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This Grounded Theory study describes the process by which older persons “become” volunteers. Forty interviews of older persons
who volunteered for Habitat for Humanity were subjected to secondary content analysis to uncover the process of “becoming”
a volunteer. “Helping out” (core category) for older volunteers occurs within the context of “continuity”, “commitment” and
“connection” which provide motivation for volunteering. When a need arises, older volunteers “help out” physically and financially
as health and resources permit. Benefits described as “blessings” of volunteering become motivators for future volunteering.
Findings suggest that older volunteering is a developmental process and learned behavior which should be fostered in older persons
by personally inviting them to volunteer. Intergenerational volunteering projects will allow older persons to pass on knowledge
and skills and provide positive role modeling for younger volunteers.

1. Introduction

As the numbers of older adults in developed countries in-
crease, it becomes increasingly necessary to view aging dif-
ferently than we have in the past. According to U.S. statistics,
12.8% of the population was over the age of 65 in 2009.
Further, individuals who reached the age of 65 could expect
to live an additional 19.8 years if female, and an additional
17.1 years, if male [1]. Along with increased life expectancy is
increased productive years. Policy focus worldwide is shifting
from attention on dependency, frailty, and poor health
commonly thought of as associated with aging toward a focus
on healthy and productive aging and quality of life [2].

One indication of productive aging is volunteering. Older
adult volunteering has become a topic for research and
discussion in many countries including Spain, Hong Kong,
Korea, and Australia [3–6]. Recent U.S. statistics reveal that
28.3% of older adults 55 to 64 years of age and 23.9% of
those aged 65 and older volunteered in some capacity in the
year 2008 [7]. While these numbers are encouraging, this also
means that more than 70% of older American adults did not
volunteer.

There have been numerous studies exploring volunteer-
ing in older adults in the last ten years. These studies have
shown many benefits of volunteering to older adults, includ-
ing: better physical and psychological health, increased well-
being, increased life satisfaction, lower mortality risk, lower
functional dependence, and lower levels of depression [8–
12]. However, while benefits of volunteering for older adults
have been well researched, it is not yet known how these older
adults “become” volunteers. Understanding of why and how
older adults volunteer is essential if service agencies hope to
attract and increase their numbers of older volunteers.

The purpose of this grounded theory study is to describe
the process by which older adults become volunteers.
“Become” as used in this study is a term describing how
these older adults incorporate volunteering into who
they are and not just what they do. It is our hope that
understanding of how older adults become volunteers may
lead to interventions to engage more numbers of older adults
in volunteering.

1.1. Background. In an attempt to discover why and how old-
er adults volunteer, many studies have explored common
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motivators regarding older adult volunteering. Altruism has
been found to be one of the most significant motivating
factors for older adults to volunteer [8–10, 13–15]. Other
key factors include increased age [16], the need to increase
self-esteem by feeling useful and productive [14], the need to
fulfill a moral obligation to society [14], and the utilization
of talent and expertise through volunteering and interacting
with others [15, 17, 18]. Still other studies indicate more ego-
istic reasons for volunteering such as companionship [19],
peer support and a sense of purpose and personal growth
[20], continued productivity, acquisition of a new skill, a
sense of personal satisfaction, and a response to a perceived
sense of role loss [8, 10, 19]. Inclusive organizational cultures,
flexible volunteer options, intergenerational volunteering
opportunities, and opportunities for older unemployed and
training programs have also been identified as incentives to
volunteer [21].

Several studies have identified barriers that hinder
older adult volunteering. Among barriers identified in the
volunteering research literature are time commitment and
financial constraints [8, 10, 15, 21]. Sometimes, older adults
identified that they were not as involved as they would like to
be due to involvement in other activities and responsibilities
[18], or they had concerns about being overcommitted [15].
A study by Jirovec and Hyduck [22] revealed that low income
and lack of education prevented some adults from taking
part in the volunteer experience. Other authors, such as
Mutchler et al. reported that some older adults identified
difficulty finding opportunities that were appealing and
flexible [23]. Further, the culture of organizations may also
be a contributing factor to a lack of older volunteers. Some
organization cultures caused concerns over age discrim-
ination, and other organizations’ preference for younger
volunteers and nonwelcoming attitudes towards new vol-
unteers were cited as barriers to volunteering in one study
[21].

Previous studies identifying motivating and hindering
factors of volunteering have provided valuable information
in understanding older adult volunteers. However, these
studies focused on specific factors such as benefits, motivat-
ing factors and barriers to volunteering, not on the process
of volunteering. This study proposed to address that gap
by exploring the process of becoming an older volunteer.
Understanding of the process of how an older adult becomes
a volunteer will provide a more complete and dynamic
viewpoint of older volunteering.

1.2. Theoretical Perspective. In grounded theory research, the
theory is derived from the words of the participants. The the-
ory is not derived from another theoretical framework. How-
ever, no research is atheoretical. Researchers always possess
a perspective or viewpoint of reality. As nurse researchers,
we were guided by a nursing theoretical perspective that
uniquely framed, but did not dictate the findings, in this
study. The theoretical perspective for this study was Margaret
Newman’s theory of health as expanding consciousness [24].
Within this theoretical perspective, consciousness is defined
as the informational capacity of a person to interact with the
environment and can be seen in the quality and diversity

of interactions between persons and their environment.
Expanding consciousness is viewed as a process whereby a
person becomes more of oneself, finds greater meaning in
life, and reaches new connectedness with other people and
the world in which they live [24].

There are choice points or factors in the lives of indi-
viduals that represent opportunities for personal growth
and facilitate change in person-environment interactions.
This growth and change is reflected in patterns of expanding
consciousness such as increased relatedness with others or
a higher being. Patterns will vary according to the unique
configuration of each person-environment situation. How-
ever, the theory of health as expanding consciousness posits
that there will be similarity of patterns among people who
share similar life experiences. This study sought to identify
those common patterns. Within this framework, increased
interactive patterns of interpersonal relationships such as
those formed during volunteer work can be viewed as a man-
ifestation of expanding consciousness. The theory of health
as expanding consciousness provided a perspective for inter-
preting the accounts of the participants and identifying pat-
terns of interaction, thus providing a framework interpreting
the development of the emerging theory. Volunteering, in
this study, was viewed as a pattern of expanding interactions
with others and therefore a manifestation of expanding
consciousness.

2. Methods

We used a grounded theory secondary data analysis method
for this study. After removing any identifiers from original
transcripts from an earlier study of a convenience sample
of 40 older individuals who volunteered for a Habitat
for Humanity “blitz build” [25], the data were subjected
to secondary analysis to uncover a substantive theory of
becoming an older volunteer. The original mixed-methods
study [25] used qualitative interviews to learn about health,
functioning, motivation, culture, and volunteering patterns
of older volunteers. All participants in the earlier study were
asked open-ended questions regarding their volunteering
activities past and present, earliest memories of volunteering,
perceived benefits and barriers to volunteering, how they
chose volunteering activities, and why they volunteered
during 60-to-90-minute face-to-face interviews. Original
interviews were conducted during the early fall of 2006, and
participants gave permission for the data to be used in other
studies when they consented to the initial study. University
Institutional Review Board (IRB) approval was obtained for
the earlier study and this secondary analysis.

To put the original study in context, a Blitz Build is
an intense, physically challenging activity during which
a group of volunteers come together through Habitat for
Humanity to build a complete home within a week. Habitat
for Humanity International is an organization that uses
volunteers of all ages to help build affordable houses for those
in need. They operate all over the world in 90 countries, all 50
U.S. states, the District of Columbia, Guam, and Puerto Rico
[26].
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This secondary data analysis study used grounded theory
methodology to inductively develop a theory that was
grounded in actual experiences and faithful to everyday real-
ity as conveyed by the actual participants’ accounts of those
events. Grounded theory was chosen because it is especially
useful for uncovering process. This method was developed
by sociologists for the purpose of “discovery of theory
from data systematically obtained from social research”
[27, page 2]. It is particularly useful for the understanding
of fundamental social-psychological patterns [28] such as
volunteering. Uncovering the process of “becoming” an
older volunteer has the potential to lead to identification of
methods to recruit and affect the process in other older adults
thereby possibly increasing numbers of older volunteers.

Data analysis was carried out in accordance with the
techniques recommended by grounded theory researchers,
Strauss and Corbin [29]. All qualitative data analysis was
conducted using a team approach, with research team
members consisting of faculty and graduate students from
the University College of Nursing, coming together to read,
code, analyze, and develop the emerging theory. The analysis
process initially involved line-by-line reading of transcripts
and identification of significant words or phrases (open
coding) in order to break the data into pieces for the
purposes of close analysis. Focused coding that is designed to
identify and clarify larger more prominent concepts followed
this process. Axial coding was utilized to connect the
illuminated concepts and construct theory. A core category
was identified, and all other categories were related to it
by means of a paradigm model that identified context,
antecedents, actions/interactions, intervening conditions,
and consequences in order to fully capture the process.
Finally, a story line describing the process was written, and
the theory was depicted by a diagram. Throughout analysis,
emerging findings were constantly compared to participant’s
words to assure that the findings were grounded in the data.
Truthfulness of the theory was obtained through adherence
to methodology, constant comparison of findings to partici-
pants’ words, and member checking with verification of the
finalized theory with several participants.

3. Results and Discussion

3.1. Sample Description. The sample for the original study
[25] consisted of 24 men and 16 women (N = 40) from
eleven southeastern states in the U.S. Participants were
mostly Caucasian (92.5%). Three participants were Hispanic
or other (7.5%). Mean age of participants was 68.64 years
(range = 57–88; SD = 6.27). Also, the majority of participants
were married (87.5%) and, in most cases, married couples
came together to the Habitat Build. Most participants were
semiretired (70%), but still working parttime. Eight partici-
pants (20%) were still employed fulltime. Many participants
had a high-school or higher level of education (82.5%).

3.2. A Grounded Theory of Older Adult Volunteering.
Through analysis of the transcripts from the 40 participants
of the original study, a theory of Becoming an Older Volunteer

was discovered. The grounded theory is depicted in Figure 1.
Readers may wish to refer to the diagram while reading the
story line with exemplars that follows. Pseudonyms are used
for all exemplars to protect anonymity of participants.

Core Category. When first asked about volunteering activ-
ities, the participants often responded that they did not
volunteer much, however, they “helped out here and there”
Helping out was the term they used for their volunteering
activities, and this term became the core category of our
theory. The older volunteers did not apply the term “vol-
unteer” to themselves, rather they saw themselves as people
who “help out.” It was apparent that helping out described
common patterns of interaction by the participants with
others. They also talked about years of helping out that began
back in childhood. This helped us to conceptualize becoming
a volunteer as a developmental process that evolves from
helping out. Judy, a 65-year-old woman who was very active
in her church, described how she helped out:

“I help at my church. I help in the dining room
when there is a death in a family. I prepare a
dish and I’ve gone and worked in the kitchen
and helped serve the meals. . . I take older
friends to their doctor’s appointments. That’s
my routine now. You know, more just helping
out, wherever.”

Another older woman, 70-year-old Susan, also described her
church related activities:

“I’m treasurer of my Sunday School and on the
finance committee. . . and my niece has a group
of kids she calls “Bible Buddies” and I got started
with them. I just thought it was a good idea for
me to be there. . . So, I’ve been there to just help
out with them, anything I can.”

Contextual Categories. There were three interacting and
overlapping contextual categories named continuity, connec-
tion, and commitment that formed a contextual background
for the core category. All three categories had a spiritual
thread interwoven throughout. When taken together, this
contextual background formed the motivational basis for the
older volunteer to participate in helping out. Each of these
contextual categories will now be discussed.

A desire to transmit values of caring to others that
participants had learned earlier in their lives and their desire
to pass on blessings they had received were named continuity
in the theory. Many participants related early childhood
memories of working together with their parents to help out
needy neighbors or do church work. Connection described
participants’ sense of kinship with others and their love
of people. These older adults felt a strong connection to
others, generally, to all humankind, and specifically, through
their churches and organization involvements. Belonging to
a group that was committed to volunteering was a strong
motivator for the participants to volunteer. Commitment
described the participants’ sense of personal responsibility to
help others. For many, this sense of commitment had roots
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Figure 1: Theory of “becoming” an older volunteer.

in their Christian beliefs. There was a sense of duty to help
others expressed by almost all participants. Jeannie, an 80-
year-old woman with a life-long connection to the Catholic
Church described helping out in her life:

“I helped my mother. . . My mother. . . was the
church cleaner in the Catholic church. . . so I
think that’s where I got my volunteering from.”
(continuity)

Tom, a 68-year-old who grew up in a rural community,
shared how this previous experience influenced his helping
out:

“Most of the folks working with our bunch. . .
grew up in the era where you helped your
neighbor too.” (continuity)

Joe, 72 years old, and 40-year member of a fraternal
organization that encouraged volunteering by members,
described how belonging to the organization influenced his
decisions in helping out:

“They are like a bunch of brothers, you know. . .
and it’s just a good feeling to be part of (civic)
group.” (connection)

He also went on to discuss his own commitment and
sense of personal responsibility to help others:

“I kindda feel a personal responsibility. . . I just
feel led. That’s what I need to do. . . I am my
brother’s keeper.” (commitment)

This sense of connection to others and a commitment
arising from spiritual beliefs was echoed in these two
statements by Mike, a 68-year-old retired life insurance
salesman:

“I love people and I’ve never had the heart to
say no, I guess, so I volunteer when I can.”
(connection). . . “God’s got a whole lot for me
to do and I feel like this is a part of it.”
(commitment)

Antecedent. Before the process of helping out could begin,
an antecedent event had to occur. The antecedent to the
entire process was recognizing a need. This recognition of
a need could occur in two ways: either an organization or
individual asked for help or the older adults saw a need that
they felt that they could meet individually or with others.
Some participants were reluctant to help unless personally
asked to do so, while others actively sought our opportunities
to help others. Ron, a 70-year-old retired welder described
how he recognized opportunities for helping out:

“Well, I, I’ve learned that I have to fill in where
it needs to be filled in. . . I’m willing to do it.”

Ron’s wife, 69-year-old Julie, described how she was
willing to help out and anticipated being asked to help out
every day:

“I’ve found out—what’s the use of planning out
your day? As soon as the first telephone rings,
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you know, the whole day is gone because there
is somebody that needs me. I just learned not
to—you just do every day what needs to be done
if there is a need and you see it. I don’t think
you would think twice about doing for your
neighbor, your friend. Whoever in need. . . I’ve
never been any other way.”

Jerry, an 82-year-old man who was less outgoing, did
not actively seek opportunities to help out. He described his
reluctance in help out unless he was asked to do so:

“If somebody says “I need your help”, I’ll help
em. If they don’t, why I don’t butt in. That’s it!”

Action/Interaction Strategy. Once a need was recognized,
participants begin a deliberative process of choosing to help.
The process of choosing to help consisted of several steps:
First, the older adult determined the worthiness of the
request or person needing help. Then, older volunteers
evaluated their resources and abilities to give help. Finally,
they determined the type of help they could give which
could be financial, physical, or supportive help or sharing of
knowledge, goods, or skills. Mary, a 65-year-old who assisted
several neighbors who were much older than she was by
running errands and taking them to appointments described
her feelings about choosing to help out:

“But these are genuine people that need help.
They know they can depend on me.”

Tom described his past personal experience of being poor
and needing help himself at one time and how it influenced
his decisions to help out:

“I love to help people that, you know, that I feel
like they appreciate it and they need it. Because
I came from being very poor. . . so now if I
see somebody that I know that they need help,
that’s got several children and they’ve become
divorced or widowed—I know they need help,
you know.”

Intervening Conditions. Factors or conditions that could be
either hindering or facilitating determined whether or not
help was given, and also what kind of help was given.
These intervening conditions included, but were not limited
to: time to participate in a project or help out, financial
resources, need for, and ability to travel, physical abilities or
disabilities and general health status, skills and spousal sup-
port of the person volunteering. Several of the older adults,
especially those 70-years old and older spoke of physical
limitations which negatively impacted either the amount or
type of volunteering they did. However, many participants
considered volunteering to be a priority, and they continued
to volunteer, but adapted what they contributed physically
by adapting activities to their physical conditions. This area
is addressed more completely in another publication [30].
Rebecca, a 70-year-old who frequently volunteered with her
husband Harry who was 72 years old, related how having
time to volunteer facilitated their ability to do so:

“I mean to us now we feel that we can do it now
because we both don’t have to say “I have to be
home” or “I have my children”. They are all gone
and they are all grown up so I feel I’m on my
own now.” (facilitating time)

Sam, a widower and the oldest participant at 88,
described how financial stability allowed him to be able to
volunteer:

“As I say, I’m pretty frugal and I invested a little
bit. . . So I have a fairly good little income and
I’m glad to share it with something that I think
will do some good.” (facilitating finances)

Jim, a 74-year-old who was anticipating a need for a hip
replacement, described how this placed physical limitations
on him and influenced his ability to help out:

“I can’t get down, you know, low, because you
know, it’s hard for me to get back up because of
my hip. Ain’t actually my hip—it’s the muscle in
my leg. But uh, yeah, I wish I could do more, but
I’m limited in, you know, that way.” (hindering
health condition)

Consequences. The result (consequences) of helping out was
described by participants as being blessed. The words blessed
or blessings were used frequently by participants when they
described benefits of volunteering. Participants related these
as general blessings or as spiritual, social, emotional, or
physical benefits gained as a result of the helping out expe-
rience. More importantly, these blessings reinforced their
volunteering and strengthened the contextual categories
of continuity, connection, and commitment, increasing the
likelihood that the older volunteer would volunteer again.

Blessings also increased the likelihood that these older
volunteers would actively seek future opportunities to volun-
teer and choose to help if asked. In fact, the more they helped
out, the more they wanted to help out. Julie related blessings
she received from volunteering:

“. . . you do something that they ask you to do
and. . . you are accomplishing something and
you feel good about yourself.”

Sam stated that he looked every day for an opportunity
to help others. He related:

“It just feels so good to get to share some of
the blessings that you had in your life. . . and
I would definitely recommend this to anybody
that wanted a blessing out of life. I feel blessed
and it is good to share some of your blessings
with somebody else.”

Ralph, a 69-year-old who was battling his own health
problems (lung cancer), but still continued to volunteer
whenever he was able, related the following:
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“I guess, you know, it all just boils down to
personal satisfaction. There is not a tremendous
amount, I mean, well, there’s no monetary
really, I don’t guess that I know of, but I just
enjoy helping people and being with people and
working with them.” (Ralph passed away a year
later).

Blessings, in the form of physical and mental benefits of
volunteering, were discussed by Carl, a very active 82-year-
old.

“Well, it will probably make you get more
exercise than you would ordinarily. So that helps
you, physical exercise and mind and everything
else.”

3.3. Discussion. As a result of analysis, it became very clear
to us that the term “volunteer” described not only what
these older volunteers did, but also who they were in a
wholistic sense. These older adults incorporated volunteering
as an integral part of their personal, emotional, and spiritual
identities. The Habitat for Humanity Blitz Build was only
one of many volunteering activities that the older partic-
ipants engaged in. They related stories of volunteering in
many different capacities both on a formal basis through
organizations and on an informal level through work in
their communities and with friends and family. Volunteering
activities included work with church and civic organizations,
assisting in voter registration and poll work, church mission
work in the U.S. and other countries, disaster relief work,
food ministry work, helping with disabled children, and
many other instances. Further, these participants volunteered
often, sometimes on a daily basis.

Our research shows that volunteering is a developmental
process and a learned behavior. This finding implies that
intergenerational volunteering projects should be encour-
aged, since volunteering is best learned by example. Inter-
generational projects will allow older adults to pass on
knowledge and skills and provide positive role modeling
for younger volunteers. Additionally, younger volunteers can
assist older adults with some aspects of volunteering projects
that may require more physical strength or agility. Nurses,
especially Parish Nurses, are in a unique position to assist
in developing faith-based volunteering projects that include
both older adults and youth members working together.
Volunteering projects that involve several generations sup-
port Warburton et al.’s [21] findings that intergenerational
opportunities are desired.

Previous volunteering experience is not a prerequisite for
an older adult to become a volunteer. A sense of commitment,
connection, or continuity (context), however, is a strong
motivator. Older adults, even without previous volunteering
experience, can and should, personally be invited to volun-
teer. Older adults will more likely volunteer if they belong to a
group or organization that volunteers. Our findings support
previous studies that show that connection with groups is
a motivating factor [3, 14, 19]. Nurses, through their work
with churches and other civic groups, should encourage

inclusion of older adults in organizations that have a variety
of ongoing volunteer projects available.

Also, positive volunteering experiences lead to the desire
to volunteer more. Once an older adult has volunteered,
additional positive volunteering experiences will lead to
more volunteering (blessings). Projects where older adults
can see the “fruits of their labors” and experience increased
social contact will provide more “blessings” and lead to
increased volunteering. Nurses should promote volunteering
as an activity choice for older adults. The physical and mental
benefits of such activities have been well documented in the
literature and are supported in this study.

Our findings regarding intervening conditions support
findings in other studies [8, 10, 15] that factors such as
time, health, and finances can act as barriers to volunteering
for older persons. However, while the time factor may
have been a barrier to volunteering earlier in their lives
while they were rearing children and involved in careers,
many of our participants reported having increased time
to volunteer because of retirement or semiretirement. Also,
once a commitment was made to volunteer, the time was
found since helping out became a priority. Health, unless
it impacts functioning significantly does not seem to affect
older adult volunteering either in this study or in the
literature. Older adults will find a way to volunteer within
their abilities, and nurses can assist older adults in finding
volunteering opportunities that are congruent with the older
person’s physical abilities. Further, for volunteer activities
where there may be a number of older adults participating,
nurses can volunteer themselves to be the on-site nurses
to provide first aide, check blood pressures, and assist with
health related issues.

Another barrier, that of limited finances, especially those
related to transportation, may hinder lower-income older
adults’ ability to volunteer. Nurses can assist lower-income
older adults with finding free or low-cost transportation
through local Offices on Aging or other volunteer transporta-
tion services which would increase the ability of older adults
to volunteer. Flexibility of scheduling while addressed in the
literature [23] was not discussed by our participants as a
problem or an incentive. However, volunteer opportunities
that allow older adults to participant on a “drop-in” type
of schedule would be more attractive and increase sustained
participation by this age group. Habitat for Humanity is
almost always involved in at least one building at any given
time, and they encourage participants of all ages and at any
time.

When our findings are viewed within the Newman
[24] perspective of health as expanding consciousness, the
antecedent in the theory of recognizing a need represents a
choice point for the participants to expand their interactions
and connections with others. Helping out becomes a new
pattern of relating for these participants in their older
years because of more time when they retire and also
financial ability, physical health, and spousal support. It
becomes apparent that older adults who become volunteers
have experienced expanding consciousness though increased
sense of connection and interactions with others. These
increased connections and the personal growth described
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by the participants were experienced as blessings in their
descriptions of the benefits they derived from volunteering.
In addition to increased connection with others, participants
described how volunteering strengthened their spiritual
connections. All participants felt that they were better people
because of their volunteering activities. Thus, we conclude
that volunteering leads to expanded consciousness as defined
by Newman [24].

This new theory also supports Register Theory by
Register and Herman [31]. The Register Theory posits that
connectedness is paramount in older life and suggests that
the tenets of connectedness produce quality of life in older
adults: metaphysical connectedness, spiritual connectedness,
biological connectedness, connectedness to others, and envi-
ronmental connectedness. Our theory of becoming an older
volunteer highlights the importance of connection to the
volunteering of older adults both as a contextual motivating
concept and as a consequence of volunteering which includes
blessings or benefits of connectedness to others and spiritual
connectedness. These patterns of connectedness contributed
to satisfaction and quality of life in the older volunteers in
this study.

There were some limitations to our study including small
convenience sample size (n = 40), all participants being
from the same geographic area, minimal ethnic diversity
in the sample, and all participants belonging to the same
organization. Additionally, all participants self-identified as
Christians. These limitations influence transferability of the
findings to similar groups of older volunteers. We hope
to address these limitations through future studies with
larger samples, in other geographic locations and with
more culturally diverse groups. Additionally, other religious
groups have humanitarian and volunteer projects and future
studies should include older Jewish, Buddhist, and Muslim
volunteers.

4. Conclusions

This paper has implication for nurses, as change agents
in their community roles to foster active recruitment and
involvement of older volunteers who are a valuable, largely
untapped resource. Older adults who are recruited will likely
respond, and as they gain positive benefits from volun-
teering, they will continue to participate in volunteering
activities. All communities can be stronger because of older
volunteers. These older volunteers can provide valuable
needed services that communities cannot afford to have if
they have to pay for them. Nurses can act as spokespersons
for older adults and assist with education of organizations
and individuals regarding the contributions that older adults
can make and foster a more positive attitude towards aging.

McBride [32] challenges all communities to develop ways
of engaging all older adults who have the interest to be
engaged. She offers an “institutional capacity perspective” for
development of civic roles for older adults that takes into
account interests, abilities, and capacities. Approaches such
as these could help to increase numbers of older volunteers.
Nations cannot afford to undervalue the resource they have

in potential older volunteers. Public officials and agencies
will find it necessary to be creative in attracting and retaining
older volunteers, especially those with lower incomes [33].

This study has provided new important information
about the process of how older adults become volunteers.
Understanding of this process and how it develops may lead
to strategies that better engage older adults in volunteering
and, more importantly, strategies that keep older adults
volunteering, thereby leading to increased health for the
older volunteers and many benefits for the communities in
which they live.
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With the global trend towards an increasingly ageing population, it is clear that nurses need to be equipped with the knowledge
and skills to fulfil significant roles in responding to future health and support needs. This paper reports the results of a survey
that aimed to identify and evaluate the attitudes of nurses, healthcare assistants, and nursing students towards older people. The
survey was undertaken in a rural county in the Republic of Ireland. It is reassuring that in our study, we found that these healthcare
workers hold positive attitudes towards older people. In addition, we found that study to a higher level at university appears to
mitigate towards holding more positive attitudes, and this is an important finding in light of the shift towards nursing as an
all-graduate profession.

1. Introduction

Healthcare workers are considered to be at particular risk of
developing ageist attitudes because they are exposed to a dis-
proportionate percentage of ill or dependent older people.
Research demonstrates that many factors have influence on
healthcare workers’ attitudes towards older people, including
age [1], gender [1–3], education [4–6], exposure to well older
people [7–10], area of practice [11–14], and professional
socialization [15]. An attitude is an evaluation of something
or someone on a continuum of like to dislike or favourable to
unfavourable [16]. Ageism has been defined as “a systematic
stereotyping of discrimination against people because they
are old” [17]. Ageism is perpetuated by the portrayal of older
people as frail, ill, suffering mental deterioration, poor and
dependent, and the alternative portrayal of living affluent life
styles and scrounging off the welfare state [18]. In addition,
budget constraints in the UK and Ireland which currently
pitch health services against social services over costs for
supportive care packages negate against timely discharge
from hospital and reinforce an overreliance on family
careers for support. These consequences are likely to further

reinforce the portrayal of older people as a burden on society.
Stereotypes such as these are in contrast with the reality
that the majority of older people lead fit and independent
lives [19]. Older people consider that inadequate housing,
low income, enforced retirement, and deficiencies in nursing
home care are evidence of ageism [20]. In addition, the
National Council of Ageing and Older People study under-
taken in 2005 in the Republic of Ireland concluded that
indirect discrimination, such as barriers to access of services,
inadequate transportation, excessive waiting in accident and
emergency and outpatient departments, and underfunded
community services, is widespread and frequent [21].

Internationally, older people care services have difficulty
in attracting and retaining staff [22, 23]. The status afforded
by health care workers to older people in their care has
received attention from researchers [20, 24, 25]. Minichiello
et al. provided evidence of older people being neglected or
treated as unimportant [20], and more recently Mitchell and
McCance indicated that older people perceive that they are
commonly denied an active role in making decisions about
their health and lives [25]. Reports of elder abuse cases in
care homes in the Republic of Ireland [26], mortality rates
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and neglect of older patients in a UK NHS hospital [27],
and substandard care of patients with dementia [28] have
indicated inadequate training, poor communication and
management, and insufficient access to specialist services and
rehabilitation therapy as contributing factors. The O Neill
report of systematic abuse of residents in the Leas Cross
nursing home in the Republic of Ireland highlighted that
managers and clinical leaders did not recognise the care
required to meet the needs of their residents [26]. In
addition, O Neill identified failures at Area Health Board, the
Health Service Executive (HSE), and government levels for
the quality of care the residents received. It was contended
that the low priority afforded by these public organisations
to the needs of older people and their failure to provide
adequate policy and legislation had direct consequences for
care standards. The quality of care that older people receive
in health services reflects the innate nature of ageism within
society. Indeed, chronic underfunding and low priority given
to the development of services for older people is considered
to profoundly influence how healthcare workers think about
working with older people [12, 26].

The Republic of Ireland has a population of 4,203,200,
and the proportion of its population aged 65 years and above
is 11.0% [29]. Initiatives in 2005 to counter ageism and elder
abuse in Ireland included a rise in the state old age pension
to reduce the poverty risk in its older population from
27% to 20% and an annual “say no to ageism” week [30].
The Health Service Executive in 2008 introduced mandatory
training on “Recognising and Responding to Elder Abuse in
Residential Care Setting,” which focused on discrimination
in general, but particularly ageism [31]. The “Fair Deal”
legislation introduced in 2009 espouses principles of equality
and fairness in access to services but acknowledges that
independent financial resources continue to have significant
influence on personal choice and timely supportive services
[32]. Ageing demographics is a global phenomenon, and
the Republic of Ireland is anticipating a 25% increase in
its population aged 65 years and over, from year 2004
to 2026 [29]. Given the rising percentage of older people
using hospital and community services, and almost weekly
accounts in the media of substandard care of older people, it
is important that the attitudes of healthcare workers towards
older people are re-examined.

2. Material and Methods

2.1. The Study. Our study was undertaken in a rural county,
where common to other rural counties of Ireland work
outside the home, and the migration of younger family
members to urban areas to seek work is challenging care
services for older people. In this county, health care is man-
aged through one acute regional hospital, nine community
hospitals, two community nursing units, and approximately
58 public health nurses. Older people in receipt of nursing
care will encounter ward managers, registered staff nurses,
healthcare assistants, public health nurses, community-
registered nurses, and student nurses, and the decision was
taken to include all these groups in a survey of attitudes
towards older people. The aim of this study was to explore

the attitudes held by these health care workers towards older
people in this rural population.

2.2. Objectives

(i) To measure, using Kogan’s Attitudes Towards Older
People Scale [KOP], the attitudes of health care
workers towards older people.

(ii) To compare scores on KOP across groups of health
care workers categorised by role title, length of service
in current role, and across work place setting.

(iii) To explore the relationship between highest educa-
tion attainment and KOP scores.

(iv) To make recommendations to inform education,
research, and practice.

The design of the study was a survey of attitudes of healthcare
workers towards older people. Attitudes towards older people
were measured using the Kogan’s Attitudes towards Older
People Scale [KOP], developed by Kogan in 1961 [33]. In
developing the scale, Kogan assigned older people the status
of a minority group, and the items in the scale originated
within ethnic minority stereotype research. The KOP is a
34-item Likert type scale with 17 matched positive and
negative statements; an example of negative-positive item
pair is “most older people tend to let their homes become
shabby and unattractive” and “most old people can generally
be counted on to maintain a clean, attractive home.” It
must be acknowledged that the Kogan Scale was developed
in the early 1960s, and it has been subject to criticism.
McLafferty has suggested that the scale measures societal
attitudes but does not take into account the particular
context in which nurses meet older people [34], and Iwasaki
and Jones highlight the diverse nature of older life and
that neither positive nor negative images can reveal the
ambiguous nature of people’s attitudes, views, and expe-
riences of ageing [35]. However, the scale has been used
extensively to measure attitudes towards older people across
a range of professional groups [3, 6, 8, 10, 11]. Kogan
investigated the scale’s reliability and reported Spearman-
Brown reliability coefficients ranging from 0.66, to 0.83, and
interscale item correlations ranging from 0.46 to 0.52 [33].
In addition, Kogan contended concurrent validity by the use
of measures of antiauthoritarian and antiminority attitudes.
The reliability of KOP has since been confirmed by other
researchers [3, 6, 8, 10, 11]. The KOP in our study was scored
on a 6-point Likert scale: 6: highly positive, 5: positive, 4:
slightly positive, 3: slightly negative, 2: negative, and 1: highly
negative. The negative statements were reverse scored, so that
higher scores were attributed to more positive attitudes. The
minimum score possible was 34, and the maximum score
possible was 204.

The questionnaire was prepared encompassing two
sections. Section 1 was designed to capture biographical
and contextual data such as gender, job title, length of
time in current role, work setting and highest education
qualification, and completion of a “healthcare/carers” course
and “care of older people” course. Section 2 comprised the



Nursing Research and Practice 3

“Kogan Attitudes towards Older People Scale” [33]. A par-
ticipant information letter was provided, and the voluntary
nature of completion was stated. Consenting participants
completed the questionnaire, sealed it in the envelope
provided, and placed it in a marked container in the practice
setting office for collection. The number of staff on duty
during the designated 24–hour data collection period in year
2009 was ascertained from service managers and duty rosters
to establish the questionnaire response rate.

3. Sampling and Ethical Considerations

The participants were employed within Health Service
Executive sectors as ward managers, registered nurses, public
health nurses, healthcare assistants, and student nurses. The
participants will be referred to collectively as healthcare
workers. The sampling strategy adopted was a convenience
sample of health care workers in the work settings of
an acute regional hospital, community hospitals, nursing
units, and in the community. In the regional hospital, the
sample comprised of all these healthcare workers from the
three general medical wards and two surgical wards and
its one rehabilitation ward. In the community, the sample
was comprised of all healthcare workers rostered to work
in the county’s nine community hospitals and its two
nursing units during the 24-hour data collection period.
Directors of nursing and managers agreed to distribute
the questionnaires during the collection period in 2009.
There are approximately 58 public health nurses based in
health centres throughout the county. Owing to the large
geographical nature of the county, a random sample of
twenty public health nurses were sent the questionnaire by
post, with a stamped addressed envelope for response.

The researcher received approval to proceed with the
study from the University of Ulster’s Research Ethics Com-
mittee and the Ethics Committee in the regional hospital.
The regional hospital has responsibility for both hospital
and community nursing services in the county. The main
ethical implications of this research were informed consent,
confidentiality, and anonymity of participants. The service
managers for the acute hospital, the community nursing
services, the community hospitals, and nursing units were
contacted and requested in writing for permission to dis-
tribute questionnaires to their health care workers, which
was granted. There was a minimal amount of risk associated
with this research, as the participants were staff employed
by the Health Service Executive. It was anticipated that the
research would help to identify those categories of healthcare
workers who may express ageist attitudes. Whilst there is a
link between attitude and predicted behaviour, expressing
ageist attitudes does not mean that a group of staff do not
give high-quality care. If ageist attitudes were expressed, then
recommendations for education interventions for these staff
would be proposed.

4. Data Analysis

The questionnaires were coded jointly by the first and
second author to ensure consistency of analysis, and standard

Table 1: Highest education qualification.

Valid Frequency Percent

No education qualification 3 1.6%

Junior cert/O level 7 3.7%

Leaving cert/A level 34 18.2%

Registered nurse training 56 29.9%

Degree/Higher Diploma/MSc 63 33.7%

Missing 24 12.8%

Total 187 100%

schemes were used to compute the scores for KOP. Data was
analysed using SPSS for Windows v.17 (SPSS Inc., Chicago,
IL). The KOP was computed by using a 6-point Likert
approach, in which the more positive attitudes towards older
people achieved a higher score. The KOP was totalled, and
cross-referenced to the returned questionnaires to address
any errors or missed data coding. Missing data on SPSS
was replaced with the midpoint number 3.5, a strategy
supported by Palliant [36]. Descriptive statistics were used
to explore the characteristics of the sample. For statistical
tests, the level of significance considered appropriate for this
study was a value for P of ≤.05. t-tests were conducted
to compare mean attitude scores across two groups. One-
way analysis of variance with post hoc comparisons were
conducted to examine whether attitudes were significantly
different between groups of health care workers.

5. Results

A total of 303 questionnaires were distributed to health care
workers, and 190 returned the completed questionnaires.
The study had an overall response rate of 62.2%, which is
comparable to response rates in similar studies of 57% [6]
and 69% [11]. Three questionnaires with five or more miss-
ing item data out of a total of 34 were withdrawn from the
study. Five returned questionnaires had some missing data
in Section 1, which requested information on occupation
and qualifications; these were not excluded from the KOP
analysis and the missing data remained. The prevalence of
health care worker occupations were registered staff nurses
85 (45.5%), health care assistants 49 (26.2%), ward managers
21 (11.2%), student nurses 19 (10.2%), and public health
nurses 11 (5.9%). The prevalence rate of highest educational
attainment was ascertained as outlined in Table 1, and it
was observed that 33.7% of nurses were university graduates
having attained a nursing degree, higher diploma, or MSc.
In addition, 83% of the healthcare assistants in this survey
had either undertaken a “healthcare/carers” course, a “care
of older people” course, or both.

The distribution of attitude scores was subjected to
tests of normality. Kolmogorov-Smirnov statistic equal to
0.200 was a nonsignificant result, and visual inspection
of the distribution of scores indicated normality (Table 2).
The internal consistency of the KOP was tested by using
Cronbach alpha. The measure was found to be reliable on the
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Table 2: Test of normality.

Kolmogorov-Smirnov

Tests of normality Statistic d.f. Sig.

Kogan’s Attitudes towards Older
People Scale [KOP]

0.048 187 0.200∗

∗This is a lower bound of the true significance.

Table 3: Kogan’s attitudes towards older people scale scores.

Range of scores Score n (%)

Very negative 34–62.3 0 (0)

Negative 62.4–90.7 0 (0)

Slightly negative 90.8–119.1 5 (2.7)

Slightly positive 119.2–147.5 95 (50.8)

Positive 147.6–175.9 83 (44.4)

Very positive 176–204 4 (2.1)

basis of the data obtained in the questionnaires (Cronback
a = 0.751). The variation of intensity of attitudes was
illustrated by dividing the potential range of scores into six
equal categories, and this showed that health care workers
held positive attitudes towards older people; indeed 97.3% of
scores fell into the “slightly positive” to “very positive” score
ranges (Table 3).

An independent sample t-test was used to compare
KOP mean attitude scores between males (N = 19) and
females (N = 167). Difference across gender was not
significant (P = .198). Participants were then categorised in 5
groups according to their job titles: ward manager, registered
nurse, public health nurse, student nurse, and healthcare
assistant. A one-way between-groups analysis of variance was
conducted to explore differences in attitudes between these
groups. Levene statistic was 0.202, indicating that we had
not violated the assumption of homogeneity of variance.
Although ward managers and public health nurses held
more positive attitudes (Figure 1), post-hoc comparisons
performed using the Tukey HSD test failed to detect a
significant difference in KOP scores between the groups (P =
.135).

A one-way between-groups analysis of variance was
conducted to explore the attitudes of participants categorised
into 7 groups by length of service in current role: those who
had worked ≤5 years; 6–10 years; 11–15 years; 16–20 years;
21–25 years; 26–30 years; ≥31 years. Levene statistic was
0.953, indicating that we had not violated the assumption
of homogeneity of variance. KOP scores between these
groups were not significantly different [F(6, 179) = 1.8,
P = .106]. An independent sample t-test was conducted
to explore attitudes between health care workers who
worked in acute care settings and those who worked in the
community/community hospital settings and mean attitudes
were not significantly different between these two groups
(P = .248). An independent sample T-test was conducted to
compare KOP scores for those who had attained a university
degree, higher diploma, or MSc and those who had not
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Figure 1: Kogan’s attitudes towards old people scale scores by job
title.

attained qualifications at university. There was a significant
difference in scores for university graduates (M = 149.34,
SD = 15.4), compared to those who had not attained
university qualifications [M = 144.88, SD = 12.45; t(161) =
2.02, P = .044].

6. Discussion

This study set out to explore the attitudes held by groups
of health care workers towards older people in a rural
population. It was reassuring to find that health care workers
in this rural county in the Republic of Ireland generally held
positive attitudes towards older people. Our study did not
detect significant differences in attitude scores measured by
KOP across gender, job title, length of service in current role,
and work place setting. In contrast, our study did detect
a significant difference in scores for university graduates,
when compared to those who had not attained a university
qualification, with university study associated with more
positive attitudes.

Research indicates that health care workers may hold
negative attitudes towards the structural context of work and
the restrictive practices that can pervade in older people care
settings. Research which supports this context dimension
[12, 13] suggests that attitudes can be negatively influenced
by the underresourced care environments experienced when
working with older people. Our study did not detect a
significant difference in KOP scores between health care
workers who worked in acute care services and those in
community, community hospital settings, or nursing units.
Hope [11] and later McLafferty and Morrison [14] reported
that health care workers in care settings for older people
had more positive attitudes towards older people than those
working in more acute care settings. However, more recently,
and similar to our findings, Gallagher et al.’s research [6]
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did not detect a significant difference in attitudes across work
setting. Organisational change, health service reform, early
supported discharge and ageing demographics in the last
two decades, and mediating towards a higher prevalence of
older people in acute care wards mean that in almost all care
settings, health care workers are increasingly working with
older people, and perhaps this explains the similar favourable
attitudes.

Over 83% of the healthcare assistants in our study had
either undertaken a “healthcare/carers” course, a “care of
older people” course, or both. Healthcare assistants provide
much of the face to face care with older people, but their
attitudes towards older people have received only scanty
attention from researchers [4, 6]. In our study, no significant
KOP score differences were found between staff nurses and
healthcare assistants, which contrasts with previous research
that reported that healthcare assistants held more negative
attitudes towards older people than registered nurses [6].
Perhaps the recent Irish government initiatives to combat
ageism and the high uptake of “healthcare/carers” courses
and “care of older people” courses by healthcare assistants
have led towards the more positive attitudes.

It is perhaps significant that 33.7% of participants
were university graduates having obtained a degree, higher
diploma, or a master’s degree. Health care workers are a sta-
ble workforce in this rural county, and full-time job vacancies
can be rare. Individual staff may consider that university
academic attainment affords them greater opportunities for
career progression than others without university qualifica-
tions. Education has been identified in previous studies as
a predictor for attitudes towards older people [5, 37]. Our
finding that staff who attained a university qualification had
significantly higher mean KOP scores than those health care
workers who had not attained university qualifications is
particularly interesting in light of the shift towards nursing
becoming an all-graduate profession.

The research evidence relating to education and attitudes
towards older people is complex, and perhaps this is not
surprising, when educational attainment is not a guarantee
that individuals have received sufficient education and train-
ing in the needs of and care required by those who are
older. Nurses who work with older people are critical of
both staff in acute care sectors and educators of nursing
students, for not fully addressing the needs of older people
in education programmes [13, 14]. In addition, there has
been criticism that nurse educators fail to counter negative
perceptions of working with older people as a future career
option of nursing students [15]. Indeed, Stevens and Crouch
considered that nurse educators perpetuated the view that
acute care was more demanding of skill and knowledge [15].
Criticisms of nurse education has been reinforced by the
recent Alzheimer’s Society survey of 1100 nurses in the UK
which reported that 80% of participants felt they had been
inadequately trained to work with people with dementia
[28].

Our findings suggest that public health nurses hold more
positive attitudes towards older people than registered
nurses, nursing assistants, and students, although it must be
noted that differences across role title were not significant.

In the Republic of Ireland, public health nurses commonly
hold three professional qualifications: general nursing, mid-
wifery, and public health nursing. Public health nurses are
community based, and their work is with all levels of that
community, working with individuals, families, and groups.
They are autonomous practitioners who prioritise their
workloads, in their roles as managers, clinicians, and health
promoters [38]. It is conceivable that in this rural county,
the public health nurses know the older person they are
working with, not only as an older person but possibly as
a neighbour, distant relative, or friend. In addition, as they
are embedded in the community, the person being supported
is real and likely to be perceived as living independently.
This community embedded “knowing the person” might be
very different from the experience of some of the healthcare
workers who primarily work in hospitals, which may partly
explain why public health workers hold the most positive
attitudes. However, ward managers working in both acute
hospital settings and the community nursing units also
generally held more positive attitudes than registered nurses
and health care assistants. It is likely that as 61.9% of ward
managers had studied to degree, higher diploma, or masters,
that higher education attainment is also a factor that links
ward managers and public health nurses in terms of more
positive attitudes.

There are a number of limitations in this study that
would need to be addressed if this study was to be undertaken
again. The study did not ask respondents their age. As age
is one of the significant influencing factors on attitudes
[1], it would have been pertinent to see if that finding
was replicated in this study. However, the attitude scores
of participants categorised by length of service in current
role were scrutinised, and significant differences were not
detected. A six-point Likert scale was chosen, similar to
Lookinland and Anson [3] and Haight et al. [7]. However
the authors of this study suggest that missing data could be
managed more simply, by using a whole midpoint number,
such as in a 5-point Likert scale used by Ryan et al.
[10]. These points indicate the importance of undertaking
a pilot study with all questionnaire tools, which would have
given the researcher the opportunity to make informed
amendments.

7. Conclusions

Our study has shown that the vast majority of the partici-
pants which included nurses, nursing assistants, and students
hold positive attitudes, towards older people. In addition,
we found that study to a higher level at university appears
to mitigate towards holding more positive attitudes and this
is an important finding in light of the shift towards nursing
as an all-graduate profession. As previously stated, the study
was undertaken in a rural county in the Republic of Ireland,
with a generally stable nursing workforce, and it is possible
that healthcare workers are regularly caring for older people
they have come to know as individuals. With the global
trend towards an increasingly ageing population, it is clear
that nurses need to be equipped with the knowledge and
skills to fulfil significant roles in responding to future health
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and support needs. The recent initiatives in the Republic
of Ireland to counter ageism and elder abuse [30–32] are
commendable, and in addition the high update of “carers”
and “care of older people” courses by nursing assistants may
be promoting more positive attitudes. Budget constraints in
the UK and Ireland currently pitch health services against
social services and stall the development of supportive care
packages, with resultant delays in discharge from acute
hospital care and overreliance on family carers. These con-
sequences are likely in the future to further reinforce the
portrayal of older people as a burden on society. The
current reports of elder abuse, neglect, and substandard care
receiving media coverage are also in danger of undermining
those healthcare workers who are attempting to provide
quality care in challenging times. Despite this context, it is
reassuring that in our study, nurses and nursing assistants
hold positive attitudes towards older people.
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The Korean version of the index of self-regulation (KISR) is a nine-item scale designed to measure individuals’ level of self-
regulation for physical activity. The purpose of this study was to test the psychometric properties of the KISR, including reliability
and validity, in a group of older Korean Americans. The KISR was administered to a sample of older Korean Americans at a
baseline interview (Time 1) and 12 week followup (Time 2). The internal consistency of the KISR was high at both time points,
with Cronbach’s alphas of .94 and .95, respectively. The test-retest reliability was moderate-to-high at .68. There was evidence of
construct validity of the KISR based on its moderate to high significant correlations with theoretically relevant variables, including
motivational appraisal and self-efficacy for physical activity. A principal axis factoring with an oblique rotation resulted in two
factors, explaining 89% of the variance. The KISR is a reliable and valid measure to assess the level of self-regulation for physical
activity behavior in older Korean Americans.

1. Introduction

Regular physical activity is defined as a planned, structured,
energy-consuming activity performed on a repeated basis,
with specific health goals including improved physical func-
tioning and/or fitness [1]. Current clinical guidelines suggest
that adults engage in 30 minutes of moderate intensity
physical activity (PA) on all or most days of the week for
health promotion and maintenance [2]. Despite the health
benefits of regular physical activity in reducing the risk of
cardiovascular disease (CVD), diabetes, obesity, and other
chronic conditions, approximately 50% of older adults do
not participate in regular PA and have no intention to initiate
regular physical activity [3].

Korean Americans are one of the most rapidly growing
immigrant populations in the United States. Among older
Korean Americans, high blood pressure has been identified
as a leading risk factor for cardiovascular disease (CVD),
followed by high blood cholesterol and overweight [4]. When
compared to National Health and Nutrition Examination
Survey (NHANES III) data, the prevalence of high blood

pressure among Korean American elders (71.2%) was higher
than in whites and Hispanics, but it was similar to that for
African Americans. Data from the California Health Inter-
view Survey [5] indicate that Asian Americans were much
less likely to meet recommended levels of leisure time
physical activity and had lower estimated weekly energy ex-
penditure than US-born non-Asians.

Self-regulation, a psychological concept that has been
broadly studied across disciplines, including behavioral med-
icine and social sciences, is recognized as important to foster-
ing personal control, goal-directed behaviors through selec-
tive processing of information, behavioral monitoring, judg-
ing individual performance, and self-evaluation[6–8]. Self-
regulation has been used to describe and predict adherence
to cardiovascular risk-reducing behaviors, including regular
physical activity [7, 9, 10]. Self-regulatory mechanisms are
key to understanding volitional aspects of behavior change in
that they reflect the ways in which people attempt to behave
in accordance with personal goals, particularly when goals
conflict or lead to differential rewards over time. Brawley and
colleagues [11] emphasize self-regulation skills as essential to
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promoting physical activity maintenance in older adults. In a
convenience sample of older adults, Umstattd and colleagues
[12] found that self-regulatory strategies were associated
with all forms of current physical activity participation, in-
cluding moderate-to-vigorous activity.

The index of self-regulation (ISR), an English-language
questionnaire developed by Fleury [13], is a nine-item scale
designed to measure level of self-regulation for health be-
havior change. The initial step in instrument development
consisted of an exploratory study to identify the psycholog-
ical and social processes used to initiate and sustain health
behavior over time [14]. Qualitative data explicated the
meaning of self-regulation as a concept central to the mainte-
nance of behavioral change and provided a conceptual basis
for instrument development, including the subconcepts of
reconditioning, stimulus control, and self-monitoring. Re-
conditioning reflects attempts to narrow the range of stimuli
associated with risk-producing behavior; stimulus control
indicates attempts to strengthen maintenance of behavioral
change through focusing on positive aspects of risk modifi-
cation, and behavioral monitoring refers to the assessment of
adherence to self-determined criteria for goal achievement.
Psychometric properties of the ISR have been supported in
health promotion studies with ethnically diverse populations
[13, 15, 16]. Subscale alpha reliability has ranged from .72
to .86. Construct validity was examined though path analysis
correlating ISR subscales with theoretically related constructs
of motivation appraisal and the performance of physical
activity [13, 17]. Efforts to develop and evaluate the psycho-
metric properties of the ISR have been successful and suggest
that the ISR is a promising tool for measuring self-regulation
for maintenance of behavioral change.

Although the concept of self-regulation holds promise
for fostering long-term health behavior change, reliable and
valid measures of self-regulatory skills related to the main-
tenance of physical activity in older Korean Americans have
yet to be developed and tested. Therefore, the purpose of this
study was to test the psychometric properties of the Korean
version of the index of self-regulation (KISR), including
reliability and validity, in a group of older Korean Americans
residing in the U.S.

2. Theoretical Perspective

The conceptual meaning of self-regulation was examined
within the context of the wellness motivation theory (WMT)
[18, 19], which includes an explication of the essential fea-
tures of the concept and its relationship to social contextual
influence, behavioral change process, and behavioral out-
come variables within the theory. The WMT includes an
analysis of how people generate goals, imagine opportunities
for action, and create and execute strategies for health-
relevant behavioral change. Within the WMT, behavioral
change is conceptualized as a process of forming intentions
and engaging in goal-directed behavior that activates and
guides positive health patterns. The WMT consists of three
dimensions: social contextual influences (social support and
environmental resources), behavioral change process var-

iables (self-knowledge, motivational appraisal, selfregula-
tion), and action (physical activity). These dimensions ac-
knowledge the interaction of the person, the environment,
and health behaviors and reflect a motivational process that
includes the identification of personal values, strengths, re-
sources, and strategies that result in purposeful action and
subsequent self-regulation processes.

Self-regulation is a concept integral to the WMT, which
reflects the cognitive, affective, and behavioral strategies for
behavioral change congruent with valued goals. The pursuit
and attainment of self-generated goals and the maintenance
of self-determined standards for behavior are critical sources
of motivation that involve the internal regulation of behavior.
Self-regulation includes the evaluation of response to social
contextual influences, and regulation and evaluation of
personal efforts at self-management. Within the WMT, self-
regulation, self-efficacy, and motivation appraisal reflect
behavioral change process variables which are theoretically
positively related. For testing the construct validity of the
KISR, these variables were tested for their relationship with
self-regulation. Because these are conceptually interrelated,
positive relationships are expected to support construct
validity of the KISR.

3. Method

3.1. Design and Setting. To assess the reliability and validity
of the KISR, testing of the scale was conducted in a sample
of older Korean Americans. Participants were a convenience
sample recruited from Korean ethnic churches in Arizona.
Participants completed the KISR, measures of motivational
appraisal and self-efficacy, and provided relevant demo-
graphic information. The KISR was administered at study
baseline (Time 1) and 12 weeks later (Time 2). The data
collected at Time 1 were to examine item characteristics,
internal consistency, and construct validity of the KISR; data
collected at Time 2 were used to evaluate test-retest reliability.
The KISR was administered via person-to-person interviews
at the participant’s own home or ethnic church, as preferred
by the participant.

3.2. Sample. The study participants included a total of 68
community-dwelling older Korean Americans. Subject eligi-
bility criteria included a senior person with Korean heritage
who was (a) 60 years of age or older, (b) able to communicate
in Korean or English, (c) willing to participate in the study
voluntarily, and (d) at low risk for participation in moderate
intensity physical activity as indicated by the physical activity
readiness questionnaire (PAR-Q) [20].

3.3. Data Collection. Participants were invited to participate
in the study through poster presentations at community
churches. During an initial meeting, participants were in-
formed of the study purpose and protocol. Those who met
eligibility criteria and who agreed to participate reviewed and
signed the study consent form. Following informed consent,
participants were administered a questionnaire packet con-
taining the KISR, measures of self-efficacy and motivational
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appraisal, and a demographic data form for completion. The
study site coordinator reviewed the measures for complete-
ness and answered any questions the participant might have.
This protocol was repeated in 12 weeks.

3.4. Measures. Measures operationalized self-regulation and
theoretically relevant variables (self-efficacy and motiva-
tional appraisal) to evaluate reliability and construct validity
of the KISR.

3.4.1. Self-Regulation. Self-regulation was measured using
the KISR, which reflects individual strategies for regulating
behavioral change to engage in regular physical activity.
Translation and cultural adaptation of the KISR was con-
ducted, including forward translation by a native Korean
speaker with experience in translation, reconciliation, back
translation by native Korean speakers, back translation
review, and cognitive debriefing [21]. These steps supported
the quality of translation, level of comprehensibility, content
relevance, and the conceptual equivalence of the translation.
The KISR consists of 9 items on a Likert scale ranging from
1 (strongly disagree) to 6 (strongly agree). Completion of the
KISR is expected to take 5 to 10 minutes. A higher sum score
indicates a higher level of self-regulation for physical activity.

3.4.2. Self-Efficacy. Self-efficacy for physical activity was
measured using exercise for self-efficacy (ESE) scale devel-
oped by Resnick and Jenkins [22]. The ESE was designed to
measure a person’s internal level of self-efficacy to engage in
regular physical activity and has demonstrated reliability and
validity in previous research on physical activity in minority
older adults [23]. The maximum score for the ESE is 10;
a higher score indicates a higher level of self-efficacy for
physical activity.

3.4.3. Motivational Appraisal. Motivational appraisal was
measured using the index of readiness (IR) [24]. The IR
reflects the level of readiness to initiate and maintain regular
physical activity. The IR includes nine items on a Likert scale
ranging from 1 (strongly disagree) to 6 (strongly agree). The
IR was scored by summing the numerical ratings for each
response. A higher score indicates a higher level of readiness
for regular physical activity. Total scale internal consistency
estimates have been established at .80 [18].

3.5. Data Analysis. An analysis of missing values of variables
used for construct validity was conducted. Demographic
information including age, income, education, marital sta-
tus, and number of health problems was described using
descriptive statistics. Item and scale characteristics were
evaluated using descriptive statistics. The reliability of the
KISR was tested through internal consistency and test-retest
consistency. Internal consistency was measured using Cron-
bach’s alpha. Evidence of discriminate value of each item was
assessed based on a coefficient between >.30 and <.70 on
the examination of item-to-item correlations [25]. For the
examination of test-retest reliability, the KISR was reassessed
on 30 of 68 participants at 12 weeks (Time 2). This period

Table 1: KISR item means, standard deviations, and correlations
with total (n = 68).

Mean SD Item-Total correlation

KISR Item 1 3.15 .554 .626

KISR Item 2 3.09 .617 .678

KISR Item 3 3.00 .646 .751

KISR Item 4 2.90 .694 .666

KISR Item 5 2.19 .738 .866

KISR Item 6 2.15 .778 .894

KISR Item 7 2.07 .759 .870

KISR Item 8 2.12 .802 .864

KISR Item 9 2.09 .824 .819

is more than two weeks suggested by Streiner and Norman
[26] and was of sufficient length to minimize memory effect.
Test-retest reliability was calculated using the differences in
KISR scores at Time 1 and Time 2 and the intraclass corre-
lation coefficient (ICC). Construct validity of the KISR was
evaluated through concurrent validity and factor analysis.
Concurrent validity was assessed by examining the relation-
ship between self-regulation for physical activity and con-
ceptually relevant behavioral variables including self-efficacy
and motivational appraisal for physical activity. Bivariate
correlations using Pearson correlation were used to examine
the relationship between these variables. Exploratory factor
analysis was also conducted to identify the structure of the
KISR. The data were analyzed using SPSS 12.0 version.

4. Results

4.1. Demographic Characteristics. Sixty eight older Korean
adults participated in the study. The average age of the
participants was 72 years, ranging from 60 to 89 years. The
sample included 50 females (74%) and 18 males (26%). The
majority of participants were married (60%) and were retired
(93%). The mean year of residency in the U.S. was 24 years.
More than half of the participants had a least a high school
education (64%). Approximately 85% of the participants
were taking at least one or more prescription medicine in a
daily basis for the management of chronic illnesses.

4.2. Item Characteristics. The mean score of the KISR total
scale was 22.9 at Time 1 and 21.9 at Time 2. Individual item
scores ranged from 3.15 (I think of the benefits of regular
physical activity), to 2.07 (I have learned new habits that help
me to participate in physical activity) (Table 1). Item-to-item
correlations ranged from .39 to .93, with a mean correlation
of .62. The average item-to-total correlation was .78.

4.3. Reliability. The reliability of the KISR was tested through
internal consistency and test-retest reliability. The Cron-
bach’s alpha coefficient was .94 at Time 1. Item-to-item cor-
relations ranged from .39 to .93, with the mean correlation
of .62. Analysis of item-to-total correlations showed that
item 1 (I think of the benefits of regular physical activity) had
the lowest item-to-total correlation as .62. Item 6 (I monitor
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myself to see if I am meeting my goals for physical activity)
had the highest item-to-total correlation as .89 (Table 1).
The average item-to-total correlation was .78. Cronbach’s
alpha for the KISR at Time 2 was .95, supporting the
evidence for the internal consistency of the KISR at both time
points. Item-to-item correlations at Time 2 ranged from .58
to .91, with the mean correlation of .82. Test-retest reliability
evaluates repeatability of responses for a measure when the
concept is assessed repeatedly within a certain time interval.
Test-retest reliability coefficients of the KISR was .67 (P =
.000) between Time 1 and Time 2, showing a moderately high
level of correlation between the two time points.

4.4. Construct Validity. Construct validity of the KISR was
evaluated by examining concurrent validity and factor
structure. For evaluation of concurrent validity, correlation
analysis was used to examine the relationship among KISR,
ESE, and the index of readiness. These variables were selected
to determine the extent to which the KISR demonstrated the
same direction and magnitude of correlation. Overall, con-
current validity of the KISR was supported, with significant
positive correlations between self-regulation and self-efficacy
for physical activity (R = .35, P = .003), as well as self-
regulation and motivational appraisal (R = .60, P = .000)
(Table 2).

A principal axis factoring with an oblique rotation was
conducted to validate the KISR by demonstrating its item
loads on the same factor. Initial Eigenvalue <1 measuring
the amount of variation in the total sample accounted for by
each factor was used. Two factors with Eignvalues over 1 were
extracted, explaining 89% of the variance. Factor 1 showed
an Eigenvalue of 6.23, and factor 2 showed an Eigenvalue
of 1.79. Factor 3 was eliminated from the factor list due to
an Eigenvalue of less than 1 (.36). Factor 1 was the primary
factor explaining 69% of the variance, and factor 2 explained
an additional 19% of the variance. Item loadings on the two
factors were evaluated based on the criteria suggested by
Carmines and Zeller [27] that an item should have a factor
loading of over .45 and a difference between an item loading
on the primary factor and any other factor is at least .20.
Factor 1 included four items (KISR item 1 to 4) and factor
2 included 5 items (KISR item 5 to 9).

5. Discussion

This study was designed to test psychometric characteristics
of Korean version of the index of self-regulation (KISR) by
testing its reliability and validity in a group of older Korean
Americans. The reliability and validity of the KISR were
evaluated in 68 community-dwelling older Korean adults.
No participants reported any challenge in comprehending
the meanings of the KISR items during data collection. The
overall level of self-regulation for physical activity among
older Korean Americans was low; with the individual item
mean scores of 2.5 of 6.0, and KISR total scale means of
22.9 at Time 1 and 21.9 at Time 2. The range of individual

Table 2: Correlations of KISR with ESE and index of readiness for
physical activity.

Index of readiness Self-efficacy for exercise

Time 1 KISR
R = .60 R = .35

P = .000 P = .003

Time 2 KISR
R = .55 R = .47

P = .002 P = .009

item scores was moderate, as 2.07 to 3.15, which suggests
that self-regulation for physical activity among community-
dwelling older Korean Americans is moderate to low. Item
scores indicate that older Korean Americans recognize the
importance of regular physical activity but may experience
difficulty with establishing a routine of regular physical
activity, consistent with findings reporting low levels of
physical activity among older Korean Americans [28, 29].
The average item-to-item correlations was moderate to high
at .62, meeting the desirable standard of >.30 or <.70 [25].
This indicates that the nine items are moderately correlated
but also are heterogenic without overt similarity.

The study supports the conclusion that the KISR is a
reliable instrument to measure the concept of self-regulation
for physical activity in older Korean adults. The Cronbach’s
alpha coefficients of the KISR were high, with a mean of .94
at Time 1 and .95 at Time 2. These findings are consistent
with those of previous studies in which .87 and .90 of ISR
internal consistencies were reported [16, 17]. The average
item-to-item correlations was fairly moderate (.62), meeting
the desirable standard of >.30 or <.70 [25]. The KISR had
a test-retest reliability of .67, showing a moderate level of
stability over time.

The construct validity of the KISR was examined by
testing concurrent validity and factor analysis. Concurrent
validity is one type of criterion validity and refers to the
degree to which scores on an instrument are associated with
other theoretically relevant external criterion [30]. Concur-
rent validity was supported by the significant positive cor-
relation of the KISR with theoretically relevant measures
of WMT concepts, self-efficacy for physical activity, and
motivational appraisal. The magnitude of the correlations
between the constructs was moderate to high, supporting the
conceptual meaningfulness of the relationships. This finding
is consistent with the findings of other researchers that self-
regulation is related to behavior change variables, including
self-efficacy and motivational appraisal [31–33].

The results of factor analysis indicated that the KISR
consisted of two subdomains conceptually consistent with
reconditioning, or attempts to narrow the range of stimuli
associated with risk-producing behavior (Factor 1), and
behavioral monitoring, or assessment of adherence to self-
determined criteria for goal achievement (Factor 2). Factor 1
consists of four items, including “I think of the benefits of
regular physical activity” (KISR item 1), “I remind myself
of the good that I am doing by staying physically active”
(KISR item 2), “I remind myself of the importance of physical
activity” (KISR item 3), and “I keep track of the ways that
I stay physically active” (KISR item 4). Factor 2 consists of
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five items, including “I watch for signs of progress as I stay
physically active” (KISR item 5), “I monitor myself to see if I
am meeting my goals for physical activity” (KISR item 6),
“I have learned new habits that help me to participate in
physical activity” (KISR item 7), “I have learned new ways
to stay physically active” (KISR item 8), and “I have learned
to make changes in my physical activity that I can live with”
(KISR item 9). The factor structure of the KISR identified in
this study was somewhat different from that of the original
English version ISR reported in the previous studies [13,
15]. However, a direct comparison of the factor solutions
across studies is challenging due to the different racial and
age profiles of participants. Further testing of construct
validity of the ISR is needed in future cross-cultural studies.
Because studies using the ISR, and particularly the KISR,
are limited, definitive conclusions about construct validity
of the instrument are also limited. Further psychometric
testing of the KISR is needed to strengthen support for
construct validity. However, findings of this study support
the relevance of the KISR when exploring self-regulation for
physical activity behaviors in older Korean Americans.

In conclusion, the KISR is a reliable, valid measure to
assess the level of self-regulation for physical activity in
older Korean Americans. The KISR is a social cognitive scale
that can be used in future cross-cultural studies on physical
activity behaviors of older Korean Americans.
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Liaison Old Age Psychiatry services (LOAP) have begun to emerge in the UK and further development of the service is supported
by the latest health policies. Since qualitative and quantitative studies in this area are lacking, we have undertaken a detailed
quantitative prospective review of referrals to the Newcastle LOAP to evaluate the clinical activity of the service. We report high
referral rates and turnover for the LOAP service. Reasons for referral are diverse, ranging from requests for level of care and capacity
assessments and transfer to other clinical services to management of behaviour, diagnosis, and treatment. We outline the value of a
multidisciplinary model of LOAP activity, including the important role of the liaison nursing team, in providing a rapid response,
screening, and followup of high number of clinical referrals to the service.

1. Introduction

In contrast to liaison psychiatric services for adults, liaison
services for older adults are still in their infancy. A recent
review in the UK outlined that despite an increasing number
of specialist teams, most of the services (73%) are provided
by a generic, sector-based psychiatry model [1]. One of
recent College documents Who Cares Wins (2005) [2]
provides a comprehensive outlook on the mental health care
for older people in general hospital settings, including liaison
mental health teams. This document is in line with the
National Service Framework for Older People [3] that calls
for a skill-mix able to meet complex needs of older people.
The liaison old age psychiatry (LPOA) services meet at least
several of the NSF standards. Similar policy has now been
accepted by the recent NICE guidelines for depression [4]
that incorporate screening for depression in general medical
hospitals.

The role of psychiatric input in the medical care of
elderly individuals in general medical settings has been
further stressed in the document Everybody’s Business

(http://www.everybodysbusiness.org.uk/, 2005). This is a
service development guide that sets out the key compo-
nents of a modern older people’s mental health service,
aiming towards improving people’s quality of life, meeting
complex needs in a coordinated way, providing person-
centred approach and promoting age equality. Similarly, the
most recent National Dementia Strategy [5] also aims of
achieving better awareness of dementia, early diagnosis and
high quality treatment at whatever stage of the illness and
in whatever setting. All these policy documents support
the need for further development and implication of LOAP
in providing mental health care in medical setting for the
elderly population, in the light of the high admission rates
of elderly to medical wards who also have high comorbidity
with mental health problems [6].

Since very little work has been done on the composition
of liaison services for older adults, their role, and professional
input in clinical settings, we have undertaken a 5-year
prospective study to address the clinical activity of the
Newcastle Liaison Service for Older Adults.

mailto:elizabeta.mukaetova-ladinska@ncl.ac.uk
http://www.everybodysbusiness.org.uk/
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Figure 1: Annual referral rate over 5 years period to LOAP service.
The decrease in referrals in 2008/2009 and 2009/2010 period reflects
the restructuring of medical wards on the 4 hospital sites in
Newcastle, as described in the text, and also the introduction of the
Mental Capacity Act (discussed in greater detail in the text).

2. Material and Methods

2.1. Description of Services. A newly integrated Liaison
Old Age Psychiatry (LOAP) service was established in the
Newcastle area (estimated population 41,000 over 65 years of
age) in mid July 2005 following a service review. The service
covers four hospital sites in the city and takes referrals from
all wards providing medical/surgical care to elderly medically
ill patients (currently 63 wards) and 2 Care of the Elderly Day
Hospitals.

The team consists of three full-time registered mental
health nurses (RMNs; AH/MH, GC, and MC), one of
whom is also a registered general nurse (GC), 0.8 admin-
istrator (YAA) and an equivalent of one consultant old
age psychiatrist (EBM-L and AS, who are also specialists
in neuropsychiatry and general medicine, resp.). We have
ad-hoc consultations from the psychology service for older
adults, but no input from occupational therapy or social
work for our service.

2.2. Data Collection. Data regarding LOAP activity has been
continuously collected over the last 5 years, with an aim to
monitor the team activity (Figure 1). During the last 2 years
(since 2007/2008 to now), the Acute Medical and Primary
Care Trusts have undergone organisational changes, with
various medical wards being reorganised, and reduction of
bed capacity. In particular, medical wards on two hospital
sites, Newcastle General Hospital (now Campus for Ageing
and Vitality) and Walkergate Hospital, were closed, and
some of them were either transferred or amalgamated within
existing medical wards on the other 2 hospital sites (The
Royal Victoria Infirmary and the Freeman Hospital). In this
paper, we report on the prospectively collected and analysed
referrals over a period of 5 years, providing more detailed
analysis regarding the nature of referrals and outcomes for 1
year period only (18 July 2005 to 17 July 2006). Please note
data for 2007/2008 are not included in analysis, as a result

of not fully completed audit for this period, due to LOAP
service redevelopment in this period.

The information about the number of admissions on all
4-hospital sites during the same period was obtained from
the Information Services Department, The Newcastle upon
Tyne Hospitals NHS Foundation Trust. Parameters collected
for analysis include: gender, age, reason for referral, source of
referral, urgency of referral, number of follow-ups, diagnosis,
response time, previous contact with psychiatric services,
and current involvement with psychiatric services. Clinical
diagnoses were based on DSM-IV criteria (1994) [7].

2.3. Statistical Analysis. For statistical analysis, nonpara-
metric analysis was used (Chi-square test) to test the
differences between sample proportions. We have also used
percentage analysis to present data (a part in 100%) for better
understanding of the collected data.

3. Results

3.1. Description of Clinical Service Activities. During five-
year period, a total of 4637 referrals were made to LOAP
(average of 927 referrals annually; 60% females and 40%
males; Figure 1) which represent an average of 4.3% of
all nonelective admissions in the Newcastle hospitals. The
average age of patients referred to the service is 81 years
old, the oldest being 104 and the youngest 60 years. Only a
smaller portion of the referred patients were below the age of
65 years (average of n = 19 annually; 2.05%). The majority
of these patients were referred from Stroke or Rehabilitation
wards where there is currently no services provided by Adult
services.

The referrals were predominantly generated from acute
medical (25.86%), care of the elderly (25.3%), rehabilitation
(15.9%) wards, with only 2.3–5.5% (17/731–55/1005 for
2005/2006 and 2009/2010 year, resp.) from the two Geriatric
Day Hospitals. These figures remain largely unchanged over
the 5 year period service activity, with only marginal increase
(19.9%; 157/789) in referrals from rehabilitation wards in
2010 year. Referrals to LOAP came from various sources:
nursing staff (42.5%), medical staff (48.5%, mainly junior
medical doctors, whereas the referral rate from consultants
was 3.5%). 6% of the referrals to LOAP came from Old Age
Psychiatry services in the Newcastle area, with only 3% from
social services and medical occupational therapists.

3.2. Analysis of Clinical Assessments

3.2.1. Response Time. In the first year of the LOAP service
activity, out of the 731 referrals to the service (2005-2006
period), the majority (85.3%) were seen within the first 2
working days (Table 1): 287 (39.3%) within the same day of
referral, 209 (28.6%) the following day and 127 (17.4%) the
second day. The remaining 108 patients were seen within the
3–5 working days (7.8% on the 3rd day, 4.2% on the 4th day,
and 0.9% on the 5th day). Thus, 98.2% of the referrals were
seen within 2–5 working days, and this response time has
remained unchanged over the 5 years (2005–2010) (Table 1).
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Table 1: Response time for seeing patients referred to the LOAP.
∗Data refers to 3-month period only. Please note that for the period
2008-2009 and 2009-2010 only 3-month audits were completed on
the LOAP response time.

Response
times

2005-2006 2006-2007 2008-2009∗ 2009-2010∗

Same day 287 (39.3%) 191 (31.0%) 67 (55.8%) 118 (56.5%)

Next day 209 (28.6%) 143 (23.2%) 44 (36.7%) 64 (30.6%)

2 days 127 (17.4% 51 ( 8.3%) 11 ( 9.2%) 12 ( 5.7%)

3 days 57 ( 7.8%) 68 (11.0%) 6 ( 5.0%) 5 ( 2.4%)

4 Days 31 ( 4.2%) 41 ( 6.7%) 2 ( 1.7%) 5 ( 2.4%)

5 days 7 ( 0.9%) 26 ( 4.2%) 0 1 ( 0.5%)

Over 5 days 13 ( 1.8%) 73 (11.9%) 0 4 ( 1.9%)

Unknown — 23 ( 3.7%) 0 0

Total 731 616 120∗ 209∗

However, over the last 2 years, 87%–93% of all referred
patients were seen within one day in comparison to 68%
for the first year (Table 1). On average 2% of patients tend
to be seen after 5 days waiting period, and this is largely
due to them being either too physically unwell or attending
a Geriatric Day Hospital, in which case, the day of the
following attendance of the Day Hospital was chosen for the
patient to be assessed by a member of the LOAP.

3.2.2. Contacts. The workload between doctors and nurses is
rather evenly distributed within the team (Table 2). However,
we have observed some variability in the distribution of the
workload over the analysed 5-year period, and this reflects
both the temporal changes in the team composition (e.g.,
prolonged sick leave, having a full time clinical trainee) and
the flexibility of the team members to accommodate these
changes so that the team continues to provide undisturbed
quality of clinical care.

The majority of the referred patients (up to 86% in
2009/2010 year) had the first assessment with the liaison
nursing team. However, over the last 2 years of service
activity, there was an increase in joint (doctor/nurse) first
clinical assessments (18%-19% for the 4th and 5th year).
This is largely due to the complexity of the referrals, requiring
multiple immediate decisions regarding diagnosis, urgent
medical treatment, and behavioural management, as well as
providing support and further education about the manage-
ment of acutely mentally disturbed medically ill individuals.

Although at the beginning of the LOAP service, there
was a substantial clinical activity regarding the need for
telephone triage of referrals (25.2%; 22% done by nursing
versus 3.2% by medical staff; Table 2), the telephone triage
was substantially reduced to 7.4% in 2008-2009 and even
further in the last year to 2.3% (Table 2). Similarly, the
number of referred patients who were not seen dropped
down significantly in 2010 [from 16.5% (37/731) in 2005
to 2.4% (n = 19) in 2010]. This may largely be due to
improving of the response time (as discussed above), and
the service users becoming more familiar with the clinical
activities of the LOAP service over time.

3.2.3. Reviews. In the first year of the establishment of the
LOAP service, 16% of all referred patients were not seen
(discharged before being seen, mental problems resolved
before being seen, advice given over the telephone, or
inappropriate referrals needing involvement of other service,
etc.). Using the telephone triage, we identified additional 66
patients that did not need assessment (total number of 184,
25.2%). The rest of the patients were reviewed on average 1.8
times. However, when patients who have been seen only once
(e.g., for capacity, level of care and/or transfer), were not
included in the analysis, the remaining 306 patients were seen
on average 2.4 times. Over the following 4 years, this figure
remained largely unchanged, with the latest analysis showing
that the majority of referred subjects (up to 59%; 442/789)
requiring 3 or more followups, after the initial assessment.
This suggests that the LOAP provides intensive followup of
medically ill patients referred to the service whilst they are
inpatients.

3.3. Referrals to LOAP. Over the 5 years LOAP activity the
reasons for referrals did not change substantially, with some
patients requiring two or more assessments (average 1.3
requests per patient; 1.1–1.6/patient) (Table 3). The most
frequent reasons for referral were mood, level of care,
assessment of cognition, medication advice, and behavioural
changes. Over the 5-year analysed period, there were no
major changes with respect to the observed reasons for
referral for mood and anxiety, level of care, medication
advice, and behavioural problems. However, the biggest
change in the LOAP activity was the increased number of
referrals for cognitive impairment, from 19% in the first year
to 49% (Table 3).

Usually the assessment outcome reflected the reason for
referral. In a more detailed analysis for the first year of
the LOAP activity, our assessments detected twofold higher
social issues and needs than those noted in the referral
notes (Table 3). The outcome measures of level of care and
capacity assessments were somewhat lower than the reason
for referral, but did not reach significant level. Telephone
triage alone resolved 16.1% of the LOAP referrals.

4. Discussion

This study outlines several important clinical activities
undertaken by the LOAP: (i) most referred patients (up to
86–92%) are seen and assessed for their mental health needs
within one day of contacting the LOAP team; (ii) majority
of first clinical assessments are done by the nursing liaison
team; (iii) the LOAP team facilitates in identifying a high
rate of social problems in the medically ill elderly. Additional
findings include the following.

(1) High referral rates for mood disorder (28%), similar
to previous studies which reported a higher rate of
referrals to both liaison services in general (25.9%;
[8]) and liaison psychogeriatric services (18.4%–
30%; [9, 10]).
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Table 2: Break down of first contact by members of the LOAP team. F/F: face to face, T/C: telephone contact. ∗refers to joint (doctor/nurse)
assessment (n = 188; 18.7%; n = 121, 15.3% for 2008-2009 and 2009-2010 year, resp.). ∗∗During this period there was a full time clinical
trainee attached to the service.

Period T/C Nurse F/F Nurse T/C Doctor F/F Doctor No reported contact
Total F/F

Nurses Doctors Total

2005-2006 161 (22.0%) 321 (43.9%) 23 (3.2%) 226 (30.9%) 0 482 (65.9%) 249 (34.1%) 731 (100.0%)

2006-2007 74 (12.0%) 182 (29.6%) 20 (3.3%) 315 (51.1%) 25 (4.0%) 256 (41.6%) 335∗∗ (53.4%) 616 (96.0%)

2008-2009 50 (5.0%) 543∗ (54.0%) 24 (2.4%) 179∗ (17.8%) 21 (2.1%) 593∗ (59.0%) 203∗ (20,2%) 1005 (97.9%)

2009-2010 0 (0.0%) 546∗ (69.2%) 18 (2.3%) 85∗ (10.8%) 19 (2.4%) 546∗ (69.2%) 103∗ (13.1%) 789 (97.6%)

Table 3: Reasons for referrals and completed assessments. ‡Discharged before referral received. Please note that the statistical analysis refers
only to the referred and assessed rates for 2005/2006 year. For this, we have used nonparametric analysis (Chi-square test) to test for the
differences between referred and assessed sample proportions. Only significant values are presented in the table. N refers to number of
referrals.

Requested
assessment

2009/2010
referrals (%)
N = 789

2008/2009
referrals (%)
N = 1005

2005/2006
referrals (%)
N = 731

2005/2006
assessments (%)

χ2 test
P-value

Mood 259 (32.8%) 259 (25.8%) 209 (28.6%) 205 (28.0%) NS

Future care 166 (21.0%) 167 (16.6%) 182 (24.9%) 163 (22.3%) NS

Cognition 385 (48.8%) 282 (28.1%) 139 (19.0%) 126 (17.2%) NS

Medication advice∗ 136 (17.2%) 75 (7.5%) 116 (15.9%) 143 (19.6%) NS

Behavioural
problems

131 (16.6%) 103 (10.3%) 109 (14.9%) 100 (13.7%) NS

Capacity 63 (8%) 57 (5.7%) 79 (10.8%) 60 (8.2%) NS

Psychosis 32 (4.1%) 16 (1.6%) 48 (6.6%) 40 (5.5%) NS

Diagnosis 20 (2.5%) 32 (3.2%) 47 (6.4%) 36 (4.9%) NS

Delirium 20 (2.5%) 16 (1.6%) 24 (3.3%) 23 (3.2%) NS

Anxiety 32 (4.1%) 18 (1.8%) 20 (2.7%) 17 (2.3%) NS

Suicidality 18 (2.3%) 7 (0.7%) 13 (1.8%) 11 (1.5%) NS

Social issues 0 (0.0%) 0 (0.0%) 60 (8.2%) 124 (17.0%)
χ2 = 25.37;
P = 0.001

Not seen 19 (2.4%) 21 (2.1%) 3 (0.4%)‡ 118 (16.1%)
χ2 = 125.72;
P = 0.001

Other 20 (2.5%) 31 (3.1%) 11 (1.5%) 19 (2.6%) NS

Total
requests/assessments

1272 1065 1038 1185
χ2 = 3.731;
P = 0.0534

(2) Significant increase in referrals for cognitive assess-
ments (from 19% to 49%), supporting the imple-
mentation of the National Dementia Strategy [5],
enabling a rapid access to specialised mental health
services, and facilitating early diagnosis and treat-
ment for the newly diagnosed dementia subjects.

(3) Underrepresentation of delirium (1.6–3.3% referral
rates), due to delirium being treated actively by physi-
cians, with only complicated cases with prolonged
delirium referred to the service. However, we cannot
exclude the possibility that some forms of delirium
(particularly subsyndromal and hypoactive states)
can go undetected.

(4) Lowering referral rates for mental capacity assess-
ments (from 11% to 6%). These rates are similar
to a previous report that included also younger

medically ill (age range 17–91 years of age; [11]).
The introduction of the Mental Capacity Act 2005
[12] resulted in lower referral rates, since many
of medical/surgical wards conduct mental capacity
assessments, and make referrals to the LOAP service
only for complex mental capacity issues, or when
second opinion is needed.

(5) Higher rate of detection of social issues in the elderly
medically ill patients. This highlights the need for
specific social services input to the LOAP team. In
the clinical setting, this is further complicated by
a lack of social workers with sufficient knowledge
and experience in dealing with medical and mental
health problems. This warrants the development of
educational programmes to address these issues and
integrate them into field practice [13].
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In the first year of the establishment of the LOAP service,
the telephone triage screening played an important role in
identifying 25% referrals that can be dealt this way. However,
with reducing response time, and the LOAP service getting
known within the medical milieu, unnecessary referrals
appear to have been substantially reduced. The educational
activities undertaken regularly by all members of the LOAP
team, and targeted towards various service users (nurses,
social workers, occupational and physiotherapists, trainee
doctors, medical and nursing students) may have also
contributed to changing the culture dealing with the elderly
with mental health problems in medical environment [4].

Similarly to a previous study conducted with adults [14],
our findings confirm both a greater turnover and intensity
of followup over a short period of time by LOAP. Most
importantly, the data also provides further evidence that
Newcastle LOAP has accepted a liaison (proactive) model
rather than a consultation (reactive) model of service deliv-
ery, as demonstrated by the intensity of followup per person
(up to 3 times/patient), and the increase of assessments
in relation to requests (14.1%, as based on the 2005/2006
audit). However, this figure represents an underestimation
of our activity, since in a recent audit, undertaken by
our team, we have confirmed a high compliance with the
NICE guidelines for dementia [15] and depression [4],
with 80–100% and 70–100% of referred subjects being
routinely screened for cognitive impairment, and depression,
respectively (Mukaetova-Ladinska et al., unpublished data).

In this study, two-thirds of all initial LOAP assessments
were done by the liaison nursing team. Liaison nurses’ role
is not only in the routine clinical assessment, but also being
actively involved in triage of medically ill patients, that
requires at times telephone prescreening of referrals. We
found the latter useful for clarifying the appropriateness of
referral to LOAP, the degree of urgency of the referral, as
well as obtaining more detailed clinical information. Our
liaison nurses, similar to the medical members, also liaise
with other services involved in patients’ care, and also obtain
additional relevant collateral information. Surprisingly, a
recent UK survey found that dedicated liaison psychiatry
nurses for older people were engaged in only 14% of the
services [1]. Based on our analysis, the liaison psychiatric
nursing team provides valuable support to LOAP services,
enabling prompt delivery of clinical care on 4 hospital sites
and 63 inpatient wards.

Only limited data is available to assess the value of
liaison psychiatric nursing input into the medical care of
elderly individuals. A randomised control trial on a nurse-
led mental health liaison service for older people failed
to find a reduction in general psychiatric morbidity, but
reported a modest effect on depression [16]. The main
contributions of a liaison nursing team seem to be facilitating
effective discharge planning and continuity of care [17],
and improving staff nurse care for older patients [18],
as documented by the intensive followup provided by the
liaison LOAP team over a short period of time (majority
of patients being seen 3 or more times). Another study
demonstrated that the nursing component to the liaison
team, besides facilitating access of general hospital patients to

specialist mental health care services, is particularly helpful
for its focus on practical and care-oriented interventions
[19]. This is also the case for our service, where up to
40% of the clinical case load was due to level of care and
management of behavioural problems, in which instances
the liaison nursing rather than the medical team are involved.
Further studies are now needed to evaluate the liaison
nursing staff contribution to effective LOAP service in other
areas of nursing activity, including counselling, liaison with
families, psychological support to patients, their relatives and
medical staff, as well as educational support.

In contrast to general adult liaison services [14], LOAP
did not have a major portion of urgent referrals. This can
only be explained by the LOAP team’s rapid response (86–
92% of all referred patients seen within one day). Our
report, similar to a previous study conducted on liaison adult
services [14], confirms greater turnover of patients, as well as
more intense clinical involvement over a brief period of time
having an average workload of 30–46 patients at any one time
for the LOAP service.

A recent metareview on liaison psychiatric services
outlined the need for more evidence-based research to guide
liaison service development and planning [20]. The findings
of our study need to be taken into account in further Old
Age Psychiatry (OAP) service development, which should
acknowledge LOAP clinical activity in the context of the full
clinical service when making provision for the further devel-
opment of OAP services and care pathways. Development of
good collection data tool will be useful as a guide to service
developments. Casemix has been reported to be such tool,
which can also provide information about costs associated
with the case of medically ill patients with mental health
problems [8]. However, this tool has also its limitations
(e.g., cannot provide information about change of diagnosis
and treatment, recording of follow-ups and outpatient
assessments, etc.). Although already accepted in Australia, it
remains to be seen whether this or similar tools can be used
successfully in monitoring the LOAP activity in the UK.
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Although numbers of older people are increasing, nursing students have negative attitudes towards older people and do not plan to
care for them following graduation. Multiple strategies have been implemented to reverse students’ attitudes with mixed results.
The purpose of this pilot quasi-experimental study was to test a Creative-Bonding Intervention (CBI) with students implementing
art activities with older people to promote students’ willingness to take care of them. Using a self-transcendence conceptual
framework, control (n = 56) and experimental (n = 14) student groups were pre- and post-tested on attitudes toward older people,
self-transcendence, and willingness to serve. The CBI improved attitudes towards older people with negative attitudes significantly
changed (P = .008) but with no significant differences on self-transcendence and willingness to serve. However, willingness to serve
results approached significance (P = .08). The willingness measure (one question) should be expanded. Curricula changes that
incorporate creative activities such as the CBI with larger and equal numbers in student groups and longitudinal follow up to
determine long-term results after graduation are suggested.

1. Introduction

The pervasiveness of negative attitudes toward older people
and lack of nurses’ interest in caring for them has become
increasingly problematic as numbers of older people con-
tinue to increase worldwide [1–3]. Amid the current nursing
shortage, there is a growing demand for nurses to care for
the health care needs of older people [3]. Thirty years ago,
D. Feldbaum and M. Feldbaum [4] addressed the issue of
ageism in a United States survey of undergraduate nursing
students (n = 3, 942) and registered nurses (RN’s) (n =
5, 300) to describe student and RN attitudes about caring
for older people. They concluded that persons who were
interested in caring for older people were older themselves
(>55), were of minority status, and had ongoing contact
with older people at home or at work [4]. They suggested
strategies to increase nurses’ interest in older people that
included recruiting more minorities into nursing, increasing
financial incentives to nurses caring for older people, and
increasing gerontology content in curricula in schools of

nursing [4]. In an attempt to increase nursing students’ will-
ingness to care for older people after graduation, we offered
nursing students suggestions for creative bonding activities
they could share with older people.

Since the D. Feldbaum and M. Feldbaum study [4],
numerous approaches have addressed issues related to
ageism; yet, negative attitudes about older people among
nursing and other healthcare professional students persist
[3, 5, 6]. Minorities and older health professional students
and workers have been cited as groups that favored work with
older people [4]. Researchers have more recently reported
an inverse relationship between age of the caregiver and
better attitudes among Hispanic social work students [6].
Additionally, when geriatric didactic content has been added
to the nursing school curricula, there have been inconsistent
results with little or no gain in knowledge, little or no attitude
change, and little or no interest in caring for older people
after graduation [2, 7–9]. In a study of curricula in four
schools of nursing, the one school that had made major
curricula changes with a focus on older people reported
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changes in attitudes of students towards older people [1].
Such changes were attributed to (1) the adoption of a
“successful aging paradigm” framework throughout the cur-
ricula, (2) the provision of in-service education classes to
build faculty expertise in gerontology, and (3) the institution
of multiple student experiences with well elders living in the
community. However, students’ willingness to care for older
people post-graduation was not evaluated. In two recent
qualitative studies, medical students’ attitudes towards older
people did improve after year-long contact between medical
students and community dwelling older adults [10, 11].
The older adults served as mentors/advisors with the medical
students [10, 11]. Similar mentor-student programs in
schools of nursing have not been reported.

Questions remain about attitudes of students in health-
care professions and college students in general. Attitudes
and knowledge about older people have been described in
undergraduate and graduate college students (n = 125) [5].
In these college students, frequency of communication with
elders was positively correlated with better attitudes about
older people [5]. Yet, student age and knowledge about aging
had no relationship to students’ attitudes about older people.
Other researchers have measured frequency of communica-
tion, proximity to older people, and student anxiety about
aging and reported no relationship between attitudes of
college students (n = 107) and frequency of daily contact
with older people [7]. Yet, those students who resided
with older people had more anxiety about aging than
students whose sole contact with older people was in a work
environment [7]. In a survey of physician assistant students
(n = 36), students who had weekly socialization with older
people did have better attitudes towards older people than
students who had yearly contact [12]. In a small group (n =
27) of nutrition students, 1/2 of the students (n = 13) that
preferred working with older people also had better attitudes
and previous frequent contact with older people [13].

Throughout the literature, knowledge about aging [7, 8],
frequency of contact [10–13], minority status [4], age of
a student or caregiver [4–6], type of older person with whom
one communicates [7, 10, 11, 13], and implementation of
curricula changes [2, 10, 11, 13] may or may not determine
if future health professionals are willing to care for older
people. Surprisingly, in a longitudinal study of baccalaureate
nursing students, the introduction of additional knowledge
about elders and increased student contact with elders de-
creased students’ interest rather than increased their interest
in caring for older people [2]. Because nurses are the largest
health care work force that will provide care for elders [3],
researchers continue to focus on ways to increase nursing stu-
dents’ willingness to care for older people after graduation.

2. Background Studies for the Current Study

Researchers have reported novel approaches to address the
challenges surrounding nursing students’ knowledge, atti-
tudes, and willingness to care for older people after grad-
uation. The theory of self-transcendence [14] was used as
a conceptual framework in two studies [15, 16] to test a
creative bonding intervention (CBI) to promote positive

communication between elders and undergraduate nursing
students in the USA [15] (a pilot study) and in Taiwan [16]
(a prepost test quasi experimental study).

3. The Theory of Self-Transcendence
and Related Studies

The theory of self-transcendence [14] guided the present
study and provided the rationale to test the CBI. In the
theory of self-transcendence, Reed [14] identified three
major concepts: self-transcendence, vulnerability, and well-
being. In the present study, older people and students
were considered vulnerable persons, the CBI was imple-
mented to “activate” self-transcendence, and well-being was
an expected outcome. Reed described self-transcendence as
a developmental trait that may be used by vulnerable popu-
lations. Self-transcendence has four dimensions: (1) intrap-
ersonal self-transcendence—within self—(2) interpersonal
self-transcendence—between self and others—(3) temporal
self-transcendence—past, present, and future time—and (4)
transpersonal self-transcendence—outside, of self, for exam-
ple, spirituality. Reed discussed that in vulnerable persons,
the introduction of creative activities might serve to promote
self-transcendence and well-being. Self-transcendence was
one outcome variable in the present study measured by
Reed’s self-transcendence scale (STS).

In previous studies [15, 16], the focus of the communica-
tion between the student and older person was on the inter-
personal self-transcendence (between self and others) and
temporal self-transcendence (present, past, and future time).
By self-report following the CBI, students [15, 16] reported
that they had “grown” personally after their encounters
with older people (intrapersonal self-transcendence). During
the CBI activities to promote temporal self-transcendence,
students were encouraged to ask the older person to reminis-
cence about their favorite colors, favorite past experiences, or
previous hobbies during the CBI activities [15, 16].

In the two previous studies [15, 16] students attitudes
[17, 18] and self-transcendence [14] were measured before
and after a one semester course, “Care of the Older Adult.”
In the larger study [16], an experimental group of students
(n = 100) were randomly assigned to implement the CBI
while a control group of students (n = 100) implemented
a friendly visit only. Students in the CBI group increased in
self-transcendence (P < .06); however, there was significant
improvement (P < .05) in students’ attitudes towards older
people [16]. Students in the CBI group also had significantly
greater volunteer visits (P < .01) [15, 16].

4. Purpose of the Study

The purpose of the present study was to utilize the CBI to
continue to investigate the relationship of students’ attitudes
toward older people, to describe self-transcendence, and to
evaluate students’ willingness to take care of older people.
Researchers inferred that if self-transcendence increased and
attitudes towards older people improved, students would
increase their willingness to take care of older people after
graduation. The research question was, “in a group of senior
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baccalaureate nursing students, will the CBI improve atti-
tudes towards older people, self-transcendence, and willing-
ness to take care of older people?” One question to “measure”
willingness was added to the demographic data sheet. This
question asked students what age group preference they
anticipated caring for after graduation.

Hypotheses were (1) compared to the control group stu-
dents who participate in the CBI will have better attitudes
towards older people; (2) compared to the control group
students who participate in the CBI will have an increase in
self-transcendence; (3) compared to the control group, stu-
dents who participate in the CBI will have an increase in
willingness to take care of older people following graduation.

5. Methods

5.1. Settings/Participants. The collection of data occurred
during the fall of 2008 and the spring of 2009 at a Catholic
Southeastern Florida university. This pretest posttest descrip-
tive cross-sectional design included students from junior
and senior classes that served as controls; one section of
seniors (n = 28) was the experimental group where the CBI
was piloted. A convenience sample of two groups of junior
students and one group of senior students with no exposure
to the CBI served as the control group (n = 84). There was no
exclusion criteria for any of the participants enrolled in select
junior and senior nursing courses. Initially the researchers
intended the study as descriptive only, thus the small sample
and unequal size between groups. After the decision was
made to pilot the CBI, the institutional review board (IRB)
(ethics board) approved adding the intervention only in
time to include the final group of seniors in the “Care of
the Older Adult” course during their final six weeks before
graduation. Therefore, the implementation of the CBI was
limited to a final group of 14 seniors. Absences at pretesting
or post-testing and timing (seniors getting ready to graduate)
contributed to the small sample for the CBI group. Both
the CBI group and the control group of seniors had clinical
experiences with older well people living in the community.
There was a focus on well people in the “Care of the Older
Adult” course due to the literature that has supported the
need for young persons to have experiences with well older
people before these people become ill [1, 10, 11].

5.2. Materials/Tools/Instruments. The questionnaire packet
completed by the participants was comprised of a sociode-
mographic survey that included age, ethnicity, family struc-
ture, interaction with older people, living arrangements
regarding older relatives or grandparents, visitation with
older people or grandparents, volunteerism with older peo-
ple, preference among three age categories to work with after
graduation, and willingness to take care of older people. Two
instruments administered before and after intervention were
the Self-Transcendence Scale [14] and Attitudes toward Old
People Scale [17, 18]. Data were gathered the first and last
days of classes. Data were collected anonymously with vol-
unteers choosing their own identification numbers for pre-
and postdata packets.

Reed,s Self-Transcendence Scale (STS) [14] measured
self-transcendence. Participants were asked to indicate on
a 4-point Likert scale how strongly they agreed with the 15
statements (1: not at all, to 4: equals very much), resulting in
scores ranging from 15 to 60 with the higher scores indicating
higher levels of self-transcendence. Reed reported an alpha
coefficient of .90 indicating high internal consistency for the
scale [14].

Attitude towards older people was measured using the
Attitudes toward Old People Scale [17, 18]. Participants were
asked to indicate on a 7-point Likert scale how strongly they
agreed or disagreed with the 22 items. Seventeen items were
positively worded and responses were summed to create a
positive attitude subscale. Five items were reverse worded and
used as a negative attitude subscale.

5.3. Ethical Considerations. The protocol and method of ob-
taining informed consent were approved by the institutional
review board (IRB) of the university where researchers were
affiliated. Anonymity was protected as no names were on any
information in the packets with a reminder on the instru-
ments not to put names on any of the materials. There was no
way to link student responses to an individual student. One
group of senior students (n = 28) enrolled in the course,
“Care of the Older Adult,” was exposed to the CBI as part
of the course content. The control group of students were
from volunteers of three groups of students from junior
and senior classes (n = 84). All information obtained was
anonymous; therefore, students were not informed of their
own scores. The course instructors were not present when
research packets were distributed. Researchers implemented
the CBI during class time with the experimental group of
senior students. Control group students completed research
instruments but did not receive the CBI.

Student participation did not influence any course grades
as instructors did not know who completed research packets.

5.4. The Creative Bonding Intervention (CBI). Two researcher
“interventionists” who were not involved in teaching any
didactic course content nor involved in student grading
presented a mini-CBI one-hour workshop to the senior
experimental students enrolled in the course, “Care of the
Older Adult.” Students enrolled in the course were required
to have 45 hours of clinical experience with older persons
living in the community. The interventionists also offered
additional time with interested students if students wanted
more instruction about any of the three CBI activities. The
CBI activities were (1) a monoprint, (2) a ribbon gem, and
(3) the self-image portrait. Interventionists suggested that
students might use their portrait to introduce themselves to
individuals or groups of older people when they first met,
following researchers’ suggestions from previous CBI studies
[15, 16] (see examples of photos of students completing
the self-image activities and examples of student self-image
portraits in Figures 1–3). If the older people were interested,
students would offer them the opportunity to create their
own self-portrait or create another CBI activity. A copy of
the CBI workbook was given to each of the experimental
students along with the needed art supplies to complete the
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Figure 1

Figure 2

three activities. The workbook that describes each activity
can be obtained from the third author.

6. Results

Participants were 90% women and 70% minority with a
median age of 25, including 14 in the intervention group
and 56 in the control group. At some point in their lives
half had worked or volunteered with older people and 44%
lived with older relatives. The majority (57%) interacted with
older people at least several times per week.

Students in the control group were asked to identify their
age group preference (children, middle-aged, or older peo-
ple) to care for following graduation. Older people were the
first preference at the pretest for 18% of the respondents;
however, at the posttest only 9% of the respondents preferred
to take care of older people. In contrast, the proportion of

Figure 3

students that preferred the middle-aged remained constant
at 50% and the proportion that preferred children increased
from 33% to 41%. In the absence of the CBI, there was a
dramatic decrease in preference to take care of older people,
illustrating the problem the CBI was intended to address.

Although there were no statistically significant differ-
ences in baseline scores (see Table 1), the researchers used
gain scores to protect against the possible confounding influ-
ence of baseline differences A one-tail independent-samples
t-test was conducted to evaluate the hypothesis that students’
positive attitudes toward older people would improve more
for the CBI group (M = 10.71, SD = 11.09) than the control
group (M = 3.79, SD = 11.74), t(68) = 1.99, P = .025. The
standardized difference in means (d = .57) indicated a
medium effect size. Students’ negative attitudes toward older
people improved more for the CBI group (M = −3.79, SD =
3.66) than the control group (M = −0.66, SD = 3.89), t(68)
= 2.72, P = .008. The standardized difference in means (d =
−.78) indicated a large effect size. On average, the CBI led
to important improvement in attitudes toward older people,
especially diminishing negative attitudes.

A one-tail independent samples t-test was conducted to
evaluate the hypothesis that students’ self-transcendence
would increase more for the CBI group (M = .64, SD = 5.7)
than the control group (M = .59, SD = 6.17), t(68) = .032,
P = .49. A one-tail independent samples t-test was con-
ducted to evaluate the hypothesis that students’ willingness
to take care of older people would increase more for the CBI
group (M = 1.36, SD = 2.29) than the control group (M =
.22, SD = 2.37), t(58) = 1.45, P = .08. The rejection of this
hypothesis was perhaps due to low power, .30. Low power
may be attributed to the small sample size, the unequal size
of the groups, and imprecision in the willingness measure
which was based on only one question. Although there was
a positive correlation between willingness to take care of
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Table 1: Pre-test scores between groups.

Experimental or
control

N Mean Std. deviation Std. error mean

Willingness to care score
before intervention

Control 56 6.41 2.940 .393

Experimental 27 6.41 2.500 .481

Positive attitudes toward elderly
total score pre intervention

Control 57 75.21 11.437 1.515

Experimental 27 77.15 9.980 1.921

Negative attitudes toward elderly
total score before intervention

Control 57 15.39 4.913 .651

Experimental 27 14.74 4.284 .824

Attitudes toward elderly total
score before intervention

Control 57 59.82 13.503 1.788

Experimental 27 62.41 11.369 2.188

Self-transcendence total
score before intervention

Control 57 50.12 5.587 .740

Experimental 27 49.04 4.895 .942

older people and positive attitudes, r = .24, P = .03, the
increase in positive attitudes was not sufficient to generate a
significant increase in willingness. It is important to note that
willingness to take care of older people is uncorrelated with
negative attitudes, r = −.06, P = .33.

7. Discussion

Even though this was a pilot study, limitations should be
noted and corrected in future studies. First, the use of a con-
venience sample limited the generalizability of the results and
introduced possible self-selection bias. Second, the glaring
differences in sample size between the control group and the
experimental group reduced the power of all the hypothesis
tests. To increase numbers within the CBI group, phase II
of the study is in progress implementing the CBI over two
semesters with several classes of senior students enrolled in
the “Care of the Older Adult” course. Better measurement of
willingness to take care of older people should be developed.
Finally, since differences in self-transcendence were not
found on Reed’s [14] STS, perhaps a different theoretical
framework would better explain the effects of the CBI. Reed
has acknowledged that self-transcendence changes may
occur only over long periods of time.

Regardless of the small size of the CBI group, this pilot
study provided evidence that the CBI improved students’
attitudes towards older people, with increases in positive
attitudes and even larger decreases in negative attitudes. Stu-
dents often expressed surprise that the CBI experience was
more enjoyable than they had expected. This experience
seems to be more effective in destroying negative stereotypes
than in building positive bonds. Perhaps positive bonding
requires a longer timeframe. Although not statistically sig-
nificant, there was evidence that the CBI promoted students’
willingness to take care of older people after graduation. In
the absence of the CBI there was a dramatic decrease in
preference to take care of older people after graduation, The
results suggest that interventions which promote positive
attitudes toward older people are more effective in increasing
willingness than interventions that disabuse students of the

negative stereotypes that may underlie negative attitudes.
Given the shortage of nurses in settings that serve older

persons such as skilled nursing facilities, the purpose of our
study was to facilitate students’ willingness to care for older
persons after graduation. The course, “Care of the Older
Adult,” was designed with a focus on well older persons. The
expectation was that the CBI group would rethink their
ideas about older persons if they had a positive “bonding”
experience with well older people. In a previous study [16],
when the CBI was implemented by students in a nursing
home setting, similar results were achieved with improved
attitudes towards older people.

In contrast to the previous literature [2, 7, 9] where there
was little or no attitude change in students, our study found
there were significant improvements in attitude in the CBI
group. In previous studies [2, 7, 9] willingness to care for
older people was not evaluated. Continued contact with
community-dwelling older people among nursing students
had a positive change in attitudes similar to the medical
students [10, 11] when they had multiple contacts with
community-dwelling well elders who served as mentors over
a year-long period.

8. Conclusions

From our study and previous studies, multiple interventions
with community-dwelling older people hold promise not
only to change students’ attitudes toward older people but
also to promote students’ commitment to care for an ever-
growing older population. Due to the small number of ex-
perimental students in our study and only one question
regarding willingness to take care of and preference for caring
for specific age groups following graduation, additional
questions are needed in these domains to discover new strate-
gies to promote students’ interest in older people. In the
comparative study of four nursing schools [1], students in
the school that adopted major curricula changes did have
more positive attitudes, but students’ plans after graduation
were not reported.

Therefore, major curricula changes including creative
activities such as the CBI and longitudinal follow up with
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students after graduation may provide educators with addi-
tional strategies to increase students’ interest in older people.
An intervention that allows nursing students to spend time
with older people utilizing creative activities may provide
a dual benefit. Students’ interest in geriatric nursing may
increase, and older people may benefit from the additional
time students spend with them during implementation of
creative activities.
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