were instructed to notify researcleenailavhen they
had patients who met the inclusion criteria for participation in the study. Tleeakese
scheduled times to collect data either before or after the participantipytessions.

At the scheduled time and place, researcher met with the participants (both trezlolte
and the caregiver) to further explain the study and to ensure the information andanswer
gathered will be kept confidential. Both participants then signed a consenwfocmis

found in Appendix C. Interviews took no more than twenty minutes to complete and
were conducted in a closed room in the outpatient center and the day rehabilitation

center. The closed room ensured that participant confidentiality wasaeserv
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The researcher conducted each interview separately (one with the partciga
one with the caregiver). A few of the caregivers were unable to meeteséghrcher and
filled the survey out at their own convenience. Both the participant and the caregive
were instructed to skip the questions on tasks that did not pertain to the participant or that
were not meaningful to the participant.

All completed surveys and consent forms were stored in a locked cabinet to
protect the subject’s privacy. Once all surveys/ interviews were compibtedata
gathered was put into Excel and SPSS and were analyzed by the reseahgher in t
Occupational Department at the Allied Health Science Building of EastiGa
University.

Data Analysis

Data from the surveys was organized on the computer in Excel and then imported
into SPSS for quantitative analysis using both parametric and nonpararagstecs.
Descriptive statistics were calculated for each scaled question. Tdldevd the mean
and standard deviation of meaningfulness, previous level of function, and current level of
function for older adults. Table 5 shows the mean and standard deviation of the
caregiver’s perception of the older adult's meaningfulness, previous |efugaion,
and current level of function.

A paired sample t-test was computed to examine the significance of pemaefpti
change in level of function from the older adults and caregiver’s point of view. édpair
sample t-test was also used to compare the older adult and caregivef@cores
meaningfulness, previous level of function, and current level of function.

Qualitative analysis was used to analyze answers to the open ended questions

from both surveys. Open ended questions were summarized for each participant pair.



Each IADL task was also summarized for meaningfulness, specificutliiéis, and

compensation.
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CHAPTER 4: RESULTS

The tasks that were most important to the participants averneg andmanaging
medication ten out of twelve participants stated that these tasks were meaningful. The
least important waglanning a trip only three participants stated that planning a trip was
important. See table 6 and 7 and graph 1.

The most important IADLSs for the participant as perceived by caregivere
managing financeanddriving. The least meaningful IADL wgdanning a trip See
graph 2. A paired sample t-test was computed to examine significancerdiffer
between the participants and their caregiver for meaningfulness. Niss Idad no
significant difference for meaningfulness. There was a significamréifte irplanning
a trip (t=-2.17, p< .04) anthanaging financefi= 2.42, p<.03). See table 8 for scores.
See graph 3 for mean scores of participants and caregivers IADL meaningfulness

A paired sample t-test was computed to examine significance differencsebetw
the participant’s perception of previous level of function and current level of function.
Ten IADLs had a significant difference in previous level of function and culegel of
function. There was no significant differencepimone usét= 1.00, p< 0.35). See table
9 for scores.

A paired sample t-test was computed to examine significance differenosebet
the caregiver’s perception of the participant’s previous level of function arehtievel
of function. Ten IADLs had a significant difference in previous level of function and
current level of function. There was no significant differenaaamaging finance@=
1.86, p< 0.10). See table 10 for scores.

A paired sample t-test was computed to examine significance differenosebet

the participant and their caregiver for previous level of function. There was newuidée
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for nine IADLs. There was a significant difference fim&naging medicatio(t= -3.23,
p< .001) anghone usét= -4.58, p< .001). See table 11 for scores.

A paired sample t-test was computed to examine significance differetnosebe
the participant and their caregiver perception of current level of function. Wasrao
difference for any of the IADLs. See table 12 for scores.

For each IADL, the objective of the open ended questions was to gather the
specific difficulties related to each task from the participant and tlegigar. Open
ended questions were not given to the IADLs that were not meaningful or important to
the participants.

Shopping for groceries: Six participants and nine caregivers statetidpairsg
for groceries was meaningful and important. Specific cognitive/percegffialilties
related to shopping for groceries are understanding prices, mental prgcéssising,
vision, disagreeable, and fear of the judgment of others. Specific muscuialskele
difficulties for shopping for groceries are mobility, grabbing and liftiiip left hand,
reaching, standing, weakness, inability to drive, fatigue, carrying baggettimdy in/out
of the car. Overall the greatest barriers reported by the majority patheipants were
vision and mobility.

Participants reported compensating by either not going or attempting éongo s
shopping with help from caregivers. One caregiver reported the particigsrd pswer
wheel chair to go to the grocery store. Caregivers also stated they do the sbopping
encourage the participant to come to the store with them. The previous level of function
reported by both the participant and the caregiver was independent.

Planning a meal: Seven participants and seven caregivers stated that @anning

meal was meaningful and important. Specific cognitive/perceptual difésuliere
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speech, organizing thoughts, and decreased short term memory. Musculoskeletal
difficulties reported were balance and standing. Only one participant andregiveas
stated specific difficulties related to this task.

Participants and caregivers reported the participant had not attempted planning a
meal and that the caregivers do all the planning. The previous level of functiciedepor
by both the participant and the caregiver was independent.

Cooking: Eight participants and seven caregivers stated that cooking was
meaningful and important. Specific cognitive/perceptual difficulties with capkiclude
vision. Specific musculoskeletal difficulties include standing, balandegliftnobility in
the kitchen, reaching in cabinets, opening jars, putting food in the oven, and stirring at the
stove. Overall the greatest barriers reported by the majority of theipents were
decreased mobility and using a non-dominant upper extremity.

Participants reported they compensate for cooking by attempting sokiag,o
using the microwave to cook frozen dinners, or giving directions to family members to
cook meals. Caregivers report that participants can still do some cooking. One
caregiver stated the participant helped make a pies and another statetdipaipa
rolled out cookie dough. Caregivers help compensate by pushing them to do simple
cooking tasks like make coffee or measure out ingredients for a recipe, or aving t
participant instruct the caregiver how to make a dish. The previous level of function
reported by both the participant and the caregiver was independent.

Driving: Ten participants and ten caregivers stated that driving was rgéanin
and important. Specific cognitive/perceptual and musculoskeletal diifsddtr driving
given by the participant and caregiver were dizziness, decreased pénphena

weakness in the lower extremities, poor reaction time, paralysis of left &dndtis in



42

leg, loss of sensation in feet, loss of coordination and balance, and entering/exiting
vehicle. Overall the greatest barriers reported by the majority of theijpants were
decreased coordination of the lower extremity and decreased vision.

All of the caregivers stated that the participants were not currentiygdriviwo
of the participants reported they were still able to drive, one of which reported driving
some short distances. The other had their license taken away as reported by thei
caregiver. This caregiver also stated that the older adult understood whyetteeyot
able to drive. The previous level of function reported by both the participant and the
caregiver was independent.

Planning a trip: Three participants and eight caregivers stated that plannpg a t
was meaningful and important. Specific cognitive/perceptual difficuétre frustration
with not being able to independently drive to desired destination. Caregivedstis¢dte
participants could plan a trip but then if they got sick they wouldn’t be able to go.
Musculoskeletal difficulties include weakness on right side, taking longer to etampl
tasks, inability to use the computer, lack of coordination with fine motor acsiv#iing
for extended periods of time, and fatigue.

Participants reported compensating by taking fewer trips. Caregapaded
that participants are not planning trips because they cannot carry out the plans and they
don't like to rely on others to take them. The previous level of function reported by both
the participant and the caregiver was independent.

Community Participation: Seven participants and seven caregivers tiate
community participation was meaningful and import&pecific cognitive/perceptual
difficulties included feeling embarrassed to be seen with disabilitipgblic, depression,

self esteem issues, and trouble sleeping. Musculoskeletal difficultiederfeligue,
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taking a long time to get ready to go, standing, walking long distances, degpendi
others for transportation and ADLs, holding silverware, paralysis, and ensiting
vehicle. Overall the greatest barriers reported by the majority of thieijpants were
decreased mobility and lowered self-esteem.

Participants reported compensating by staying at home, doing home exescis
using a walker. Caregivers report they try to encourage the participant to @adabey
assist them when they do go out. The previous level of function reported by both the
participant and the caregiver was independent.

Home Management: Seven participants and seven caregivers stated that home
management was meaningful and important. Specific cognitive/perceficalltiies
were dizziness with standing tasks. Specific musculoskeletal diffeweee decreased
balance, fatigue, paralysis, decreased mobility, weakness, and decreasi@thtion of
hands. Overall the greatest barriers reported by the majority of thegzartecwere
decreased balance, decreased coordination of the upper extremity due tasparalys
fatigue.

Participants reported compensating by trying to do some simple choresg)wipi
taking their time to complete tasks even though it takes longer, or having eadey
the tasksThe caregivers reported the participants attempting simple tasks ssminas
wiping or folding dish towels and wash cloths. The caregivers stated they tieaine
house work. The previous level of function reported by both the participant and the
caregiver was independent.

Yard work: Seven participants and eight caregivers stated that yard wsrk w

meaningful and importang§pecific cognitive/perceptual difficulties and musculoskeletal
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difficulties included decreased standing balance, fatigue, and parafygpper
extremity.

Participants reported compensating by attempting some raking, sweaeging
tending a garden in a wheelchair, or having a family member or contractoe gart
work. One caregiver reported the participant used a riding lawn mower instead of a push
mower to cut grass. The previous level of function reported by both the partinehnt
the caregiver was independent.

Managing Finances: Seven participants and ten caregivers stdtathtieaging
finances was meaningful and important. Specific cognitive/perceptuaiudtittis were
decreased short term memory. Musculoskeletal difficulties reportexideereased fine
motor coordination, and decreased mobility. Participants reported compengating b
paying bills over the phone or having a family member take care of this task.

Caregivers report they take care of managing finances although twebtbiate
participant instructed them on when their bills were due. The previous level obfuncti
reported by both the participant and the caregiver was independent except forane whi
stated the family cared for the finances.

Managing Medication: Nine participants and ten caregivers stated dinaigmg
medication was meaningful and important. Specific cognitive/perceptuaudtiéis were
decreased comprehension. Specific musculoskeletal difficulties wesaded fine
motor coordination. It was reported by the caregivers that the partibipdrat lack of
desire to take medicines, lack of understanding dose requirements, opening the bottles
and/or pill case, and picking up the prescriptions from the store. Four of the nine

participants stated they had trouble opening pill bottles.
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Compensation for managing medication includes use of pill boxes, ordering
prescriptions over the phone, and caregivers sorting meds. The previous level of function
reported by both the participant and the caregiver was independent.

Phone Use: Eight participants and ten caregivers stated that phone use was
meaningful and important. Specific cognitive/perceptual difficulties withgue phone
involve decreased speech and decreased vision. Musculoskeletal difficultesssddcr
fine motor coordination and decreased coordination of the upper extremity.

Participants and caregivers reported that the participants were stitbalde the
phone by compensating with their non-dominant upper extremity or by having the
caregiver dial numbers and then hand phone to participant. The previous level of function

reported by both the participant and the caregiver was independent.



CHAPTER 5: DISCUSSION

Although a small sample, this pilot study offers evidence that driving isdlsé m
meaningful activity to older adults. Similar to older adults in other driving stuties
participants in the study indicated that driving contributed to their sense peimdknce
(Freeman, Gange, Munoz, & West, 2006; Kostyniuk, & Shope, 2003; Ralston, Bell,
Monte, Rainey, Brayman, & Shotwell, 2001;Touhy, 2008).

The decreased driving independence appeared to impact performance of most
other IADLs including community participation, managing finances, shopping for
groceries, and planning a trip. The participants stated that they had dé@&culinaging
medication because they were unable to drive to the pharmacy to pick up their
medication. Community participation appeared to be hindered because thpartiad
to depend on someone else to transport them where they wished to go. Others stated
difficulties with managing their finances because they had to be driven togualills.

This finding supports the results of a study by Marottoli, de Leon, Glass, Williams
Cooney, and Berkman which concluded that driving cessation decreased the performance
of activities outside the home (2000).

These results support other findings that indicate depression levels ingraasi
participation in community activities decreases due to inability to drive (F-dvididace,

& Herzog, 2001;Ragland, Satariano, & Macleod, 2005; Windsor, Anstey, Butterworth,
Luszcz, & Andrews, 2007). Although depression was not directly measured in this
study, participants reported feeling depressed with their inabilityve dnderlying the
importance of driving to older adults.

Managing medication was also a valued activity of the participants. Ppanisi

reported feeling a loss of independence and limited mobility secondary to tlegit rec
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medical condition and appeared eager to return to their previous level obfun8ince
returning to health entails vigilance to medication, it is not surprisingtiaring to
medication would be of great importance.

Phone usevas another IADLs rated as very important. Since studies have found
social interaction to attribute to feelings of independence and dignity (Baker, 2005;
Touhy, 2008), this should not be a surprising finding. The fact that the participants are
not driving may mean that they rely even more so on the phone to continue their social
connectedness.

Results revealed that the least meaningful IADL in this studypleesning a trip
A reason for this result may be due to the older adults’ inability to driveftinetbe
older adults do not feel the desire to plan trips. This was supported by the fact that some
caregivers reported that the older adult could probably still plan a trip but that the
participants did not seem to want to do so. Reasons given included the fact that they had
to depend on someone else to take them, were nervous to go out in public, or fear that
they would get sick and not be able to go on the trip. Specifically, the caregpanrtede
that the older adults would fatigue easily and did not believe that would have the energy
to go a trip.

Phone usevas the only IADL perceived by the participants to be not impacted by
their medical condition. The participants all indicated that they still liddt t@ use the
phone independently. However, many of the participants reported that they needed
assistance with dialing, answering, or hanging up the phone, which would indicate that
in fact, this IADL has been impacted by their disability. This contradictight be
explained by the fact that they were still able to physically talk on the phone and

therefore believe they do not have difficulty with this task.
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In contrast, the caregivers perceived the only IADL to not be impacted by the
participant’s medical condition wasanaging financesCaregivers reported the
participants could instruct others on which bills to pay, conduct payments over the phone,
or use a non-dominant hand to write checks. Because the caregivers perceived the
participants able to perform parts of the task they did not feel the particippaswa
dependant imanaging financeas in other tasks.

The results of this study clearly indicated that the caregiversiypeaidae older
adults to have been at a higher level of function prior to their health condition and
hospitalization in the activities ohanaging medicatioandphone use.Caregivers stated
that many of the older adults were feeling depressed because of thieie decl
performance. Depression is common following onset of a chronic illness (Gillen, 2006;
Matthews, 2006; Turvey, Klein, & Pies, 2006). Several caregivers and older adults
reported having low self-esteem, depression, and embarrassment by tleaitr curr
limitation. Many did not want to be seen in public or even participate in community
events for fear of judgment. These feelings of depression are supportedristudies
that indicate depression is related to a decrease in self-efficaagt(Jeravitz, Moore-
Hill, & Franks, 2008; Robinson-Smith, Johnston, & Allen, 2000). Since many of the
participants reported feeling depressed, it is possible they had loweredfietcy
which would explain why they did not rate themselves as having a higher previelus le
of function.

Although there was not a significant difference between the caregivertha
participant’s perception afurrent driving abilityit does seem that the caregivers
perceive the participant’s driving ability to be more impacted by theitrheahdition

than the participant. Each of the caregivers reported that the participant veaszur
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unable to drive due to deficits related to their medical condition; however, three of the
participants stated they were still able to drive. Since this study inditatedriving is

the most meaningful task of the instrumental tasks of daily living to partisiparg
understandable that it would be hard to admit they are having difficulties with this.
Unfortunately, misconceptions of driving ability can pose significant safetg.ri

Participants who believe they are able to drive despite their limitatiaysharm

themselves or other motorists if they attempt to operate their vehicle .adthbdt

recently hospitalized older adults want to return to driving and do not want to give up this
valued occupation is supported by research that shows that at least 25% of older adults
who are told not to drive, continue to do so (Dobbs, Carr, & Morris, 2002). Since there is
discrepancy of performance capacity between the caregiver and oldehathrilista

need to look at functional performance of IADL tasks.

Another safety concern is managing medication. Pohjasvaara and colleagues
(2007) found managing medication to be impaired by chronic illness. Overall it was
found that the participant’s health condition has impaired their ability to managing
medication due to decline in fine motor skills and decreased comprehension of dose
requirements. As stated earlier, participants expressed feelingpresdion because of
their functional decline and desired to regain their independence. It was also found that
managing medication was one of the most important tasks to participants. Thiérefore
can be surmised that the participants will be adhering to their medication negjolise
The question that remains is whether the participants will be adhering to dukoation
in a safe manner, as in following correct dose requirements and schedulesaisEsis
concerns with not only recovery from their current illness but also with prevention of

further decline of health.
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The main limitation of this study is the sample size. Only twelve pairs of
participants were interviewed. Although the plan was to have thirty pairs wipeants,
there were a limited number of referrals from the hospital which madeiciudtitio
recruit more participants.

A second limitation was the survey instrument used self report. Actual
performance was not being tested and it is clear that observed performtdrebest
measure (Taylor & Kielhofner, 2006; Yasuda, Zimmerman, Hawkes, Grulb@éinBa
Hebel, & Magaziner, 2004).

However, the goal of this study was not to develop a performance screening tool, but to
identify which IADL tasks are seen as meaningful and important to clients lessvie
determine which are most affected by the identified medical conditions. Thielpi
determine if there is risk for injury or nonperformance for each IADL tddkessed.

Another limitation was there was no investigation of the possible influence of
types of caregivers. Itis proposed that results may have varied depeniliting of
caregiver was a paid caregiver verses nonpaid or if the caregiver hadkemataare
giving’ role for a short amount of time. Also it is possible that family mesmweuld
not give a true objective representation of the participant’s level of functiauec
family members may not want to admit their true level.

A final limitation is this study was unable to assess the affect of varying
diagnostics on IADLs. Eleven of the twelve participants had a CVA therefessihot
possible to compare each chronic illness. Also, there was no further investigation of
whether the CVA was on the left or the right side to determine if the diffenemieicits

would affect the performance of IADLSs.
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To increase the significance and validity of this study, it is proposed that ¢he dat
should be expanded to provide more numbers for analysis. Subjects could be recruited
from the same hospital as used for this study as well as possibly other orstithtat
would have cliental who would meet the inclusion criteria. With an increased sample
size, the results of this study can be assessed with more conclusive evidence.

In order to further examine perception and performance ability, the next step of
this study should be to assess functional performance and compare it to perception of
performance. By looking at actual performance of the IADLs selectiéusi study and
comparing this to self report of function, a better presentation of the affetttsonic
illness could be attained as well as a clearer understanding of the cisgrbpaween
caregiver and participant perception of performance. The results ofutiyscstuld assist
the development of tools to decrease safety risks.

In conclusion, the purpose of this study was to further the understanding of the
impact of chronic disease on functional ability in older adults by determinirghwhi
IADL tasks are most meaningful and which may pose a safety hazard faathedt-
risk older adults who plan to live independently. The most meaningful IADLSs to
medically-at-risk participants were driving and managing meaicatParticipants
reported all IADL tasks were affected by chronic disease excapagmg finances and
phone use. There was some discrepancy between the caregiver’'s and pasticipant’
perception of driving ability which leads to concerns for safety. Becausesaothcern
for safety and because this study confirms the importance of driving to oldes, #dalt
suggested to thoroughly evaluate driving performance by assessing drivieig sKil
including vision, cognition, and motor performance. Safety issues are alsceanconc

with medication management as this study found; all the participants hadnraptsr
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with this task due to their health condition. It is suggested further examination and
research should illuminate older adults’ understanding of the importance of proper

medication management in relation to chronic iliness.



References

Aagaard, P., Magnusson, P. S., Larsson, B., Kjaer, M., & Krustrup, P. (July 2007).
Mechanical Muscle Function, Morphology, and Fiber Type in Lifelong Trained
Elderly. Medicine & Science In Sports & Exerci§9(11). 1989-1996.

Akima, H., Kano, Y., Enomoto, Y., Ishizu, M., Okada, M., Oishi, Y., Katsuta, S., Kuno,
S. (2001). Muscle function in 164 men and women aged 20--8Mladicine &
Science in Sports & Exercise,(23 220-226.

Almeida, O. P., & Tamai, S. (2001). Congestive heart failure and cognitive functioning
amongst older adult&rquivos De Neuro-Psiquiatria, $3-B), 324-329.

American Occupational Therapy Association. (2008). Occupational thpragtyce
framework: Domain and proceganerican Journal of Occupational Therag,
609-639.

Andersen, H., Nielsen, S., Mogensen, C. E., & Jakobsen, J. (2004). Muscle strength in
type 2 diabetedDiabetes, 5@), 1543-1548.

Antonelli Incalzi, R., Marra, C., Giordano, A., Calcagni, M. L., Cappa, A., Basso, S.,
Pagliari, G., Fuso, L. (2003). Cognitive impairment in chronic obstructive
pulmonary disease--a neuropsychological and spect stadsnal of Neurology,
25((3), 325-332.

Arvanitakis, Z., Wilson, R. S., Li, Y., Aggarwal, N. T., & Bennett, D. A. (2006).
Diabetes and function in different cognitive systems in older individuals without
dementiaDiabetes Care, 48), 560-565.

Ayis, S., Gooberman-Hill, R., Bowling, A., Ebrahim, S. (April 25, 2006). Predicting
catastrophic decline in mobility among older peopige and Aging35. (pp. 382-

387).



54

Baker, M. W. (2005). Creation of a model of independence for community-dwelling
elders in the united statdsursing Research, §4), 288-295.

Bennett, S. J., Sauve, M. J., & Shaw, R. M. (2005). A conceptual model of cognitive
deficits in chronic heart failure.[see commeddurnal of Nursing Scholarship,
37(3), 222-228.

Bixby, W.R., Spalding, T.W., Haufler, A.J., Deeny, S.P., Mahlow, P.T., Zimmerman
J.B., Hatfield, B.D. (August 2007). The unique relation of physical activity to
executive function in older men and womBtedicine & Science in Sports &
Exercise.39(8):1408-16.

Buchman, A.S., Wilson, R.S., Bennett, D.A. (August 2008) Total daily activity is
associated with cognition in older persofisierican Journal of Geriatric
Psychiatry. 1@8). (pp, 697-701).

Calero, M.D., Navarro, E. (January 2007). Cognitive plasticity as a modulatinglearia
on the effects of memory training in elderly persdushives of Clinical
Neuropsychology. Z2), (pp. 63-72).

Capodaglio, P., Capodaglio Edda, M., Facioli, M., Saibene, F. (2007). Long-term
strength training for community-dwelling people over 75: Impact on muscle
function, functional ability and life styl&uropean Journal of Applied
Physiology, 10(®b), 535-542.

Carmeli, E., Patish, H., & Coleman, R. (2003). The aging hamanals of Gerontology
Series A-Biological Sciences & Medical Sciencef?)5846-152.

Carretti, B., Borella, E., De Beni, R. (2007) Does strategic memoryrigaimiprove the

working memory performance of younger and older adulisperimental

Psychology. 541), (pp. 311-20).



55

Centers for Disease Control and Prevention. (2008). Self-reported falls aredafztl
injuries among persons aged > or =65 years--united states, PR -
Morbidity & Mortality Weekly Report, §9), 225-229.

Cralik, F.1., Bialystok, E. (September 2006). Planning and task management in older
adults: cooking breakfastlemory & Cognition34(6). (pp. 1236-49).

Defrances, C.J., Hall, M. J., and Podgornik, M.N. (July 8, 2005). 2003 National Hospital
Discharge SurveyAdvance Data (358)1-20).

Depp, C.A., Jeste, D.V. (January 2006). Definitions and predictors of successfulaaging:
comprehensive review of larger quantitative studMaserican Journal of
Geriatric Psychiatry14(1). (pp. 6-20).

Dobbs, B., Carr, D. B., & Morris, J. C. (2002). Management and assessment of the
demented driveiThe Neurologist, 861-70.

Eckert, J. (2007). Cardiopulmonary Disorders. In B. J. Atchison & D. K. Dirette (Eds.),
Conditions in Occupational Therapy Effect on Occupational Performésite
ed., pp. 195- 218). Philadelphia: Lippincott Williams & Wilkins.

Elderkin-Thompson, V., Ballmaier, M., Hellemann, G., Pham, D., & Kumar, A. (2008).
Executive function and MRI prefrontal volumes among healthy older adults.
Neuropsychology, 23), 626-637.

Estes, J.F. (2007). Diabetes. In B. J. Atchison & D. K. Dirette (Ederjditions in
Occupational Therapy Effect on Occupational PerformaBteed., pp. 219-
230). Philadelphia: Lippincott Williams & Wilkins.

Feldman, F., & Chaudhury, H. (2008). Falls and the physical environment: A review and
a new multifactorial falls-risk conceptual framewo@anadian Journal of

Occupational Therapy - Revue Canadienne d Ergotherap(g),&2-95.



56

Fiorentino, D. D. (2008). Cognition, but not sensation, mediates age-related changes in
the ability to monitor the environmerRsychology & Aging, 43), 665-670.

Fisher, A. G. (2006)Assessment of Motor and Process Skills. VdDelelopment,
Standardization, Administration Manu@" ed.) Fort Collins, CO: Three Star
Press.

Flynn, M.G. (2007) Exercise and Aging. In J.M. Wilmoth & K.F. Ferraro (Eds.)
Gerontology Perspectives and Issug§' ed., pp.153- 180). New York: Springer
Publishing Co.

Fonda, S. J., Wallace, R. B., & Herzog, A. R. (2001). Changes in driving patterns and
worsening depressive symptoms among older addtsnals of Gerontology
Series B-Psychological Sciences & Social Sciencé6),586343-51.

Fraker, J. (2007) Dementia. In B. J. Atchison & D. K. Dirette (E@hditions in
Occupational Therapy Effect on Occupational PerformagBeed., pp. 140-

158). Philadelphia: Lippincott Williams & Wilkins.

Freeman, E. E., Gange, S. J., Munoz, B., & West, S. K. (2006). Driving status and risk of
entry into long-term care in older adulésnerican Journal of Public Health,
96(7), 1254-1259.

Freeman, E.E., Munoz, B., Turano, K.A., West, S.K. (August 2005). Measures of visual
function and time to driving cessation in older ad@gtometry and Vision
Science82(8). (pp. 765-773).

Freemont, A.J., Hoyland, J.A. (January, 2007). Morphology, mechanisms and pathology

of musculoskeletal agindournal of Pathology211(2). (pp. 252-9).



57

Gaeta, H., Friedman, D., Ritter, W., & Cheng, J. (2001). An event-related potential
evaluation of involuntary attentional shifts in young and older ade#tgchology &
Aging, 161), 55-68.

Garrod, R., Bestall, J. C., Paul, E. A., Wedzicha, J. A., & Jones, P. W. (2000).
Development and validation of a standardized measure of activity of daily iiving
patients with severe COPD: The london chest activity of daily living scale
(LCADL). Respiratory Medicine, 98), 589-596.

Gilhooly, K.J., Gilhooly, M.L., Phillips, L.H., Harvey, D., Murray, A., & Hanlon, P.
(2007). Cognitive aging: Activity patterns and maintenance intenthaneg and
Human Developmen5(3). (pp. 259-280).

Gillen, G. (2006). Cerebrovasuclar Accident/Stroke. In H. M. Pendleton & W. Schultz-
Krohm (eds.)Pedretti’s occupational therapy: Practice skills for physical
dysfunction(6™ ed., pp. 802- 837). St. Louis, Missouri: Mosby Elsevier.

Gitlin, L.N. (2005). Measuring performance in instrumental activities of diailyg. In
M. Law, C. Baum, W. Dunn (Eds.)Measuring Occupational Performan¢znd
ed., pp. 227- 247). Thorofare, NJ: SLACK Incorporated.

Gitlin, L. N., Winter, L., Dennis, M.P., Cororan, M., Schinfeld, S., Hauck, W.W. (May
2006). A Randomized Trial of a Multicomponent Home Intervention to Reduce
Functional Difficulties in Older AdultsThe American Geriatrics Socitey4(5).
(pp. 809-16).

Glogoski, C., Milligan, N.V., Wheatley, C.J. (2006). Evaluation and Treatment of
Cognitive Dysfunction. In H. M. Pendleton & W. Schultz-Krohm (eds.),
Pedretti's occupational therapy: Practice skills for physical dysfundired.,

pp. 589- 608). St.Louis, Missouri: Mosby Elsevier.



58

Gold, S. M., Dziobek, I., Sweat, V., Tirsi, A., Rogers, K., Bruehl, H., Tsui, W.,
Richardson, S., Javier, E., Convit, A. (2007). Hippocampal damage and memory
Impairments as possible early brain complications of type 2 diabetes.
Diabetologia, 5(4), 711-719.

Goodpaster, B. H., Chomentowski, P., Ward, B. K., Rossi, A., Glynn, N. W., Delmonico,
M. J., Kritchevsky, S.B., Pahor, M., Newman, A.B. (2008). Effects of physical
activity on strength and skeletal muscle fat infiltration in older adults: A
randomized controlled triallournal of Applied Physiology, 1(8, 1498-1503.

Gregg, E. W., Beckles, G. L., Williamson, D. F., Leveille, S. G., Langlois, J. A,,

Engelgau, M. M., Narayan, K.M. (2000). Diabetes and physical disability among
older U.S. adultsDiabetes Care, 43), 1272-1277.

Gregory, P.C., Fried, L.P. (January 2003). Why do older adults decide they are having
difficulty with a task? American Journal of Physical Medicine & Rehabilitation.
82(1). (pp. 9-16).

Grodstein, F., Chen, J., Wilson, R. S., Manson, J. E., & Nurses'Health, S. (2001). Type 2

diabetes and cognitive function in community-dwelling elderly worbeabetes
Care, 246), 1060-1065.

Gure, T. R., Kabeto, M. U., Blaum, C. S., & Langa, K. M. (2008). Degree of disability
and patterns of caregiving among older americans with congestive heaet failur
Journal of General Internal Medicine, @3, 70-76.

Haacke, C., Althaus, A., Spottke, A., Siebert, U., Back, T., & Dodel, R. (2006). Long-
term outcome after stroke: Evaluating health-related quality of lifey wsility

measurement$troke, 371), 193-198.



59

Haas, L. (2007). Functional decline in older adults with diabgt@&rican Journal of
Nursing, 1076 Suppl), 50-54.

Haegerstrom-Portnoy ,G. (February 2005). The Glenn A. Fry Award Lecture 2003:
Vision in elders--summary of findings of the SKI stu@ptometry & Vision
Science82(2), (pp. 87-93).

Hayase, D., Mosenteen, D., Thimmaiah, D., Zemke, S., Atler, K., Fisher, A.G. (2004).
Age-related changes in activities of daily living abildyustralian Occupational
Therapy Journal51. (pp. 192-198).

Herriotts, P. (February 7, 2005). Identification of vehicle design requirener@der
Drivers.Applied Ergonomics36(3), (pp. 255-62).

Hillegass, E., Sadowsky, S.H. (200&Eksentials of cardiopulmonary physical therapy
Philadelphia: W.B. Saunders.

Hollmann, W., Struder, H.K, Tagarakis, C.V.M., King, T. (December 2007). Physical
Activity and the ElderlyEuropean Journal ofCardiovascular Preventi¢pp.
730-739).

Holm, K., & Foreman, M. (2006). Analysis of measures of functional and cognitive
ability for aging adults with cardiac and vascular disedsernal of
Cardiovascular Nursing, % Suppl 1), S40-5.

Holstein, B. E., Due, P., Almind, G., Avlund, K. (2007). Eight-year change in functional
ability among 7-= to 95-year-oldScandinavian Journal of Public HealtB5.

(pp. 243-249).

Huntley, N. (2008). Cardiac and pulmonary diseases. In M.V. Radomski & C.A.

Trombly Latham (Eds.)Qccupational Therapy for Physical Dysfuncti@l ed.,

(pp-1295-1320). Philadelphia: Lippincott Williams & Wilkins.



60

Jamison, P.W., Orchanian, D.P. (2007). Cerebrovascular Accident. In B. J. Atchison &
D. K. Dirette (Eds.)Conditions in Occupational Therapy Effect on
Occupational Performano@™ ed., pp. 167- 194). Philadelphia: Lippincott
Williams & Wilkins.

Janssen-Pharmaceutica NV (2008, March 30) Round-the-Clock Resources fortBemeni
In About DementiaRetrieved March 28, 2008, fromw.dementia.com

Jerant, A., Kravitz, R., Moore-Hill, M., & Franks, P. (2008). Depressive symptoms
moderated the effect of chronic iliness self-management training on feedicgf
Medical Care, 46b), 523-531.

Jett, K. (2008). Chronic disease in late life. In P. EbersolegeBs,H .A. Touhy, K. Jett,
A.S. Luggen (Authors),Toward Healthy Aging Human Needs & Nursing
Responsd7" ed., pp. 222-268). St. Louis: Moby Elsevier inc.

Jett, K. (2008). Physiologial changes with aging. In P. Ebersoldée$s, T.A. Touhy, K.
Jett, A.S. Luggen (Authors)ioward Healthy Aging Human Needs & Nursing
Responsg7™ ed., pp. 65-87). St. Louis: Mosby Elsevier inc.

Kapella, M. C., Larson, J. L., Patel, M. K., Covey, M. K., & Berry, J. K. (2006).
Subjective fatigue, influencing variables, and consequences in chronic obstructive
pulmonary diseas@&ursing Research, §5), 10-17.

Kostyniuk, L. P., & Shope, J. T. (2003). Driving and alternatives: Older drivers in
michigan.Journal of Safety Research,(3% 407-414.

Lai, S. M., Studenski, S., Duncan, P. W., & Perera, S. (2002). Persisting consequences of
stroke measured by the stroke impact scaieke, 387), 1840-1844.

Lavery, L., Vander Bilt, J., Chang, C. C., Saxton, J. A., & Ganguli, M. (2007). The

association between congestive heart failure and cognitive performance in a



61

primary care population of elderly adults: The steel valley seniors survey.
International Psychogeriatrics, {8), 215-225.

Lawton, M.P., Brody, P. (1969). Assessment of older people: Self-maintaining and
instrumental activities of daily livingserontologist 9. (pp. 179-186).

Lee, G., Fradet, L., Ketcham, C.J., Dounskaia, N. (Feb 2007). Efficient control of arm
movements in advanced agxperimental Brain Research. (17}, 78-94.

Lee, W. S., Cheung, W. H., Qin, L., Tang, N., & Leung, K. S. (2006). Age-associated
decrease of type IIA/B human skeletal muscle fib€hsical Orthopaedics &
Related Research, 45P31-237.

Letts, L., Bosch, J. (2005). Measuring occupational performance in basic estofiti
daily living. In M. Law, C. Baum, W. Dunn (EdsNleasuring Occupational
Performancd2nd ed., pp. 179- 225). Thorofare, NJ: SLACK Incorporated.

Liesker, J. J., Postma, D. S., Beukema, R. J., ten Hacken, N. H., van der Molen, T.,
Riemersma, R. A., van Zomeren, E.H., Kerstjens, H.A. (2004). Cognitive
performance in patients with COPBespiratory Medicine, 48), 351-356.

Liu, K. P., Chan, C. C., Chu, M. M., Ng, T. Y., Chu, L. W., Hui, F. S., Yuen, H.K,,
Fisher, A.G. (2007). Activities of daily living performance in demei@a
Neurologica Scandinavica, 1(®, 91-95.

Lytras, A., Tolis, G. (September 2007). Assessment of endocrine and nutritionairstatus
age-related catabolic states of muscle and oweent Opinion in Clinical
Nutrition and Metabolic carel0(5), 604-610.

Marottoli, R. A., de Leon, C. F. M., Glass, T. A., Williams, C. S., Cooney, L. M.,Jr, &

Berkman, L. F. (2000). Consequences of driving cessation: Decreased out-of-



62

home activity levelsJournals of Gerontology Series B-Psychological Sciences &
Social Sciences, ), S334-40.

Matthews, M.M. (2006). Cardiac and Pulmonary Disease. In H. M. Pendleton & W.
Schultz-Krohm (Eds.Redretti’'s occupational therapy: Practice skills for
physical dysfunctio6” ed., pp. 1139-1156). St. Louis, Missouri: Mosby
Elsevier.

Maty, S. C., Fried, L. P., Volpato, S., Williamson, J., Brancati, F. L., & Blaum, C. S.
(2004). Patterns of disability related to diabetes mellitus in older walnamals
of Gerontology Series A-Biological Sciences & Medical Sciencé®), 3918-153.

Mercier, L., Audet, T., Hebert, R., Rochette, A., & Dubois, M. F. (2001). Impact of
motor, cognitive, and perceptual disorders on ability to perform activities gf dail
living after stroke Stroke, 3f1L1), 2602-2608.

Morewitz, S.J., Goldstein, M.L. (2007Aging and chronic disorder8uffalo Grove, IL:
Springer.

Morgan, L.A., Kunkel, S.R. (2007Aging, Society, and The Life Cour‘és{‘.j ed.). New
York: Springer Publishing Co.

National Center for Injury Prevention and Control. (2008). Preventing falls: how to
develop community-based fall prevention programs of older adults. Atlanta,Ga:
Centers for Disease Control and Prevention.

National Institute on Aging. (2003Izheimer’s Disease: Unraveling the Mystery.
Washington, DC: National Institutes of Health.

Naftali, R., Rodrigue, K. M., (August 17, 2006). Differential aging of the brainePat,
cognitive correlates and modifiefdeuroscience & Biobehavioral Reviews.

30(6). (pp. 730- 748).



63

Newman, A.B., Arnold, A.M., Naydeck, B.S., Fried, L.P. (October 2003). Successful
Aging: effect of subclinical cardiovascular diseasehices of Internal
Medicine.163(19). (pp. 2315-2322).

Newson, R.S., Kemps, E.B. (2006). The nature of subjective cognitive complaints of
older adultsAging and Human Developme68(2). (pp. 139-151).

Newson, R.S., Kemps, E.B. (Jul-Sep 2006). The influence of physical and cognitive
activities on simple and complex cognitive tasks in older adtdserimental
Aging Research. 32). (pp. 341-62).

Oldridge, N. B., & Stump, T. E. (2004). Heart disease, comorbidity, and activity
limitation in community-dwelling elderlyEuropean Journal of Cardiovascular
Prevention & Rehabilitation, %), 427-434.

Ortapamuk, H., & Naldoken, S. (2006). Brain perfusion abnormalities in chronic
obstructive pulmonary disease: Comparison with cognitive impairrAanals of
Nuclear Medicine, 2@), 99-106.

Park, S. W., Goodpaster, B. H., Strotmeyer, E. S., de Rekeneire, N., Harris, T. B.,
Schwartz, A. V., Tylavsky, F.A., Newman, A.B. (2006). Decreased muscle
strength and quality in older adults with type 2 diabetes: The health, aging, and
body composition studyiabetes, 5), 1813-1818.

Pitta, F., Troosters, T., Spruit, M. A., Probst, V. S., Decramer, M., & Gosselink, R.
(2005). Characteristics of physical activities in daily life in chronidrolbtve
pulmonary diseasémerican Journal of Respiratory & Critical Care Medicine,
171(9), 972-977.

Pohjasvaara, T. |, Jokinen, H., Ylikoski, R., Kalska, H., Mantyla, R., Kaste, M.,

Erkinjuntti, T. (2007). White matter lesions are related to impaired instrumenta



64

activities of daily living poststrokelournal of Stroke & Cerebrovascular
Diseases, 1®), 251-258.

Porter, E.J. (April 2007). Problems with preparing food reported by frail older wome
living alone at homeAdvances in Nursing Scien@9(2). (pp. 159-74).

Porter, E.J. (May 2007). Scales and tales: older women's difficulty with dakg.t
Journals of Gerontology Series B-Psychological Sciences & Social Sciences
62(3). (pp. S153-9).

Powers A.C. (2001). Diabetes Mellitus. In: E. Braunwald, et al. (el@s)ison’s
Principles of Internal Medicing15" ed, pp. 2109- 2137). New York: Mcgraw-
hill.

Quintana, L.A. (2008). Optimizing Vision, Visual Perception, and Praxis Abilities.
M.V. Radomski & C.A. Trombly Latham (EdsQccupational Therapy for
Physical Dysfunctio6” ed., pp.728-747). Philadelphia: Lippincott Williams &
Wilkins.

Ralston, L. S., Bell, S.L., Monte, J.K., Rainey, T.B., Brayman, S., Shotwell, M. (2001).
Giving Up the Car Keys: Perceptions of Well Elders and Famitiegsical &
Occupational Therapy in Geriatric49(4).

Ragland, D. R., Satariano, W. A., & MacLeod, K. E. (2005). Driving cessation and
increased depressive symptoidwsurnals of Gerontology Series A-Biological
Sciences & Medical Sciences(8)0) 399-403.

Raz, N., Rodrigue, K. M., (August 17, 2006). Differential aging of the brain: Patterns,
cognitive correlates and modifiefdeuroscience & Biobehavioral Reviews.

30(6). (pp. 730- 748).



65

Robinson-Smith, G., Johnston, M. V., & Allen, J. (2000). Self-care self-efficacytyquali
of life, and depression after stroldachives of Physical Medicine & Rehabilitation,
81(4), 460-464.

Sandland, C. J., Singh, S. J., Curcio, A., Jones, P. M., & Morgan, M. D. (2005). A profile
of daily activity in chronic obstructive pulmonary diseak®urnal of
Cardiopulmonary Rehabilitation, 25), 181-183.

Scheffer, A. C., Schuurmans, M. J., van Dijk, N., van der Hooft, T., & de Rooij, S. E.
(2008). Fear of falling: Measurement strategy, prevalence, risk facibrs a
consequences among older perséage & Aging, 371), 19-24.

Schultz-Krohn, W., Foti, D., Glogoski, C. (2006). Degenerative Diseases of the central
nervous system. In H. M. Pendleton & W. Schultz-Krohm (eBegdretti’s
occupational therapy: Practice skills for physical dysfuncti@hed., pp. 802-

837). St. Louis, Missouri: Mosby Elsevier.

Seo, Y., Roberts, B. L., Pina, I., & Dolansky, M. (2008). Predictors of motor tasks
essential for daily activities among persons with heart faillinernal of Cardiac
Failure, 144), 296-302.

Sinclair, A. J., Girling, A. J., & Bayer, A. J. (2000). Cognitive dysfunction in older
subjects with diabetes mellitus: Impact on diabetes self-management afdcase
services. all wales research into elderly (AWARE) stilgbetes Research &
Clinical Practice, 503), 203-212.

Singh, M.A. (May 2002). Exercise comes of age: rationale and recommendations for a
geriatric exercise prescriptidournals of Gerontology Series A-Biological

Sciences & Medical Sciencég(5). (pp. 262-82).



66

Sommerfeld, D. K., Eek, E. U., Svensson, A. K., Holmqvist, L. W., & von Arbin, M. H.
(2004). Spasticity after stroke: Its occurrence and association with motor
iImpairments and activity limitation§troke, 361), 134-139.

Spirduso, W.W., Francis, K.L., MacRae, P.G. (208%)ysical dimensions of agirg"
ed.). Champaign, IL: Human Kinetics.

Snap Surveys US. (1987-2006). (Version 9.14) [Computer software]. Portsmouth, NH:
Pease International Tradeport.

Surprenant, A.M., Neath, 1.(2007) Cognitive Aging. In J.M. Wilmoth & K.F. Ferraro
(Eds.)Gerontology Perspectives and Issug& ed., pp.89- 109). New York:
Springer Publishing Co.

Taylor, R.R. and Kielhofner, G. (2006). Collecting Data. In G. Kielhofner (Editor)
Research in occupational therapy methods of inquiry for enhancing prégfice
530-547). Philadelphia: F.A. Davis Company.

Tipton-Burton, M., Mclaughlin, R., Englander, J. (2006). Traumatic Brain Injury. In H.
M. Pendleton & W. Schultz-Krohm (eds.)Pedretti’s occupational therapy:
Practice skills for physical dysfuncticéﬁth ed., pp. 838- 872). St. Louis, Missouri:
Mosby Elsevier.

Tkac, J., Man, S.F.P., Sin, D.D. (2008). Assessing the systemic conseqoe@@PD.
In S.I. Rennard, R. Rodriquez-Roisin, G. Huchon, N. Roche (&is)ical
Management of chronic obstructive pulmonary dis¢a¥eed, pp.165-187).

Touhy, T.A. (2008). Mobility. In P. Ebersole, P. Hess, T.A. Touhyjd{t, A.S. Luggen
(Authors),Toward Healthy Aging Human Needs & Nursing Respoi&eed.,

pp. 65-87). St. Louis: Mosby Elsevier inc.



67

Touhy, T.A. (2008). Cognition and caring for persons with cognitive imgaitmin P.
Ebersole, P. Hess, T.A. Touhy, K. Jett, A.S. Luggen (Authdrsyvard Healthy
Aging Human Needs & Nursing Respon&®! ed., pp. 548-581). St. Louis:
Mosby Elsevier inc.

Treitz, F. H., Heyder, K., & Daum, . (2007). Differential course of executiver@ont

changes during normal agingging Neuropsychology & Cognition, (3, 370-393.

Turvey, C. L., Klein, D. M., & Pies, C. J. (2006). Depression, physical impairment, and
treatment of depression in chronic heart faildournal of Cardiovascular
Nursing, 213), 178-185.

US Department of Health & Human Services, National Institutes of Healtipnisht

Heart, Lung, and Blood Institute. (2004) Available at:

http://www.nhlbi.nih.gov/health/public/lung/otheofod _fact.pdf Whatls.html

van den Bergemons, H., Bussmann, J., Balk, A., Keijzer-Oster, D., & Stam, H. (2001).
Level of activities associated with mobility during everyday life in patienth
chronic congestive heart failure as measured with an "activity morftoysical
Therapy, 819), 1502-1511.

van Haastregt, J. C., Zijlstra, G. A., van Rossum, E., van Eijk, J. T., & Kempen, G. .
(2008). Feelings of anxiety and symptoms of depression in community-living older
persons who avoid activity for fear of fallingmerican Journal of Geriatric
Psychiatry, 163), 186-193.

van de Port, I. G., Kwakkel, G., van Wik, 1., & Lindeman, E. (2006). Susceptibility to

deterioration of mobility long-term after stroke: A prospective cohortystud

Stroke, 371), 167-171.



68

Vatten, L. J., Nilsen, T. I., & Holmen, J. (2006). Combined effect of blood pressure and
physical activity on cardiovascular mortalijournal of Hypertension, 240),
1939-1946.

Wan, H., Sengupta, M., Velkoff, V.A., DeBarros, K.A. (2085)+ in the united states:

Current population reportaNashington, DC: U.S. Government Printing Office.

Warren, M. (2006). Evaluation and treatment of visual deficits following brain injury
H. M. Pendleton & W. Schultz-Krohm (ed$edretti’'s occupational therapy:
Practice skills for physical dysfuncticﬁﬁth ed., pp. 532- 572). St. Louis, Missouri:
Mosby Elsevier.

Whitbourne, S.K. (2005Adult Development & Aging: biopsychosocial perspectives)
(2" ed.). MA: John Wiley & Sons, INC.

Wicklund, A. H., Johnson, N., Rademaker, A., Weitner, B. B., & Weintraub, S. (2007).
Profiles of decline in activities of daily living in non-alzheimer demewrtizheimer
Disease & Associated Disorders,(2), 8-13.

Williams, K.N. (August 2008). Reasoning Exercises in Assisted Living (BEa\
feasibility studylssues in Mental Health Nursing. 39 ,(pp.797-816).

Windsor, T. D., Anstey, K. J., Butterworth, P., Luszcz, M. A., & Andrews, G. R. (2007).
The role of perceived control in explaining depressive symptoms associdted wit
driving cessation in a longitudinal studyerontologist, 4{2), 215-223.

Woodson, A.M. (2008). Stroke. In M.V. Radomski & C. A. Trombly Latham (Eds.),
Occupational Therapy for Physical Dysfuncti@ ed., pp.1001-1041).
Philadelphia: Lippincott Williams & Wilkins.

Yasuda, N., Zimmerman, S., Hawkes, W. G., Gruber-Baldini, A. L., Hebel, J. R., &

Magaziner, J. (2004). Concordance of proxy-perceived change and measured



69

change in multiple domains of function in older persdosrnal of the American
Geriatrics Society, 52), 1157-1162.

Zimmerman, M.E., Pan, J.W., Hetherington, H.P., Katz, M.J., Verghese, J., Buschke H.,
Derby, C.A., Lipton, R.B(April 29, 2008). Hippocampal neurochemistry,
neuromorphometry, and verbal memory in nondemented older adeltslogy.
70(18). (pp- 1594- 1600).

Zinn, S., Bosworth, H. B., Hoenig, H. M., & Swartzwelder, H. S. (2007). Executive

function deficits in acute strok@rchives of Physical Medicine & Rehabilitation,

88(2), 173-180.



70

Table 1
Older Adult and Caregiver Demographics
Older adults Caregiver
N=12 N=12
Frequency Percent Frequency Percent
Gender Male 6 50 4 33
Female 6 50 8 67
Education Some High 4 33 0 0
school
High school 2 17 5 42
diploma
Some college 4 33 4 33
Associates 0 0 1 8
Degree
Bachelor 1 8 1 8
Degree
Ethnicity  African 3 25 3 25
American
Caucasian 9 75 9 75




Table 2
Older Adult Chronic lliness

Chronic Disease Frequency
CVA* 7
Heart Disease & CVA 2
Heart Disease & Diabetes 1
Heart Disease, CVA, & Diabetes 1
CVA & Diabetes 1

Note: N= 12
* Only CVA

71



Table 3
Frequency and Percent of Caregiver Relationship and Amount of
Contact with Older Adult

Frequency Percent

Amount of Contact Lives with 8 67
Visits several times a day 1 8

Visits once a day 1 8

Visits 4-5 times a week 2 17

Relationship Spouse 3 25
Child 6 50

Friend 3 25

Note: N=12



Table 4

Older Adult Meaningfulness and IADL Level of Function

73

IADL

Meaningfulness
Mean (SD)(N)

PLOF
Mean (SD)(N)

Current level
Mean (SD)(N)

Shopping for groceries
Planning a meal
Cooking

Driving

Planning a trip
Community Participation
Home Management
Yard work

Managing Finances
Managing Medication

Phone use

3.17 (1.12) (12)
3.33(1.23) (12)
3.67(1.30) (12)
4.08(1.08) (12)
2.58(1.08) (12)
3.25(1.14) (12)
3.33(1.23) (12)
3.42(1.31) (12)
3.42(1.31) (12)
4.00(1.04) (12)

3.50(1.38) (12)

4.33 (.52) (6)
4.12(.35) (8)
4.50(.55) (8)
4.60(.52) (10)
4.00(.00) (5)
4.00(.00) (7)
4.25(.46) (8)
4.29(.49) (7)
4.29(.49) (7)
3.70(.68) (10)

4.00(.00) (8)

3.83(.41) (6)
2.75(1.03) (8)
4.25(.46) (8)
3.80(1.14) (10)
3.40(.89) (5)
4.29(.49) (7)
4.00(.00) (8)
4.00(1.00) (7)
3.43(.98) (7)
3.60(.84) (10)

2.25(.71) (8)

Note: PLOF= previous level of function



Table 5
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Careqiver Perception of Older Adult Meaningfulness and IADL Level of fikamc

IADL

Meaningfulness

Mean (SD)(N)

PLOF
Mean (SD)(N)

Current level
Mean (SD)(N)

Shopping for groceries
Planning a meal
Cooking

Driving

Planning a trip
Community Participation
Home Management
Yard work

Managing Finances
Managing Medication

Phone use

3.83(1.03) (12)
3.64(1.20) (11)
3.55(1.29) (11)
4.17(.92) (12)
3.55(1.04) (11)
3.64(1.21) (11)
3.73(1.19) (11)
3.75(1.06) (12)
4.25(1.14) (12)
4.00(.95) (12)

4.08(1.31) (12)

4.60(.52) (10)
4.44(53) (9)
4.25(.463) (8)
4.55(.52) (11)
4.38(.52) (8)
4.50(.54) (8)
4.25(.46) (8)
4.18(.87) (11)
4.40(1.27) (10)
4.55(.52) (11)

4.70(.48) (10)

4.20(.92) (10)

3.67(1.32) (9)
4.25(1.04) (8)
4.64(,51) (11)
3.12(1.55) (8)
4.38(.52) (8)
4.25(1.04) (8)
4.40(.52) (10)
2.90(1.45) (10)
3.27(1.27) (11)

2.40(1.17) (10)

Note: PLOF= previous level of function



Table 6

Meaningfulness of IADLs to Older Adults
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IADL Strongly Disagree  Neutral Agree Strongly
Disagree Agree
Shopping for groceries 5 1 5 1
Planning a meal 5 5 2
Cooking 4 4 4
Driving 2 5 5
Planning a trip 9 2 1
Community Participation 5 6 1
Home Management 5 5 2
Yard work 5 4 3
Managing Finances 5 4 3
Managing Medication 2 6 4
Phone use 1 3 5 3

Note: N= 12 Question; (IADL)is meaningful and important to you.



Table 7

IADL Meaningfulness to Older Adults

IADL Not Important  Neutral Important
2 10
Driving
Managing Medication 2 10
Cooking 4 8
Phone use 4 8
Planning a meal 5 7
Community Participation 5 7
Home Management 5 7
Yard work 5 7
Managing Finances 5 7
Shopping for groceries 5 1 6
Planning a trip 9 3

Note: N= 12



Table 8

Paired Sample T-test Comparing Older adult and Caregiver Perception of

Meaningfulness

Older Adult Caregiver T value Sig.
Meaningfulness| Meaningfulness (2-tailed)
Mean (SD) Mean (SD)
N=12
IADL

Shopping for groceries 3.17 (1.12) 3.83(1.03) 12 1.88 0.08
Planning a meal 3.27(1.27) 3.64(1.21) 11 0.841 0.42
Cooking 3.64(1.36) 3.55(1.29) 11 -0.32 0.76
Driving 4.08(1.08) 4.17(.94) 12 -0.36 0.73
Planning a trip 2.64(1.12) 3.55(1.04) 11 2.32 0.04*
Community Participation 3.36(1.12) 3.64(1.21) 11 0.90 0.39
Home Management 3.45(1.21) 3.73(1.19) 11 1.00 0.34
Yard work 3.42(1.31) 3.75(1.06) 12 1.48 0.16
Managing Finances 3.42(1.31) 4.25(1.14) 12 242 0.03*
Managing Medication 4.00(1.04) 4.00(.95) 12 0.001 1.001
Phone use 3.50(1.38) 4.08(1.31) 12 1.87 0.09

* p< 0.05



Table 9
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Paired Sample T-test Comparing Older Adult Perception of IADL Function

IADL N PLOF Current level t value Sig.
Mean (SD) Mean (SD)

Shopping for groceries 6 4.33 (.52) 2.17(.41) 13.00 .001*
Planning a meal 8 4.13(.35) 3.25(1.03) 2.50 .041*
Cooking 8 4.50(.55) 1.75(.46) 8.78 .001*
Driving 10 4.60(.52) 2.20(1.1) 5.62 .001*
Planning a trip 5 4.00(.00) 2.60(.89) 3.50 .025*
Community Participation 7 4.00(.00) 1.71(.49) 12.39 .001*
Home Management 8 4.25(.46) 2.00(.00) 13.75 .001*
Yard work 7 4.29(.49) 2.00(1.00) 4.38 .005*
Managing Finances 7 4.29(.49) 2.57(.98) 3.62 011~
Managing Medication 10 3.70(.68) 2.40(.84) 4.33 .002*
Phone use 8 4.00(.00) 3.75(.71) 1.00 351

Note: Previous and current level of function were not measured for IADLs thainae

considered meaningful, PLOF= previous level of function, Scores for currentere|

reversed.
* p< 0.05
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Table 10
Paired Sample T-test Comparing Caregiver Perception of IADL Function

IADL N PLOF Current level t value Sig.
Mean (SD) Mean (SD)

Shopping for groceries 10 4.60(.52) 1.80(.92) 9.64 .001*
Planning a meal 9 4.44(.53) 2.33(1.32) 4.64 .001*
Cooking 8 4.25(.463) 1.75(1.03) 540  .001*
Driving 11 4.55(.52) 1.36(.51) 12.08  .001*
Planning a trip 8 4.38(.52) 2.88(1.55) 2.65 .03*
Community Participation 8 4.50(.54) 1.62(.52) 8.21 .001*
Home Management 8 4.25(.46) 1.75(1.04) 5.40 .001*
Yard work 10 4.20(.87) 1.60(.52) 6.50 .001*
Managing Finances 10 4.40(1.27) 3.10(1.45) 1.86 .096
Managing Medication 11 4.55(.52) 2.73(1.27) 6.14 .001*
Phone use 10 4.70(.48) 3.60(1.17) 3.50 .007*

Note: Previous and current level of function were not measured for IADLs thanet
considered meaningful, PLOF= previous level of function, Scores for currentene|
reversed.
* p< 0.05
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Table 11

Paired T-test Comparing Older Adult and Caregiver Perception of PLOF

N Mean tvalue Sig. (2-tailed)

Participant

Shopping for groceries  Older Adult 6 4.33 1.58 .18
Caregiver 6 4.67

Planning a meal Older Adult 7 4.14 1.55 A7
Caregiver 7 4.43

Cooking Older Adult 7 4.57 -1.55 A7
Caregiver 7 4.29

Driving Older Adult 10 4.60 .01 1.01
Caregiver 10 4.60

Planning a trip Older Adult 5 4.00 1.01 37
Caregiver 5 4.20

Community Participation Older Adult 7 4.00 2.12 .08
Caregiver 7 4.20

Home Management Older Adult 8 4.25 0.01 1.01
Caregiver 8 4.25

Yard work Older Adult 7 4.29 0.01 1.01
Caregiver 7 4.29

Managing Finances Older Adult 7 4.29 0.01 1.01
Caregiver 7 4.29

Managing Medication  Older Adult 10 3.70 2.86 .019*
Caregiver 10 4.60

Phone use Older Adult 8 4.00 4.58 .003*
Caregiver 8 4.75

Note: PLOF= previous level of function
* p< 0.05
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Table 12
Paired T-test Comparing Older Adult and Caregiver Perception of Curregit afeFunction
N Mean t value Sig. (2-tailed)

Participant

Shopping for groceries  Older Adult 6 2.17 -.67 0.530
Caregiver 6 1.83

Planning a meal Older Adult 7 3.14 -1.87 0.111
Caregiver 7 2.29

Cooking Older Adult 7 1.71 0.00 1.001
Caregiver 7 1.71

Driving Older Adult 10 1.40 -1.81 0.104
Caregiver 10 2.20

Planning a trip Older Adult 5 3.40 1.09 0.338
Caregiver 5 2.60

Community Participation Older Adult 7 1.71 0.01 1.001
Caregiver 7 1.71

Home Management Older Adult 8 2.00 -0.68 0.516
Caregiver 8 1.75

Yard work Older Adult 7 2.00 -1.92 0.103
Caregiver 7 1.43

Managing Finances Older Adult 7 2.57 1.87 0.111
Caregiver 7 3.57

Managing Medication Older Adult 10 2.40 0.84 0.423
Caregiver 10 2.80

Phone use Older Adult 8 3.75 -0.261 0.802
Caregiver 8 363

*p< 0.05
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Graph 1

IADL Meaningfulness to Older Adults
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Graph 2
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Graph 3
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Mean Perception of Meaningfulness of IADL tasks to Older Adults and their
Caregiver

M Older adults

B Caregivers

Note: Mean scores used




Q1

APPENDIX A: PARTICIPANT ACTIVITY SURVEY

Participant Activity Survey

Shopping for groceries is meaningful and
important to you.
Strongly Disagree...........ccoeeveveemvnneeinnernrnnnane.
DiSagree.....c.couevveeiiieieniie et

Neutral

Strongly Agree ..

Q2 Prior to your health condition, you were able to

Q3

Q4 What specific difficulties are you having with this

Q5

shop for groceries without help.

Strongly Disagree..........c.cooeeevveveerecemeceeeeeas
Disagree.

Neutral ..o

Your health condition has significantly affected

your ability to shop for groceries independently.

Strongly Disagree...........ccceveverinenneeesiirccenes
DisSagree..........ccovviiimiicccnee e

Neutral ...

task right now?

How are you addressing each difficulty?

Q6 Planning a meal is meaningful and important to

you.

Strongly Disagree
Disagree.

Neutral

Q7  Prior to your health condition, you were able to

plan a meal without help.

Strongly Disagree
Disagree.

Neutral

Q8 Your health condition has significantly affected

your ability to plan a meal independently.

Strongly Disagree....
Disagree.

Neutral

Q9 What specific difficulties are you having with this

task right now?

Q10 How are you addressing each difficulty?




Q11 Cooking is meaningful and important to you.

Strongly Disagree...........ccccovvinueiiereveereeneiienens
DiSAGree.......cceveimeeieeeticeerirerse s

Neutral....

Agree..

Strongly Agree

Q12 Prior to your health condition, you were able to
cook without help.

Strongly Disagree............ccoueemiueeeeeveeeriieceeeenees
DiSAGree.......ovvceiieeereeiireet vt

L]

L]

NEULFEL ...ttt |:|
-0

]

Q13 Your health condition has significantly affected
your ability to cook independently.

Strongly DISAGree. .........c.oveveeerevcvveeiriiesrecsaenns D

DiISAGIEE.....evurererrerrrrresrsreesscseressesseesesseseeseseese D
NEULFAL ..ot e D

Q14 What specific difficulties are you having with this
task right now?

Q15 How are you addressing each difficulty?

Q16 Driving is meaningful and important to you.

Strongly Disagree

DiISAGIEE.......cecvreeercrireetee ettt rnrans D

Neutral

Q17 Prior to your health condition, you were able to

drive without help.

Strongly Disagree
Disagree.

Neutral

Q18 Your health condition has significantly affected
your ability to drive independently.

Strongly Disagree

Disagree.

Neutral ........cooeeverececcreeeeeen.

Q19 What specific difficulties are you having with this
task right now?

Q20 How are you addressing each difficulty?
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Q21 Planning trips is meaningful and important to
you.

Strongly DiSAGree........ouvuureeeuerueeeceeeeeeceesiseneae D

DISAGEE. .....cvrreeraraeeeresiessersessssesssessseeeeseereesseees D
T F————————————— l:]

Q22 Prior to your health condition, you were able to
plan trips without help.

Strongly DISAGree. ......ccocovueeririrerereniriereeeseerenns D

DiSAGree........cvurrereiirecreres et D
NEULFAL ....coecvineet et D

Q23 Your health condition has significantly affected
your ability to plan trips independently.

Strongly Disagree....
Disagree

Neutral........c.ooooiceiirnec s

Q24 What specific difficulties are you having with this
task right now?

Q25 How are you addressing each difficulty?

Q26 Participating in church and/or social events is
meaningful and important to you.
Strongly Disagree
Disagree.

Neutral

Q27 Prior to your health condition, you were able to
participate in church and/or social events without
help.

Strongly DiSAgree.........covueuevvvevreereeesereonn |:|
Disagree...

Neutral ..

Q28 Your health condition has significantly affected
your ability to participate in church and/or social
events independently.

Strongly Disagree
DISAGree...........covmieeeertit e
Neutral

Strongly Agree ....

Q29 What specific difficulties are you having with this
task right now?

e

Q30 How are you addressing each difficulty?




Q31 Home management (for example cleaning the
house, laundry, dishes, sweeping) is meaningful
and important to you.

Strongly Disagree

D17 1o (T R

L]
L]
Neutral . |:|
L]
L]

Agree

Strongly AQree ......ouvevisiseerreeeriresnesisssesssesessens

Q32 Prior to your health condition, you were able to )
care for your home without help.

Strongly DiSagree.......ccoeerrrerrsrsereseransensssssessnns

Disagree SRR AN e nevasesaeenman
Neutral..........

Agree

I

Strongly Agree

Q33 Your health condition has significantly affected
your ability to care for your home independently.

Strongly Disagree

Disagree .

[]
Neutral........ l:l
[]
[]

Agree...

Strongly AQree ... eecreerereeecveresseseenssesessssesnens

Q34 What specific difficulties are you having with this
task right now?

Q35 How are you addressing each difficulty?
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Q36 Yard work is meaningful and important to you.

Strongly DiSagree.........oouuewmrevniveeereeneeeeeressrennnn D

DISAGree. .....c.ocvitrererereteeeccee e eeeer e |:|
NEUtral ........oveceeeeee e |:|

Strongly Agree ....

Q37 Prior to your health condition, you were able to
complete yard work without help.

Q38 Your health condition has significantly affected
your ability to complete yard work independently.

Strongly Disagree...

Disagree
Neutral

Q39 What specific difficulties are you having with this
task right now?

Q40 How are you addressing each difficulty?




Q41 Managing your finances (paying bills) is
meaningful and important to you.

Strongly Disagree

DISBETEE: s vosssssessnsarmmas e eaiihen noens s smema s emens

L]
L]
Neutral D
L]

Agree

Strongly Agree

Q42 Prior to your health condition, you were able to
manage your finances without help.

Strongly Disagree.

Disagree

Q43 Your health condition has significantly affected
your ability to manage your finances

independently.
Strongly Disagree. |:|
Disagree.. ettt |:|
Neutral........ D
Agree... . D
Strongly Agree D

Q44 What specific difficulties are you having with this
task right now?

Q45 How are you addressing each difficulty?
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Q46 Managing your medication is meaningful and
important to you.
Strongly Disagree
Disagree.
Neutral

Q47 Prior to your health condition, you were able to
manage your medication without help.

Strongly Disagree

Disagree.

Neutral

Q48 Your health condition has significantly affected
your ability to manage your medication

independently.
Strongly Disagree..............c.vevveevonereeereesrrrsan, D
DiSAGre . ........oveeeicireiete e D

Neutral ..

Q49 What specific difficulties are you having with this
task right now?

Q50 How are you addressing each difficulty?




Q51 The ability to use the phone is meaningful and
important to you.

Strongly DISAGree..........ocovvueeeveeeveesrsreseeeeeeeeennns D

[ DL T, =T N——————— YOS D

Q52 Prior to your health condition, you were able to use
the phone without help.

Strongly DiSagree.......ccccvuvvvivvrerereirieeeesnisinenns D

DiSAGIER.......vriereerrerecistssesnssessese et esess s snnas D
NEULFAL .....oeuveresr et D

Q53 Your health condition has significantly affected
your ability to use the phone independently.

Strongly DISagree..........ccuevevvececvevieerreieeseecinnns D

DiSBGTEB wsssmssusmmasssessmsiseasssess tnramnssensensansesrassase D
NEULFAL ...t D

Q54 What specific difficulties are you having with this
task right now?

Q55 How are you addressing each difficulty?

Q56 Is the another meaningful task that your health
condition has affected?

Q57 What specific difficulties are you havi ng with this
task right now?

Q58 How are you addressing each difficulty?




Demographics

Q59 How old are you?

Q60 Gender

Q61 What is the highest academic qualification you
have attained?
High school diploma.........cc.cooinervcinnvncnniin e,

Some College ......oviuieeiecie e

Associates Degree...........cccceoeeuririeeecciiivieneennns

(BA/BS)

[]

[

B f A | i D
achelor of Arts or Bachelor of Science Degre?” D
[

Q62 What is your ethnic background?

American Indian/Alaskan Native..............c....c...... I:]
Black/Non-HiSpanic...........cccovueecvevieecereeerecnnnn. D
Asian/Pacific Islander.............coeveeevceevrerreennnn.. |:|

[ 1107 [ ——————— D

White/Non-HiSPanic ........c...o.overeereesreersesieens [:‘

Q63 What is your main disability? (Check one)

Heart diSease........ccocovuveeeueereeeceececeeeee e, D

Stroke

Q64 If you have been hospitalized recently, please tell
me the date.

Q65 How long were you in the hospital?

Q66 Do you live alone?

Q67 Where does your closet family member live?
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APPENDIX B: ACTIVITY SURVEY FOR CAREGIVERS

Activity Survey For Caregivers

Instructions: Please answer each of the following questions regarding your family member's ability
to complete the identified instrumental activities of daily living. If the activity has little meaning to
your family member or if your family member does not complete the activity feel free to skip that
page.

Are you available for a follow up phone interview? (optional)

Is so, what is your phone number?

Grocery Shopping

Q1 Your family member's ability to shop for groceries is meaningful and important to him/her.

g?;%ggleye ..... 7 Disagree.....[ ] Neutral........ ] Agree......... |:] ig:)er;gly ...... D
Q2 Prior to your family member's health condition, he/she was able to shop for groceries without help.

g’:;zr;glet ....... D Disagree....... D Neutral ......... D Agree............ |:| itgrz;gly ........ D
Q3 Your family member's health condition has significantly affected his/her ability to shop for groceries

independently.

gtlgcgggrle); ....... D Disagree....... D Neutral ......... |:| Agree............ |:| ig;r;gly ........ D

Q4 What specific difficulties is your family member having with this task right now? (Please list)

Q5

I

ow is your family member addressing each difficulty?

Q6 How are you addressing each difficulty?




Q7

Qs

Q9

Q10

Q11

Q12

Planning a meal

Your family hember‘s ability to plan a meal is meaningful and important to him/her.

Strongly I:l Disagree....... D Neutral ......... D Agree............ Ij

Disagree.......

Prior to your family member's health condition, he/she was able to plan a meal without help.

Strongly |:| Disagree....... D Neutral ......... |:| y.¥o T NOm— D

Disagree.......

Your family member's health condition has significantly affected his/her ability to plan a meal independently.

Strongly |:| Disagree....... D Neutral ......... D Agree............ D

Disagree.......

What specific difficulties is your family member having with this task right now? (Please list)

I

ow is your family member addressing each difficulty?

How are you addressing each difficuity?
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Cooking

Q13 Your family member's ability to cook is meaningful and important to him/her.
g};c;r;gr;ge ....... I:I Disagree....... D Neutral ......... D Agree............ |:| /S\g;r;gly .......
Q14 Prior to your family member's health condition, he/she was able to cook without help.
gf;gr;ggleye ....... I:I Disagree....... D Neutral ......... D Agree............ |:l ig?er?ly .....
Q15 Your family member's health condition has significantly affected his/her ability to cook independently.
gf;c;r;grga ....... D Disagree....... D Neutral ......... D Agree............ D itgr;r\egly ........
Q16 What specific difficulties is your family member having with this task right now? (Please list)
Q17 How is your family member addressing each difficulty?

Q18 How are you addressing each difficulty?




Q19

Q20

Q21

Q22

Q23

Q24

Driving

Your family member's ability to drive is meaningful and important to him/her.

Strongly I:‘ Disagree....... |:| Neutral ......... D Agree............ D Strongly

Disagree.......

Prior to your family member's health condition, he/she was able to drive without help.

Strongly D Disagree....... D Neutral ......... D Agree............ |:] Strongly

Disagree.......

Your family member's health condition has significantly affected his/her ability to drive independently.

Strongly D Disagree....... |:| Neutral ......... D Agree............ D Strongly

Disagree.......

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?
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Q25

Q26

Q27

Q28

Q29

Q30

Planning trips

Your family member's ability to plan trips is meaningful and important to him/her.

g};zr;grle); D Disagree....... |:| Neutral ......... D Agree............ D Strongly D

Prior to your family member's health condition, he/she was able to plan trips without help.

gfgoar;grge D Disagree....... D Neutral ......... D Agree........... D Strongly D

Your family member's health condition has significantly affected his/her ability to plan trips independently.

Strongly l__—] Disagree....... D Neutral ......... D Agree............ D Strongly D

Disagree.......

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?
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Q31

Q32

Q33

Q34

Q35

Q36

97

Participating in church and/or social events

Your family member's ability to participate in church and/or social events is meaningful and important to
him/her.

g:;c;r;gr& ‘:l Disagree....... D Neutral ......... D Agree............ I___| Strongly |:|

Prior to your family member's health condition, he/she was able to participate in church and/or social events
without help.

Strongly l:l Disagree....... |:| Neutral ......... D Agree............ [:I Strongly D

Disagree.......

Your family member's health condition has significantly affected his/her ability to participate in church and/or
social events independently.

Strongly D Disagree....... D Neutral ......... D Agree............ I:‘ Strongly |:|

Disagree.......

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?




Q37

Q38

Q39

Q40

Q41

Q42
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Home Management

Your family member's ability to manage their home (for example cleaning the house, laundry, dishes,
sweeping) is meaningful and important to him/her.

g};‘;’;grg‘e D Disagree....... D Neutral ......... D Agree............ D Strongly l:l

....... Agree............

Prior to your family member's health condition, he/she was able to care for their home without help.

gf;:’;grleye ...... D Disagree....... l:‘ Neutral ......... D Agree .......... D Strongly I:]

Agree...........

Your family member's health condition has significantly affected his/her ability to care for their home
independently.

Sf;c:;?i D Disagree....... D Neutral ......... D Agree ........... D Strongly D

....... Agree...........

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?




Q43

Q44

Q45

Q46

Q47

Q48

Yard Work

Your family member's ability to do yard work is meaningful and important to him/her.

Strongly l:l Disagree....... D Neutral ......... D Agree........... [:I Strongly

Disagree.......

Prior to your family members health condition, he/she was able to complete yard work without help.

Strongly D Disagree....... D Neutral ......... D Agree............ D Strongly

Disagree.......

Your family member's health condition has significantly affected his/her ability to complete yard work
independently.

Strongly Disagree....... Neutral ......... Agree............ Strongly
Disagree....... D |:] D |:|

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?
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Q49

Q50

Q51

Q52

Q53

Q54
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Managing Finances

Your family member's ability to managing their finances (paying bills) is meaningful and important to
him/her.

g?;zr;grge l:l . Disagree....... D Neutral ......... l:‘ AGree ... D Strongly l:l

....... Agree............

Prior to your family member's health condition, he/she was able to manage their finances without help.

g:gr;grleye D Disagree....... D Neutral ......... D Agree ........... |:| Strongly I:]

....... Agree............

Your family member's health condition has significantly affected his/her ability to manage their finances
independently.

g:;c;r;gr:aye D Disagree....... I:I Neutral ......... l:l Agree ......c... D Strongly D

....... Agree ...

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?




Q55

Q56

Q57

Q58

Q59

Q60

Managing Medication

Your family member's ability to managing their medication is meaningful and important to him/her.

Strongly [:, Disagree....... D Neutral ......... D Agree............ D

Disagree.......

Strongly

Prior to your family member's health condition, he/she was able to manage their medication without help.

g}g;?ge ....... l:l Disagree....... D Neutral ......... D Agree............ D

Your family member’s health condition has significantly affected his/her ability to manage their medication

independently.

Strongly D Disagree....... D Neutral ......... D Agree............ D

Disagree.......

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?
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Q61

Q62

Q63

Q64

Q65

Q66

Phone Use

Your family member's ability to use the phone is meaningful and important to him/her.

Strongly

Disagree....... Neutral ......... Agree............ Strongly
Disagree....... |:] D I:I D

Prior to your family member's health condition, he/she was able to use the phone without help.

Strongly D Disagree....... D Neutral ......... l:] Agree........... l:] Strongly

Disagree.......

Your family member's health condition has significantly affected his/her ability to use the phone
independently.

Strongly D Disagree....... l:l Neutral ......... D Agree............ D Strongly

Disagree.......

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?
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Q73

Q74

Q75

Q76

Other

It there another meaningful task that your family member's health condition hés affected?

What specific difficulties is your family member having with this task right now? (Please list)

How is your family member addressing each difficulty?

How are you addressing each difficulty?
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Demographics

Q77 How old are you? Q82 What is your ethnic background?

D American Indian/Alaskan Native.......................... D

Black/Non-Hispanic...............ccoeeevvvereeesrerrnnn, D
Q78 Gender Asian/Pacific Islander .............co.ocovevevooeeeenn, D
MaI ... vreeve ettt D HISPANIC oo l:l
M@ oo |:| White/Non-HiSpanic .............cooeeveeevevererorsnn |:|
Q79 What is your relation to the client? Qa3 %222;53’::;?&‘3’ )membefs iain disability?
SPOUSE. ....cocmiarereniiesesse e eassesssssessessessenee |:] €
Child .o |:\ Heart disease..........cooeevevvieriverieiceeeeeeeeran, |:|
Grandchild .........oveceeeceeeeeeeiceeeece e D Stroke ... EI
SIbliNG.....oeeiiiii e D Cardiac Obstructive Pulmonary Disease
e = ors .0
Dementia |:|
DIabetes. ......ocueveeeeeeiee ettt en s D
Q80 How often do you see your family member?

He/she lives with me....

Q84 What was the date of your family member's last

Several times a day hospitalization?

Atleastonce aday.........cooeeveecnvreniinnsiecienennns
4-5times aWeek ..........ccvevriersinniieninenie e

13 tiMes B/ WEEK: ..cvrarisnmssnesimssinsmossmssssmsmsarminass

ONCE @ WEEK ......eeieieeciiie e e e e
Q85 How long were they in the hospital?

Q81 What is the highest academic qualification you
have attained?

High school diploma.......cccccveveeerrneceeeeeen. D
SOME COIEGE ...t l:‘
Associates Degree...........c.cvevveceeeeeecereeieeseianene D
Bachelor of Arts or Bachelor of Science Degree

(BA/BS) ]

Master's Degree ....

Thank you for your time!



APPENDIX C: CONSENT FORM
CONSENT DOCUMENT

Title of Research Study: Assessing the Risk of IADL Tasks from th@&sige of
Medically-at-risk Older Adults and their Caregivers.

Principal Investigator: Jennifer Gaudy

Institution: East Carolina University, Occupational Therapy Department
Address: 3452 West Gate Dr Greenville, NC

Telephone #: (910) 612-7184

PURPOSE AND PROCEDURES

The purpose of this study is to determine what tasks or activity demands podg a safe
hazard for medically-at-risk older adults who plan to live independently. Dadtaewil
collected by survey and interview from older adults with a recent health/hedic
conditions and a family member/caregiver.

POTENTIAL RISKSAND DISCOMFORTS

We don't anticipate any risks to you from participation in this study.

POTENTIAL BENEFITS

There will be no direct benefit to the study’s participants. However, theges$uttis
study will impact future planning for occupational therapy intervention txically-at-
risk older adults. The study will identify IADL tasks that may presentysagks and

will help plan a screening tool to determine what kind and level of risk for oldes.adult

SUBJECT PRIVACY AND CONFIDENTIALITY OF RECORDS

Your privacy and confidentiality will be maintained. The completed surveys and
interview will be locked away. While there will probably be publications asdtref
this study, your name will not be used. Only group characteristics will be lpedblis

COSTSOF PARTICIPATION & COMPENSATION

You will not receive any monetary compensation for your participation in thdy.st

VOLUNTARY PARTICIPATION
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Participating in this study is voluntary. If you decide not to be in this studyiteifies
already started, you may stop at any time without losing benefits thahgalds
normally receive. You may stop at any time you choose without penalty.

PERSONSTO CONTACT WITH QUESTIONS

The investigator will be available to answer any questions concerning trasctgsgow
or in the future. You may contact the investigators, Jennifer Gaudy at (910)612-7184
anytime or Anne Dickersof252) 744-6190 M-F 8am to 5pm.

If you have questions about your rights as a research subject, you may Cdiathef
the University and Medical Center Institutional Review Board at phone number 252-744
2914,

If you would like to report objections to this research study, you may call tbe EC
Director of Research Compliance at phone number 252-328-9473 or the PCMH Risk
Management Office at 252-847-5246.

CONFLICTSOF INTEREST

This study is funded by East Carolina University which is supporting the cosis of t
research._Neithahe research site, ntre investigator will receive any financial benefit
based on the results of this study.

CONSENT TO PARTICIPATE

Title of research study: Assessing the Risk of IADL Tasks from the Perspective of
Medically-at-risk Older Adults and their Caregivers.

| have read all of the above information, asked questions and have receivedaatisfac
answers in areas | did not understand. (A copy of this signed and dated consentlform wil
be given to the person signing this form as the participant or as the partgipant’
authorized representative.)

Participant's Nam&PRINT) Signature Date Time

PERSON ADMINISTERING CONSENT: | have conducted the consent process and
orally reviewed the contents of the consent document. | believe the participant
understands the research.

Person Obtaining conseiPRINT) Signature Date



