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Abst;act
[n recognition of the need for comprehensive, valid,
"and reliable measures of perceived health status, oxpreSSed
in terms of funétion, and suitable for use with the elderly,
a validation study of the Sickneos Impact Profile (SIP) as
developed by Bergﬁfr ‘et al. (1981) was conducted.with a
sample whose ages rangéd from 65 to 93 years.

Thirty people. attending a geriatric Day Hospital
located in the city of Edmonton vplunteereo for the study.
There were 13 .males and \17 females. The predominance of
chronic disease staieS‘and a tendency to multiple health
problems was evident by‘the nature and number of diagnoses
f‘made'by the physician.of the Day Hospital for members of the
sample. Participants were -assessed on tJo occasions using
measures of perceived health. status as indicated by
responses to the SIP and self-rétings of health, and of
objective health status as indicated by the éctjve. problems
listed in each respondent’s medical record. Following ihe
second occas;on. participants in the study and health“ care
professionals of the Day Hospital completed questionnaires
in which they gave their opinioris about the SIP. \

In generoi. the SIP was able to identify and describe

in detail the physical and psychosocial functional status of

the sample. Test-retest reliabilit)(“(r=0.80) and internal

consistency (r=0.93) were high. Most members of the sahple 

considered the SIP to give an accurate picture of how ‘they
saw their health, and and evaluation of the SIP by the
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P B S T




health cére -professionéls ‘indicated a- high degree of.
acceptability in this clinical setting. .
As.-a measure o¥-‘health' status, and specifically of

_ perceived health, the-.cénstruct validity of the SIP was

supported by ifs signiFﬁcqnt ?elationships with the number,

of active problems listed and self4ﬁat%hgs'of health, The:

‘ )

~.dysfunction of the réspondents, but‘a]sd to the»natUre of

health problems . experiencéd. In  particular, when

C

partibipants‘ were divided “into groups ‘on . the basis of

presencé or absence of diagnbsed depéession; the SIP
discriminated between them specifically in terms éf category
scores in the psychosocial‘dimension. Notably, the age and
sex of respondenfs w;re ngt significantly Eélated to heanh

stafus indicators in this study.

It was concluded that wutilization of behaviounally'

based measures of perceived health such as’ the SIP - may
.

4

clarify perceived needs for services, serve as an outcome _

measure of treatment programs, and encourage further steﬁs

"~ ‘toward u%derstanding'tﬁé interrelationships between health,‘,’

behaviour, and aging.

vi

SIP appeared sensifive not only to thé'celative sevefity of.

ORI



Acknow ledgments

I would like to extepd my sincere appreciation to Dr.
T. 0. Maguire for his teadging, guidance, and patience
throughout the course of my pfogram. [ would also like to
thénk Dr. S. M. Abu-Laban and Dr. L. Wilgosh for theif
willingness to serve on my thesis committee.‘

A debt of gratitude is owed to Dr. R. Skelton, DOr. M.
Watson, Mrs. D. Hawreschuk, and the staff of the Youville
Déy Hospital for their enthusiastic support of thié research
pfoject. and | remain especially Qrateful to the patients of
the Day Hospital for their participation in the study.

1 also wish to thank R. Scott Stacey .for his expert
assi#tance with computer programming, and Joanne Pagnucco
for . preparation of the Textform tables. To my family and
friends who provided encouragement throughout my studies, I

express my deepeSt appreciation.

LY

vii



"Table of Contents

Chapter Page
I. Introduction ....... ... ... . ....... S 1
I1. Background to the Study .......... S ... 3
A. Selected Studies of Self-Rated Health e 5
B. The Sex Morbidity Ratio ........................ 10
Interpretations ........... .. ... ... . ... ..., 12
C. The Performance Conception of Health ........... 17
# II1. The Sickness Impact Profile ....................... 23
PUrPOSE . .. .. 23
Development ,~Scaling, and Scoring of the
SIP 24
RETIADI1itY oot 25
VaTIAitY oo et e e 26
IV, MethHods .. ..ottt 29
A, THe SAMPTIE ..ot e 29
"B. Research Design ........... ... ... .. . .. 30
C. INSLRUMENES ' vovoeee e . 31
Physician Diagnoses .............. .. ... 31
" Active Problems Listed in Problem Oriented
Medical Records ............cciiiernnin.....32
| Self-Ratings of Health ...................... 32
The Sickness Impact Profile ................. 33
Participant Interviews ...................... 34
&Health Care Professionals Questionnaire ..... 35
V. Results and Preliminary Dfscussion ........... jo-.36

A. Description of Sample by Diagnoses, Active
Problems, and Self-Rated Health . .............. 36

B. Dysfunction in Sample as Measured by the SIP ...38

viii



C. Age and Sex as Predictors of Health Status .. ... 4

D. Outcome of the Day jHospital Progr am as
Measured by th%.SIP e 42
E. Reliability of SIP Scores .................... .. 45
F. validity of SIP Scores ......................... 46
Relationship with Physician Diagnoses ....... 48
Relationship with Active Problem List ... .. .52.
Relationship with Self-Rated Health .. ... .. .. 52
Descriptive Validity ....... ... ... ... ... PR 58
G. Slﬁ Category Anafysis ....................... .. 62
Independent Categories ...................... 654
Physical D¥mension .......................... 69
Psychosocial Dimension ...................... 71
H. Participant Evaluation of the SIP ... ... .. ...... 74

I. Evaluation of the SIP by ¥ Health Care -

: Professionals .................. R 77
V1. Discuzgion f ................................. Yol 80
A. Descriptive Validity of the SIP ................ 81
B. Construct Validity of the SIP .................. 83

. C!‘The SIP as an Outcome Measure of the Day
Hospital Program AR ’ ..... . .......B4
D. Age and Sex as Predictors of Perceiééq Health ..85
E. Concluding Remarks ........ e e e e 86
REFERENCES ... ... . i, e e 88
APPENDIX A: Letter of Introduction to Sample ............ 107

APPENDIX B: Letter of Consent for Use of the Sickness
Impact Profile ........ .. i imiiiiii ittt 112
APPENDIX C: «Participant Evaluation of the SIP ........ .. 114
APPENDIX D: Health Care Professionals Quéstionnaire ..... 116

ix



APPENDIX E: Highly Prevalent Behavioural Dysfunctions of
the Sample. as Measured by the SIP ........ A

LPPENDIX F: Behavioural Dysfunctions Not Identified in
Sample. as Measured by the SIP . ... ..... ... ........

APPENDIX G: Highly Prevalent Behavioural Dysfunctions of
Depressed Patients, as Measured by the SIP ........

APPENDIX H: Behavioural Dysfunctions of All  Patients
with “Poor’ Self-Rated Health, as Measured by the
S P e

a

a1



.10
.1
.12
.13

.14
.15

~. List of Tables

Page

Description of Sample by Age and Sex... ... .. .. ... 30
Self-Ratings of Health by Three Age :
Cohorts ép Sample. . 38
Dysfunction in Sample as Measured by the

Sickness Impact Profile (SIPY ... ... ... 39
Correlations” Between Age . Sex, No.
Diagnoses. No. Active Problems. Self-Rated

Health, and Overall SIP. ... ... ... . . . ... ... ... ..... 42
Paired t-tests for SIP Categéry,

Dimension., and Overall Scores, T1 and T2.... .. ...... 44
Internal Consistency of Dimension and X
Overall Scores of the SIP as Indicated by

Cronbach’'s (1951) Alpha. ... ... ... ... .. ... .. .... ... 46
[tem/Category Correlations and Internal

Comsistency of SIP Categor1es ................... ... 47
Comparison of Depressed Patlents* with the

Rest of the Samplie** across Category. .
Dimension, and Overall SIP Scores................... 49
Highly Prevalent Behavioural Dysfunctions -

of Depressed Patients (n=15) as Measured

in Categories EB, SI. and AB of the SIP....... ...... 50
Highly Prevalent Behavioural Dysfunctions '
of Respondents Rating Their Health as Poor

(nz6), as Measured by Category EB of the SIP........ 54
Overall SIP Scores by Self-Ratings of

Health for Total Sample and Subgroups

Defined on the Basis of Depression..................56
‘Self-Ratings of Health by Depressed
"Patients (nz15) Compared with the Rest of

the Sample. . ... ... .. e 58
Interrelationships of SIP Categories................ 65
Interrelationships of SIP Independent Categories....66
‘Correlation Matrix of SIP Physical Dimension........ 70
Correlation Matrix of SIP Psychosocial Dimension....72
xi



Table

V.16

Evaluation of
Professionals

Page
Evaluation of the SIP by Respondents (N = 30).... ... 75
the SIP by Health Care
(N = B 78
Y

xii



List of Figures

V.1 SIP Scores of Depressed Patients Compared

to Rest of Sample. ... ... .. .. ... . ... 51
V.2 Self-Rated Health of Depressed Patients.. ... ... .. ;.f57
V.3 Case 'A’" Category Scores............................ 650
V.4 Case 'B’ Category SCOreS . . . .. o 61
V.5 Case 'C’' Category Scores............................ 63

xiii



I. Introduction

The aging of the Canadian population 'S we !

recognized. and this demographic trend 1's expected 1o

continue for several decades - Stone & Fletcher . '38C By
the vyear 2030. 11 15 estimated that the proport;on of the
Canadian population 6% and over will at least double. at

which time 1t will represent '8% of the population of Canada
Statistics Canada. 1979 ‘

As age is one of the prime determinants of the need
for. demand for. and utilizatron of health care services
‘Bay. Leatt. & Stinson, '982. Bay. Overton. Harr;son.
Stinson. & Hazlett. 71373. the increasing size of the older
population has drawn attention to the importance of
measuring the health status of the elderly tCanadian
Governmental Report on Aging. 1982 . In addition, wider
awareness of the complexity of heal'th measurement i1ssues 1n
terms of interactions between health. behaviour. and aging
is occurring in the field of psychology (Birren, Cunningham,
& Yamamoto, '983; Siegler., Nowlin, &§81umenthal, 1980) .

Linn (1976, among othefs, has asserted that “any
assessment of the total functioning of an individual must
take into account the subject’'s perception of his health or
functional status” (p.1194.-This is a position which appears
central to the study of health and behaviour among the aged.
In recognition of the need for comprehensive, valid, and

reliable measures of perceived health status suitable for

use with the elderly, a clinical validation study of a



behaviourally based measure of perceived health status, the
Sickness Impact Profile developed by Bergner et al. (1981},
was under taken.

In‘Chapter Il1, literature related to self-assegsment of
health is reviewed. Specifically, as self-ratings of health
have been most commonly used as indicators of perceived
health status among the elderly, a review of selected
studies 1in the area 1is given. It is noted that a general
impression conveyed by the literature is that self-ratings
of health represent a "feeling-state” conception of health,
to use Baumann's (1961) terminology, an orientation global
in nature, largely inaccessible to external validation, and
potentially ingluenced by social norms more than actual
health status. Further, investigations of the sex morbidity
ratio among the elderly based on self-ratings of health are
confusing in their results. :

In contrast, the relative anantages of a performance
conception of health are examined. This is followed in
Chapter 111 by a description of a behaviourally based
measure of perceived health status, the SIP. Designed to
operationalize perceived health in terms of function across
a multidimensional spectrbm of behaviours, the SIP appears
to have considerable potential for application with elderly
populations. Subsequent sections of this report present the
methods used and results obtained in clinical validation .of
the SIP with patients éttending_a geriatric Day Hospital,
followed by a discussion of the findings obtained.



I1. Background to the Study

Given the importance of health as a variable in
gerontological research (Abrahams,:- 1976; Elias, Elias, &
Elias, 1977; Chappell, 1881), it is essential to consider
that there is no simple or ‘Lo.;raightforward way to define or

= .
measure health. Health is a multidimensional ° concept
(Kaplan, Bush, & Berry, 1979: George & Bearon. 1980: Chen &
Bryant, 1975), with difterent dimensions suitable to
different research questions and purposes. As stated by
Sullivan (1966},
Health is often sﬁoken of as if it were a directly
observable characteristic existing within an
individual, but measurement-.- of health, in fact,,
requires selection from many potentially measureable’
characteristics of a person or population. Another,
“~equally important, consideration is the complex of
circumstances surrounding the measurement
process...There is 'little empirical justification
for the assumption that a unidimensional continuum
under lies and relates the measures - referred to as
healthy and unhealthy in different contexts. Health,
defined without reference to a specific situation or
purpose of measurement, may be merely a verbal
artifact (p. 5-6).

Baumanh (1961) recognized that health is, for many
people, m‘ltidimnsional. and she described three broad
conceptions of health on which individuals may base
appraisals of their own health status: a “feeling state
orientation”, a “symptom orientation®, and aA'performunce
orientation” (p. 40). Characteristic of responses classified
as expressing a feeling-state orientation are phrases such
as "I feel good today". Individuals who are symptom-oriented
often dgscribe the symptoms of their own diseases, and

indicate that a healthy person would be one who did not have

_B



these symptoms. Phrases such as "I can't get my breath” or
"my'legs give me a lot of pain” may be used by those who
tend to focus upon symptoms. Among those who tend to view
their health in terms of performance, the ability to carry
on wusual activities is central to their conception of
heafth. Phrases such as "not doing heavy work”, "use a cane
to walk”, or “make more mistakes than usual” may reflect
this perspective. )

A performance framework for measurement of health
status appears to be particularly appropriate for use with
elderly populations. Indeed, although health may be defined
in physical, mental or social terms, health status of the
elderly usually'has one of two meanings: (1) the presence or
absence of disease, or (2) degree of functional impairment
(Stewart, Ware, & Brook, 1977; Shanas & Maddox, 1975;
Chappell, 1981). If it is assumed that *those things that an
old person says he can do are the best indicators of both
how healthy he is and of the services he will require from
the ¢ ity", to cite Shanas (1974, p. 262), then
self-reports of functional status are of key importance in
measurement of the health of the aged.

Notably, however, previous research directed toward
investigation of the seif-assessed health of older persons
has most often been based upon single item self-ratings of
health rather than comprehensive self-reports of funcfif:nal
status. That s, evidence of Baumann's (1961)

"feeling-state” orientation to health is more frequent ly

wnadmr iy,
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found in the literature than studies containing self-reports
of the actual performance of activities.

The following overview of studies of self-rated health

highlights previous theorizing about its nature and

limitations, and provides a background for discussion of the
relative advantages of behaviourally based measures of

perceived health status.

A. Selected Studies of Self-Rated Health

.There is no clear consensus c@ncerning the meaning, and
more importantly, the utility of one of the most frequently
assessed constructs in gerontological research, that'of
self-rated health. Typically, respondents are asked the
question; "Compared to others your age, do you consider your
health to be excellent, good, fair, or poor?”. Despite
widespread usage and extensive reseqrch directed toward
identifying its nature and determinants (eg. Wan, 13976;
Graney & Zimmerman,. 1980-81), self-rated health remains a
vagué coﬁcept inaccessible to . external validation.
Nevertheless, it has been linked to a variety of construcfs,
as indicated by an overview 9f studiesfin the area.

Suchman, Phillips, & Streib (1958) proposed that
\selffratings of health show sign%f;cant- relationships to
‘ boih fattitudinal and behavioural correlates of health, and

that they measure something different from physician’s
ratings, what they called "perceived” or “"subjective” health
as opposed to "actual” or -"objective” health. Subsequently,

A
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Friedsam and Martin (1963) argued that what was at issue was
not a question of "subjéctive" or "perceived” héalth as
against "objective” or "actual"” health, but rather different
dimensions of health. [t was also their suggestion "that
when the relationships have been more fully explored, the
self-rating of health may prove to be, particularly for
older people, a rather simple and sensitive barometer of
self-image” (p. 183).

Maddox (1962 & 1964) proposed that pessimism  about
one’'s health, as reflected in overestimation of poor health,
is associated with a general anxiety about health and poor
adjustment to the enviromment, while optimism about one’'s
health is associated with the absence of these two
characteristics. He also viewed self-ratings of health as
indicators of adoption or‘rejecégon of the sick role. In a
ifllou-up study of the subjects involved in the 1962 and
1964 research, Maddox and Douglass (1973) reported “a
persistent, positive congruence of self " and physician’'s
ratings of health®, and concluded older pegple “have and
maintain a strong reality orientation™ with regird to
perceived health status (p. 92). “

’Noting the previous work of Suchman et al. (1958),
Friedsam & Martin (1963), and Maddox (1962}, among others,
Tissue (1972 sought to idéntify those factors which are
most closely associated with self-rated health in ’éld age.
In a sample of 256 low income elderly, self-ratings of
health were observed to be most strongly' related to other



subjective indicators of health (ie. incidence  of

health-related worry, perception of recent changes 1n'
*

health, feeling '‘'old and tired’', and pain). That is, Tissue
(1972) found general self-ratings of health to reflect the
"way one evaluates or perceives one’'s individual condition
to a greater extent than it does functional capacity, actual
incidenée of disease, or receipt of medical care” (p. 93).

In a review of thirty years of research on the
subjective well-being of older Americans, Larson (1978)
discovered that, among all the elements of an glder person’s
life situation, selif-rated health was most sgrongly related
to subjective well*being. In addition, it was the most
important factor influencing individual assessment of life
satisfaction as evidenced, for example, 1in studies by
Palmore & Luikart (1972), Edwards & Klemmack ‘(1973), and
Spreitzer & Snyder (1974).

Similarly, Snider (1880) found support for the trend in
the literature that of the several variables reported to be
the most reflective of life satisfaction among the elderly,
self-rated health was specifically the most domiqant on the
basis of'presence and strength of association as well as
absolute and relative proportion of the total variance
explained.

In a similar vein, Mancini & Quinn (1981) investigated
the interplay between self-ratings of health and health
behaviour in terms of their importance for morale in old

age. Respondents in their sample (N=104) had a mean age of

ot s st



72.5 years, and about 67% reported themselves as either in
“good” or "excellent” health. In addition, .those who
generally saw themselves in good Hea)th had higher .morale.

Mossey and Shapiro (1882) used data from the Manitoba
Longitudinal Sﬁudy on Aging to test the hypothesis that
self-rated heaith is a predictor of mortality independent of
objective health status. Subjects were-a random sample of
non-institutionalized residents of Manitoba aged 65+ in 1971
(N=3,128). Self-rated health was degined by responses to the
question, "For your age would you say: in general, your
health is excellent, good, fair, poor, or bad?" Analysis of
the data revealed that, controlling for objective health
status, age, sex, life satisfaction, income, and urban/rural
residence, the risk of early (1971-1973) and late mortality
(1974-77) for persons whose self-rated health was poor was
2.92 and 2.77 times that for those who rated their health as
excellent.

Interpretations suggésted by these researchers included
the possibility that self-rated health is a sensitive
indicator of physical well-being, that persons with a
dﬁrable advantage derived from protective health habits are
the ones who report good health for any current level of
objective health, and that emotional health, including
positive feelings, could be reflected in self-rated health
and its correlation with longevity. In any event, Mossey &
Shapiro  (1982) concluded that their findings provide
“empirical support for the 1long held, but inadequately

v

‘
y

;



-

substantiated, belief that the way a person views his health
is importantly related to subsequent health outcomes”™ (p.
800 ) .

To summar ize, self-ratings of health have been
variously described as measuring "perceived” versus "actual”
health (Suchman et al., 1958), self-image (Friedsam &
Martin. 1963}, anxiety and adjustment to the environment
(Maddox, .1964), vada;fion or rejection of the sick role
(Maddox., 1962 & 1964), subjective well-being (Larson, 13978).
life satisfaction (Snider. 1980), morale (Mancini & Quinn,
1981), physical well-being (Mossey & Shapiro, 1982), and
emotional health, including "positive feelings” (Mosseyn&
Shapiro, 1982). As such, self-ratings of health are
primarily ' indicative of "feeljﬁg states”, and they require
the individual‘to make an implicit judgment based upon
whatever his or her concept of health happens to be
(Parkerson, Gehlbach, Wagner, James, Clapp, & Muhlbaier,
1981). In the absence of a commonly accepted standard of
what is excellent, good, fair, or poor health, self-ratings
of health "may reflect the norms of a particular group
relevant to the respondent, for instance, a group based on
sex, age, or residence”, to quote Fillenbaum (1979, p. 45).
In this event, self-ratings of health may be influenced more

by social norms than actual health status.

Indeed, review of the literature related to health and

behaviour among the aged suggests social norms linked to

sexual status may contribute to the sex morbidity ratio.
/
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Given that this ratio is based upon survey research in which
respondents repért whether or not they havef for example, a
specific type of health probiem, i; has been hypothesized
that the excéss morbidity of elderly women may be due to
their greater willingness to report such data (Payne &
Whittington,“‘1976)l Further, if a positive relationship
between reporting behaviour and perceived health status is
assumed, the question arises as to whether elderly men and
women tend not to perceive their health in the same way. In
this light, the next section of summarizes current
epidemiological data on the sex morbidity ratio among the

elderly, and examines the interpretation that elderly women

and men tend to assess their health differently.

B. The Sex Morbidity Ratio

The Canadian Governmental Report oh Agiﬁg (1982) noted
that in 1976 the expected remaining years of life for men at
age 65 were 13.95 years, and for women, 18 years. :

In the fifty years bétween 1921 ana 1871, life
expectancy at the older ages _increased muph moré sﬁarply
among females than males in this country. For males aged 65
the increase was about one half a year‘ (13.2. to 13.7),
whereas for females the corresponding data were 13.7 to 17.5
(Stone & Fletcher, 1980).

The excess mortality of men is often compared to fhe

excess mofbidity for women. In terms of the sex differential

for morbidity, the Canada Health Survey (1981) found in the

.«
. s
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65 and over age group that females have more health problems

4 .
than males. Specifically, elderly women reported mental

disorders, diabetes, thyroid @isorders, anemia, headaches,
sight disorders, hyper tension, heart ~ disease, acute
respiratoryA 11lness, influenza, haxfever and other

allergies, dental problems,- digestive disorders,® skin
disorders, arthritis and rheumatism, limb and joint
disorders, trauma, and other health problems more frequently
than did elderly . men.A In contrast, males 65 and over
reported more hearing disordgys, bronchitis and emphysema,
asthma, and gastric and duodena& ulcers than did their
female cohorts (fablé 57, Prevalence of Health Problems by
Age and Sex, by Type of Health Problem, Cangga, 1978-79, p.
115). |

Females aged 65 and over also have a higher number of
annual bed-days per person (15.28 vs. 10.55), and ~a higher
number of annual major activity loss days per person (15.58
vs. 10.13) than do males 65+ (Canada Health Survey, 1981, p.
119 & 120). An earlier Canadian survey by public health
nurses of the health and living conditions of the aged found
as well that women reported more symptoms and illness and
had more bed-sickness than men (Schwenger & Sayers, 1971).

o

HoweVer. Stone & Fletcher (1980) have observed }hat the

pattern of differences in male/female hospital wutilization .

among the 65 and over age group varies sharply from that of
the whole population. Females in the whole population have

much higher rates of hospital wutilization than males,

&
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. whereas elderly females have much lower rates than elderly

__;3.523,‘
5 males.

i
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In terms of functional 1mpairment. the Fframingham
AQQEDjsability Studies of physical and social disability among
| the aging (n=2.654) indicated women had more unmet
housekeeping and transportation needs than men (Jette &
Branch, 1981:. Branch & Jette, 1981} This difference was
significant within each of three age cohorts (55-64 years.
65-74 years, & 75-84 years!. Women were also more disabled
than men in activities of daily 1living such as bathing.
dressing, and transferring from one position to another. In
addition, thére was no support for the interpretation that
the greater prevalence of physical disability among élderﬁy
women was an artifact of the Increased proportions of women
living into old, old age. '

Thus, in contrast to the excess mortality of elderly

males, elderly females seem disadvantaﬂn terms of excess
&7
morbidity. This appears to hold true regatrdless. of whether

health -is measured by the presence or gbsence of disease or
in Afﬁnctional terms. Various interpretations of this
phenomenon are examined in the next section, with particular
attention directed to the hypothesis that elderly men and
women tend to assess their health differently.
o ' /
Interpretat ions

.A general impression conveyed in the literature is that

‘women are more willing to report symptoms of distress and



iliness than are men !Verbrugge. 1978 = That 1s. one
resolution of the paradox of women s greater longevity and
poorer health rests in the argument that women are not less
healthy than men but do have a greater propensily to
underrate their health and to seek medical care Payne &
whittington. 1976 For example. Vverbrugge '976a has
stated. "We suspect that males are physically sicker from
both acute and chronic conditions but that socilal and
psychological factors enhance females reports tco such an
extent that a female excess appears overall”™ 1p. 399
Simitlarly. Mechanic '1978' noted that women "reaort many
more subjective symptoms than men. particularly those
symptoms that may be indicative of physical or psychological
distress” . And. he concludes. "it is difficult to support
the argu$ent that women have more i1llness than men” (p. 213" .

Dohrerwend ahd Dohrerwend (19771 have also argued that
the higher rates of morbidity in women found 1in community
surveys of mental health are a consequence of women being
more willing-'to emgage in illness behaviour than men. Such
help-seeking pattefns are said to reflect. in turn, social
norms ,jghat permit women to complain more readily and to
appear less stoic; the corollary assumption holds that men
often overrate their health or ignoré health problems in an
attempt to fulfill a sociocultural equctation £hat men
ought to be strong, healthy, and stoical in the face of pain
(Nathanson, 1975; Verbrugge, 1976a, & 1976b:; Mechanic, 1978:
Phillips & Segal, 1969; Maddox, 1964).
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“ypical ot the sex role socraitzatron interpretatron
's the follow'ng quetatror from Shanas "QER
.n Jenmnmark . Braitayn. and the (mited States . men
are the dominant se»x "hey are expected, to be

stronger than women. hardier. and less complaining.
"his  cultural pattern s  followed throughout the
irfespan and 'nto old age Consequently. old men 1in
comparison with old women are more likely to say
theyr heaith 1s "good” ‘p <'4:
ret. contlicting evidence does exist for the assumption
that elderly women tend to wunderrate their health and
elderly men to overrate their health. Fferarro 1980' found
that although elderly males 1n his study generally reported
less disabiiity and fewer physioliogical disorders than the
elderly females. these same men aiso rated their health as
poorer than Athe women. He states, “"In comparison with
females .. . males tend to rate themselves as having poorer
health even though they report less disability and fewer
1l1inesses”™ (p. 381).
Fillenbaum (1979) comes to a similar conclusion in her
interpretation of the finding that for any given self-rating
of health on the scale “excellent”, “"good”, "fair", eor

"poor”, women overrated their health in relation to their

objective health status. That is, women whose health tended

"to be objectively poorer as indicated by the number of

health-related problems reported present in the previous
month, the number of different types of medications taken
during the previous month, and the number of different
illnesses and disabilities presently affecting each

respondent, tolerated more health problems for a given
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self-rating of health than did their male counterparts.
Further . Chappell & Havens (13980 repor} that "if the
conventional age 75 is chosen, old elderly women emerge as
expressing greater overall well-being than old elderly men”
ip.162). This, they suggest, lends support to Dulﬁde’s
(1978) contention that women do not tranglate objectively
worse situations to the psychological/subjéctive level.
Although the wvalidity of their position 1is uncertain,
Chappell & Havens (1980} speculate that "a woman's role
throughout her lifetime is characterized by change and
inconsistency, which leads to the resilience and strength of
older women” (p. 163}, a view in keeping with that of Beeson
(1975), Kline (1975), and Giesen & Datan (1980).
Unfortunately, an apparent weakness of the studies by
Ferraro (1980), .Fillenbaum (1979), and Chappell & Havens
(1980) is that their supposed indicators of objective health
status were actually based on the self-reports of subjects
rather than o; clinical measures independent of reporting
behaviour. Thus, it is noteworthy that Davis (1981) found no
support for the hypothesis that women are more willing to
over or underreport symptoms in a study incorporating
measures of disease independent of symp tom reports.
Reporting of chronic joint symptoms for both men and women
was significantly related to radiographic evidence of
osteoarthrosis and two measures of treatment behaviour.

Atchley (1976) cast a further shadow upon previous

theorizing about the social and psychological differences

)
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between men and women in later life, including how they
perceive their health, in his observation that studies which
have included sex comparisons usually lump all respondents
into a single age category, 65 afhd over. He asserts, “tven
those studies tha{ do include more detailed age breakdowns
never control for the sex differences 1i1n marital status,
education, and income”, and “because these comparisons
failed to control alternative causes of sex differences they
are of limited value” (p. 204). Notably, his empirical study
of male/female comparisons in late 1life found self-rated
health was not sfgnificantly different when age., marital
status, educétion, and income adequacy were controlled.
Controlling for physical health in each case, Blazer &
Houpt (19738) conducted a survey of the perception of poor
health in the healthy older adult (N=977). Contrary to
previous data (e.g. Maddox, 1962: Tissue, 18972: Maddox &
Douglass, 1973: Friedsam & Martin, 1963), perceived poor
health in the healthy elderly was not associated with age or
sex. Rather, the physically healthy elderly who perceived
their physical health status to be poor were more depressed,
more hypochondriacal, and dissatisfied with 1life. They
tended to complain of multiple symptoms, activities of daily
living were decreased. and ihey were more likely to visit
their doctor frequently during the year. That is, the
presence of depression, hypochondriasis, and dissatisfaction
with life were more important predictors of self-rated

health than the sex or age of the subjects.

R
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In summary. previous theorizing and empirical research
directed toward interpretation of the sex mor‘bvidity ratio in
the elderly is confusing 1in 1its conclusions. There 1is
evidence for underrating and overrating of health by both
sexes (e.g. Shanas, 1968; ferraro, 1980: Fillenbaum, 1979)
while nonsignificant differences beween the sexes have also
been reported (e.g. Atchley., 1976:. Blazer & Houpf. 1979 .
Fur ther, mental depressién. hypochondriasis, and
dissatisfaction with 1life may have greater impacts upon
perceived health status, as indicated by self-ratings of
health, than actual health status does.

In order to establish more clearly whether or not the
sex morbidity ratio is partly attributable to a tendenc& for
men to view their health differently from women, it would
seem preferable to operationalize perceived health within a
per formance frameﬁork. Also, it is suggested that should
estimates of the .actual performance of activities be
substituted for self-ratings of health, the sex morbidity
ratio among the elderly may be more 6learly interpretable in
terms of existent differences in physicél and psychosocial

health status.

C. The Performance Conception of Health

The advantages of definitions of health in terms of
per formance or function have been recognized for some time.
Patrick, Bush, & Chen (1973), for example, éonsidered such
definitions of health as essential for bridging the gap
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between theoretical concepts of health and their empirical
measurement . Alternatively, Reynolds, Rushing, & Miles
(1973) agserted that health should be defined in terms of
behaviour "in view of the problems of reliability and
validity associated with nonbehaviour measures, such as
perceived health and self-diagnosis”, and as "it is in terms
of behavioural functioning rather than perceived health

that the concept of health is most relevant for social
system functioning” (p. 272).

Bergner et al. (1976a) have also proposed that a
per formance conception of health has several attributes
which make it a useful basis for a measure of
'sickness-related behaviour. With reference to earlier work
by Fabrega (1975), they state,

First, performance or behaviour may be reported
directly by the individual under consideration.
Second, performance may also be observed and
reported by another respondent about the individual
under consideration. Third, performance may be
affected by medical treatment even though the
disease itself may be unaffected. Fourth,
performance can be measured whether or not the
individual is receiving medical care. And fifth, a
measure based on performance or behaviour permits
relating diverse definitions of disease and sickness

by uncoverin? universal patterns of behavioural
~dysfunctions (p. 396-397).

A per formance conception of health ;lso permits
measurement of perceived health across a multidimensional
spectrum of areas of living, and in'sq doing facilitates
collection of qualitative detail regarding perceived
strengths and weaknesses ih functional status. This

information, in turn, may be used as an outcome measure of a



19

health care program from the perspective of of the patient
(Brook, Davis-Avery, Greenfield, et al. 1977). In addition,
given thp tendency to chronic illnesses and functional
disabil{ky among the elderly (Shanas & Maddox, 1976), a
per formance conceptioh of health appears preferable to the
more cystomary self-ratings in any study involving
interactions between health, behaviour, and aging.

In this regard, the Sickness Impact Profile (SIP) is a
behaviourally based measure of perceived health status
developed by the Department of Health Services, University
of Washington, Seattle (Bergner et al., 1981; Pollard et
al., 1978; Bergner et al., 1976a; Bergner et al., 1976b;
Pollard et al., 1976; Carter et al., 1976; Gilson et al.,
1975). The SIP focusses upon whether an individual perceives
himself as actually performing an activity as it is
described in a SIP statement. That is, it relies exclusively
upon the self-assessment of the individual within a
per formance framework for measurement of health status.

N Although the SIP was not specifically designed for use
 wifh the elderly, its performance base and and comprehensive
nature indicated that it could be extended for use with the -
65+ popu\ation. Thus, the main purpose of this study was
clinical véﬁ'dation of the SIP for measurement of the
perceived héa]th status of a small group of elderly people
attendihé a geriatric Day Hospital.

More specifically, the objectives were:
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1. To assess the descriptive validity of the Sickness Impaét
Profile (SIP) as a measure of the perceived health status of

N
a small group of elderly people attending a geriatric Day $

Hospital.

2. To assess the construct validity of the SIP in terms of
its relationships with indicators of objective health status

and patient self-ratings of health.

3. To assess the utility of the SIP as an outcome measure of

the Day Hospital program.

4. To examine the relationships between age, sex, objective
health status, and self-assessed health of the participants

in the study. .

Several terms used in the study required specification
as in many cases there were restrictions in common usage.
Chronic disease: all impairments or deviations from normal \\j>
which have one or more of the following characteristi%s: are
permanent ; leave residual disability; are caused by
nonreversible pathological alteration; require special
training of the patient for rehabilitation; may be expected
to require a long period of supervision, observation, or
care. (W. S. Commission on Chronic Iliness, 1957, cited in

Mausner & Bahn (1973)).
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Elderly: a person who is 65 years of age or older.

Functional disability:’ functional limitations in the
per formance of normal daily role activities as a result of

illness or injury (Stewart et al.. 1977).

Health: a dynamic continuum of physical and psychosocial

functional states.

Reliability: refers to the consistency or stability with
which an index measures a construct. An index with a low
reliability does not possess the required sensitivity or
precision to differeﬁfiate individuals or groups in terms of
health status unless the differences in health status aré of

the grossest nature (Chen & Bryant, 1975).
Sickness: an individual’'s own percéption of his health.

Sickness impact: self-reports of dysfunction, clinical
reports of dysfunction, others’ reports of dysfunction, and
tests of dysfunction using other instruments (Bergner et

al., 1981).

Validity: the range of inferences that are appropriate when
interpreting a measurement, a score, or the résult of a test
(Cronbach, 1971). That is, the validity of a measure defines

_the meaning of a score derived from it. Validity is not
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absolute: it is relative to the domain about which
statements are made. An indicator or index 1s a valid
measure of health status only to the extent that 1t
expresses or quantifies that construct (Kaplan, Bush, &

Berry, 1976).

In the next section a description of the Sickness
Impact Profile 1is provided. with particular attention
directed to its purpose, development, scaling, scoring,

reliability. and vatidity.



I1I11. The Sickness Impact Profile

Purpose

The SIP was developed to provide a measure of perceived
health status that is sensitive enough té.deteclichanges or
differences in health status in a variety of circumstances.
It is considered to be broadly applicable across demographic
and cultufal subgroups, and may be used at the.level of (1)
the individual patient, (2) small groups. and (3} general
populations. Further, it is intended "to assess a wide range
of sickness-related impacts varying from minor to very
severe dysfunctions” (Bergner & Gi]sog, 1981, 7( 140), and
"to provide a measure of the effects or outcomes of health
care that can be used for evaluation, program planning and
policy formulation” (Bergner et al., 1981, p.187).

The SIP contains 136 items each describing a
sickness-related behavioural change. The items are grouped
into 12 categories or areas of living: Sleep énd Rest (SR),
Emotional Behaviour (EB), Body Care and Movement {BCM), Home
Management (HM), Mobility (M), Social Interaction (SI),
Ambulation (A), Alertness Behavioﬁr (AB}, Communication (C),
Work (W), Recreatiop and Pastimes (RP), and Eating (E).
Categories EB, SI, AB, and C are aggregated into a
"psychosocial dimension”, and categofies BCM, M, and A are
aggregated into a "physical dimension”. The five remaining

categories are not aggregated in any way.
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Development, Scaling., and Scoring of the SIP

As stated by Bergner et al. (1981, "Thé strategy
chosen for developing, assessing. and revising the SIP was
based on methodological principles that emphasized the
evaluation of reliability and wvalidity 1in a variely of
settings. the determination of the relationship of the SIP
to other measurés currently in use and the evaluation of its
unique contribution as an outcome measure of health status”
(p. 788).

Deve lopment of the SIP began in 18972 with the
initiation of procedures to collect and evaluate statements
describing - sickness-related béhavioura[ dysfunction.
Statements were gathered from patients, individuals caring
for patients, the apparently healthy, and health care
professionals. In addition, the scientific literature on
health measurement was ‘reviewed and additional statements
‘were gathered from previously  developed instrumen{s
containing references to behavioural dysfunctions (Bergner &
Gilson, 1981). A total of 1250 statements were screened to
yield 312 items grouped into areas of activity~or categories
and then included in a prototype Sickness Impact Profile.
This questionnaire was the subject of field trials conducted
in 1973, 1974, and 1976 (gergner et al., 1981).

Sampling during the field trials was designed "so that
the instrument would be tested on subjects that spanned a

range of type and severity of illess" (Bergner et al., 1981,
p.788), and included home care patients, walk-in clinic
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patients, rebhabilitation medicine outpatients and
inpatients, speech pathology inpatients, outpatients with
chronic health problems, and a group of enrollees 1in a

pre-paid health plan.

2

Dur ing development of the instrument, a total of 133
judges rated the relative severity of dysfunction of ‘each
statement so that scale values could be assigned (Carter,
Bobbitt, & Bergner, 1976). The judging group was composed of
108 health consumers and 25 health care professionals and
pre-professional students. They were asked to rate each
statement in terms of severity without regard for who might
be experiencing it, what might be causing it, or future
implications (Bergner & Gilson, 1981). Agreement among the
judges was very high (Carter et al., 1976).

In scoring the SIP, scale values are used to calculate
category, dimension, and overall SIP scores. Possible scores
in each category range from 0 to 100, and higher scores
reflect worse function. A score for the Qverall SIP .-
instrument is computed by summing the scale values of all
itemé checked and dividing that sum by the grand total of
all statement scale values. This ratio is then multiplied by
100 to convert it tb a percent. Similarly, scores for each

,category are calculated.

Reliability

Test-retest reliability (ie. reproducibility) and
, ) {
internal consistency of the SIP were comparable across all
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field trials In the 1976 field study. test-retest
reliability was 0.92 for overall SIP scores and 0©.50 for
category i1tems. whiie 1nternal! consistency as 1ndicated by

Cronbach’'s alpha (Cronbach., 19511 was 0.494 t(Bergner et al .

19811 .

The 1976 field trial compared the reliability of three
types of administration of the SIP: interviewer
administration t1, interviewer -delivered
sel;Aadministration t1Dt, and mail-delivered
self-administration 'MD'. High levels of test-retest

reliability, evaluated in terms of score correlations. were
demonstrated fér the I's (r=0.97) and the ID's tr=0.87'. No
retests on MD's coqu be obtained (Pollard et al.. 19769 .
Internal consistency measured in terms of Cronbach's ﬁalpha
(Cronbach, 19511 was 0.94 for both I's and ID's but only

0.817 for MD's (Bergner et al., 1981). .
, e

\ ' i
validity
The construct validity of an instrument 1s the degree
to which it measures the theoretical construct or trait that
it is designed to measure {(Allen & Yen, 19791 |
ﬁ In this regard. the validity of the SIP was tested
during field trials by observing how strongly it correlated
with other instruments purporting to meaggre health status
or some specific aspects of it. Two further validation
efforté involved comparing the SIP with judgments of

obgervers .assessing roughly the same construct, specifically

[



D
~J

the patient s judgment of his health and sickness. and the

clinician s assessment of the patient s health and
dysfunction 'Bergner ef al . 1976a: R
Using 1876 data N=230'. the correlation between S|P

scores and self assessment of dysfunction was 0 63: between
SIP scores and self-assessment of sickness was 0 63. between
S1P scores and selected questions from the National Health
Interview Survey Index of activily limitation was 0.55:

between S!P scores and clinician assessments of dysfunction

was 0.50. and between SIP scores and climicran assessments
of sickness was 0.40 (Bergner et al.. 1981: Bergner &
Gilson. 1981: Bergner et al. . 1376a' Multitrait-multimethod
techniques. as developed by Campbel!l and Fiske 1359'  and

multiple regression techniques further suggested that "SIP
scores are more highly related to those criterion measures
that were, a priori, considered to be most reflective of the
construct of sickness and the methodology enployeé in the
SIP" (Bergner et al.. 1981, p. 797" |

The validity of the SIP was also 1nvestigated:- through
assessment of its relationship to objective clinical data
used to follow the progress of patients with specific
diagnostic conditions. That is. the "clinical validity" of
the SIP was determined for patients in the disease
categories of total hip replacement. hyperthyroidism., and
rheumatoid arthritis. To cite Bergner aﬁd Gilson (1981, "As
a general stateTent it may be said that the SIP showed a

high correlation with the established and accepted tests in



all three disease conditions and at all of the stages of the
diseases that were tested” (p. 144)

The descriptive validity of the SIP., or "the extent to
yh\ch dimension and category scores and J1tem-checking
patterns provide a wuseful and meaningful qualitative

description of different samplies and types of subjects”. was

assessed by pattern and profile analyses of individual and
diagnostic group data (Bergner et al.. 1981, p. 799).
Findings were described as consistent with clinical

observations. while providing information that 1n some cases
was new and in others highlighted clinical data that may
have been ignored or de-emphasized. Further, characteristic
patterns of SIP category and dimension scores across all hip
patients and across all hyperthyroid patients permitted
differentiation among diseases and among patients (Bergner &
Gilson, 1981).

Based on tHe research that has been done, the Sickness
Impact Profile appeared to have considerable potential for
application with the elderly. Therefore, a clinical
validation study of the SIP with a group of elderly patients
was proposed and subsequently conducted in a geriatric Day
Hospital affiliated with the Department of Geriatric
Medicine, Uﬁiversity of Alberta. A description of the
methods utilized in this research is provided in the next

section.



IV. Methods

A. The Sample
Thirty people attending a geriatric Day Hospirtal
located in the city of Edmonton volunteered to participate

in sthe study. The sample was obtained by inviting each

person admitted to the Day Hospital between danuary 1. 1983
and March 31, 1983 to participate. with the exception of
those who were discharged scon after admission. were

mentally confused. or unable to read or understand spoken
'EnglighA A letter of introduction described the nature and
purposes of the study to each potential respondent A copy
of this letter 1s locateq in Appendix A.  Written consents.
witnessed by a staff member of the Day Hospital. were
obtained for each member of the sample.

Descriptive data for the sample are summarized in Table
IV.1. Mean age was 74.7 years. with a vrange of 65 to 93
years. Thirteen people were 65 to 74 years of age, ;nd 17
people were 75 years of age or older. There were 13 males
and 17 females.

All participants in the study resided in the community
and attended the Day Hospital once or twice weekly. In
keeping with the criteria for admission to Day Hospital,
they required assessment and/or the provision of integrated
medical, nursing, rehabilitation, and social services.
Specific services accessed by the respondents included

medical assessment, care and supervision, nursing care and

29
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: TABLE V.1 )
DESCRIPTION OF SAMPLE BY AGE AND SEX
AGE YRS ‘ SEX TOTAL
Male Female
65-74 5 8 13
75+ 8 S 17
T07AL 13 17 N=30

supervision. diagnostic testing. physiotherapy., occupational
therapy. recreational and diversional therapy, socialization
grbups. speech therapy, social services, individual and
family counselling, medication monitoring and counselling,
diet therapy and counselling, and transportation to and from

the program.

8. Research Design

Participants were assessed on two occasions using
measures of perceived health status as indicated by
self-ratings of health and responses to the Sickness Impact
Profile, and of objective health status as indicated by the
active problems listed .in each respondent’'s medical record.
Approximately one month elapsed between the\first and second
occasions. |

A pilot study based on the first five members of the

sample resulted in revisions to the measure proposed to

summar ize objective health status. Rather than constructing
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an index of objective health by adding the number of
different diagnoses and the number of active problems
lnsted. these two variables were regarded as 1ndependent

indicators of objective health status.

C. Instruments
The data collection instruments were of three types

listed as follows. Each is described separately.

1. Indicators of Objective Health Status |

1.1 Number and types of diagnoses made by the physician
of the Day Hospital;

1.2 Number and type of active problems listed in problem

oriented medical records‘

2. Indicators of Self-Assessed Health
2.1 Self-ratings of health;

2.2 The Sickness Impact Profile (SIP).

3. Evaluations of the SIP
3.1 Participant Interviews,;

3.2 Health Care Professionals Questionnaire.

Physician Diagnoses
Upon admission to the Day Hospital, all patients

undergo a medical examination by the same physician. Based

upon this assessment, the diagnoses made for each member of
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the sample were listed by this physician and in the present

study were used as an indicator of objective health status.

Active Problems Listed in Problem Oriented Medical Records

The Day Hospital utilizes the problem oriented medical
record (POMR) system of record keeping which consists of
four main parts: a problem list, a defined data base, plans,
and progress notes. The problem list is considered to be the
Key to this system of medical records insofar as it 1is a
"list of the clinically significant events in a patient’'s
life and highlights the factors which might affect
management” (Mclntyre, 1979, p.39).

A list\of problems is identified for every Day Hospital
patient following a multidisciplinary assessment process.
tach problem }s validated by the patient prior to inclusion
in his medical record. Problems which require active
intervention are called "active" problems, in contrast to
those identified as “"inactive" {that is, not requiring
immediate action for the purposes of diagnosis, monitoring,
treatment, or patient education), or "resolved".

~. The number and type of active problems listed for each

participant were recorded on the same day as the first and

second interviews.

-Sel1f-Ratings of Health
Self-ratings of health were obtained in answer to the
question, "Compared to others your age, how do you rate your
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health?", given the response categories "Excellent” (1),

"Good" (2), "Fair” (3). or "Poor"” (4.

The Sickness Impact Profile

The SIP was described in detail 1in Chapfer I11. As
interviewer administration of the SIP yielded the most
reliable data during the 1976 field trial. this was the type
of administration selected. All SIP's were administered by
this investigator according to procedures reconmended by
Conn, Bobbitt, and Bergner (1978). It was emphasized to
respondents that they should respond to (check) only those
statements in the SIP that they were sure described them
today and were related to their state of health. Certain
inéjyiduals required assistance to read SIP statements
because of poor vision or illiteracy. For those with hearing
problems, it was necessary to read each item in a loud
voice.

Test-retest reliability estimates and the. internal
consistency of category, dimension, and overall SIP scores
were calculated in this study to permit comparison with
previous field trials. These esfimates also assisted in
assessment of the validity of the SIP scores obtained as
descriptors of the perceived health status of the study
sample.

The validity of the SIP was assessed by observing its
relationship to physician diagnoses, active problems listed

in problem oriented medical records, and self-ratings of
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health. In addition, participants in the study and health
care professionals‘ of the Day Hospital were asked to give
their opinions about the SIP. Particular attention was
directed toward evaluation of the SIP's ability to
discriminate between subgrqups within the sample, and to
provide individual patient_profiles consistent with clinical
reports.

A copy of the letter from Or. M. Bergner in which
permission was granted for wuse of the Sickness Impact

Profile is in Appendix B.

Participant Interviews

Immediately following the second administration of the
Sickness Impact Profile, the interviewer posed three
questions to each respondent. Fiﬁstly. he was asked to
indicate whether or not the SIP gave an accurate picture of
how he saw his health at this time. Secondly, the respondent
was asked if he had difficulty in understanding the
instructions for responding to the questionnaire. Thirdly,
the respondent was asked, "Do you think that the information
you provided in answering the Sickness Impact Profile should
be shared with the health professionals directly concerned
with your program at the Day Hospital?".

The first and second questions aimed to elicit
participants’ opinions about the strengths and weaknesses of
the SIP as a tool for describing how they saw their -health.

The third question was posed to determine the importance
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attributed by a respondent to his SIP data, and to ascertain
whether he was willing to release this information to the
health professionals directly involved with his program at
the Day Hospital.

Appendix C contains a copy of the que;tionnaire used in

the participant interviews.

Health Care Professionals Ouestionnai;e

The health care professionals of the Day Hospital
familiar with the Sickness Impact Profile were requested to
evaluate it according to seven criteria. This evaluation was
conducted on the last day of the data collection phase, and
subsequent to two presentations in which the purpose,
format, content, and information obtained by the SIP were
described and illustrated with.d;ta from the sample.

Appendi x D contains a copy of the questioqnaire

completed.



V. Results and Preliminany Discussion

The 1initial three sections of this chapter are
essentially descriptive in nature.’ tirstly, the sample is
described in terms of the most frequently diagnosed disease
states, the modal number 'of active problems listed, and
self-ratings of health. SeconleT.dysfunction_in the sample
as measured by the SIP is presehfed_ Thirdly. the absence of
a significant relationship between the age and sex of the
respondents and indicators of objective and subjective
health status is discussed in terms of sample
charadgfqistics.

‘WHWﬁE&}béus of the remaining sections is upon evaluation
of the SIP with regard to its utility as an outcome measure
of the Day Hospital program, as well as its reliability,
validity, and 1internal structure as indicated by category
_ analysis. Lastly, evaluations of the SIP by participants in
the study sample and the health care professionals of the

Day Hospital are reviewed.

A. Description of Sample by Diagnoses, Active Prablems, and
Self-Rated Health
The predominance of chronic disease states among the
sample was evident -in the nature of the diagnoses reported.
The mos t frequently diagnosed conditions were
osteoarthritis, depression, | hyper tension, chronic
obstructive pulmonary disease, and cataracts. A tend;ncy to

multiple health problems was indicated by a mean of 4.37

36
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diagnoses per respondent, with a range of one to eight.

Initially, the modal number of active problems listed
in the problem oriented medical records of the participants
in the study was 9 (range four to eighteen problems).
However, the mode decreased to 8 (range one to 15) by the
time of the second participant interviews.

With regard to self-ratings of health, 13 people said
their health was "good”. 11 said it was "fair”, and 6 said
it was "poor”. No one selected the response “excellent”.

'ge relationship between self-ratings of health and age
was not significant when the sample was dichotomized into
two subgroups{fGS to 74 years, and 75 years and older).
However, a tendency for self-ratings of health to be more
positive ahong the oldest members of the sample was evident
when the sample was divided into three épbgroups (65 to 74,

75 to 84, and 85 years of age or older). With reference to

Table V.1, the observation that all respondents in the
oldest age range stated their health was "good” is
consistent with earlier reports by Shanas et al. (1968), and

Ferraro (1980), among others.

Shanas et al. (1968) found in cross-cultural research
that "there is no marked decline with age in the proportion
of old people who feel that their health is good” (p.214).
Similarly, in a study of 1low income elderly (N=3,6370)
Ferraro (1980) discovered that though members of his sample
75 years of age or older were more disabled and .reported

more physiological disorders, they also tended to express
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' TABLE V.
SELF- RhTINGS OF HEALTH BY THREE AGE COHORTS IN SAMPLE

AGE

(YRS .) POOR FAIR GOGD EXC. TOTAL

65-74 5 6 2 0 13

75-84 1 5 6 0 12

85+ 0 0 5 0 5

TOTAL 0 13 11 6 N=30

better health than thoSg in the age range 65-74 years when
analyses controlled for\\pther\-pertinent factors. His
observation that "the oldest of the elderly population are
not as likely to reflect negative views of their own health”
and that “inspite of the difficulties. that they experience
due to physiological disorders they tendato express a more
positive view of their own .health” (p.380) appear

\\r’.\

substantiated in this study. That., is, al though the
participants in this study 85 years of agé or older (n=5)
generally had higher overall SIP scores, they all said their

health was "good"

B. Dysfunction in lo A Measured by the SIP

The structure dﬁ%xﬁ e SIP and mean scpres in each
category for the ent1rersample are shown in Table V.2. For
compar ison, data from a previously studied general
population sample (Gilson, Bergner, Bobbitt et al., as cited

in Deyo, Inui, Leininger, & Overman, 1983) are included.

@ )(.)“T
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A list ©of the behavioural dysfunctirons 1dentrfired by
50% or more of the sample 1s provided 1n  Appendir ¢t The
most highly prevalent dysfunctions reported were 1n terms of
sleep and rest. special diets. doing heavy work at home.
walking. and going out in the community for socral visits
and entertainment .

Upon review of mean S$SIP category scores. the three
highest levels of dysfunction in the sample were 1in the
areas of recreation and pastimes (X=33 11, home management
(X=31.1), and alertness ~ behaviour (X=26.9) . It was -
interesting to note that the items most frequently checked
tended to be the lowest we}ghtea items in each category.
That 1is, on a continuum from minimal to maximal severity of
dysfunction, this sample génerally occupied the lower end of
~the scale. Given that the range of possible scores in each
category is U to 100, with a higher score indicating worse
function, most people had scores less than 50 in every
category. Indeed, a floor effect ;as evident insofar as
scores of 0.0 were obtained by most respondents (76.7%) in
at least two categories.

Twenty items, primarily 1in the categories’ "Work" and
"Ea®ing”, not checked by any member of the sample are listed
in Appendix F. These items were generally not applicable as
-all but one person was retired, and most had no problems
related to eating except for the need for a special diet.

Nevertheless, in comparison to the sample (n=624) used

in the 1976 field trial of the SIP. the participants in this



study had much worse health

C. Age and Sex as Predictors of Health Status

Contrary to findings of previous morbidily surveys
fe g. Canada Health Survey. 1981 Branch & Jelte. '3&°".
Jette and Branch. 1981 Nathanson. 1977' the variables age
and sex were not significantly correlated wirth objective or
subjective health status. That 's. when considered
xndependently or jointly by age/sex categories. there were
no significant relationships between the age and sex of the
respondents and the number of diagnoses. the number of
active problems listed. self-ratings of health., or total SIP
scores. lTable V.3 summarizes the interrelationships of these
variables.

T-tests for independent groups revealed no significant
differences between males and females in mean score across
SIP categories or dimensions. The same finding was evident
when individuals in the age range 65 to 74 years were
compared with those 75 years of age and older. and when
comb ined age/sex categories def ined subgroups for
comparison.

These results are due perhaps to the general health
status of the sample, insofar as all participants in  the
study required medical, nursing, rehabilitation, and/or
social services. The sample was very hoﬁogeneous in this-
regard, which in turn reflected the criteria for admission

to the Day Hospital.
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CORRECLTIONS BETWEEN AGE . SEx
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The small si1ze of the sample (N=30), consisting of

volunteers unrepresentative of the elderly population of the
city of tdmonton. also limits the generalizability of the
findings when consider ing age/sex differentials in
morbidity. However. it is suggested that age and sex may not
be 1important predictors of health status in select patient
groups such as the one used in this study.
D. Outcome of the Day Hospital Program as Measured by the
SIP

The outcome of the Day Hospital program was measured in
terms of changes in the perceived health status of the
participants in the study, as indicated bby SIP scores
obtained on two occasions. Among the thirty members oOf the
sample, only four people did not improve in perceived health
status between the first and second administrations of the

SIP. Six respondents demonstrated no change, as evidenced by



minitmal e tess than 2 .00 point: fluctuations 1n overall
S1P scores during the same time period

Paired t tests for category. dimension. and overall S|P
scores were conducted to determine the significance of the
observed changes. With reference to Table V.4, significant

differences existed for scores in the categories Etmotional

Behaviour. Alertness Behaviour. Body Care and Movement ., and
Recreation and Pastimes, as well as in the psychosocial and
physical dimensions and the overall SIP. All significant

changes were in the direction of i&proved health status.
Given that the sample initially was most dysfunctional
in terms of Recreation and Pastimes and Alertness Behaviour.
it may be said that the‘Day Hospital program was somewhat
successful in reducing the impact of health-related problems
in these areas. Ffurther, if one considers the level of
significance obtained for the changes in category scores. it
is tempting to speculiate that the most dramatic improvements
in perceived health status were in the psychosocial domain.
Indeed, as the participants in the study had predominantly
chronic physical illnesses, great changes in physical health
status were not anticipated. However, with interventions
directed toward minimizing the impact of disease upon
functional abilities, changes in mental outlook toward one’s
health seemed more likely to occur and to be expressed as

changes in perceived health status.
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E. Reliability of SIP Scores

Test-retest reliability estimates for overall,
dimension, and category scores were based on the correlation
between results of of the first and second administrations

of the SIP. With reference to Table V.4, test-retest

reliability for overall and dimension scores were within
acceptable limits and reflected the tendency for SIP scores
to be stable over the one month period between
administrations. Notably, test-retest score correlations

ranged between 0.46 (Mobility) and 1.00 (Wwork) for the
categories; the reliability of each category is discussed in
the section "SIP Category Analysis”.

Reliability of the SIP in terms of internal consistency
was assessed by Cronbach’'s (1851) coefficient alpha. High
values of coefficient alpha indicate an instrument measures
traits that are the same or that are highly correlateé
(Allen & Yen, 1979).

In terms of the overall SIP, alpha coefficients were
based on the relationship among categories. With reference
to Table V.5, the internal consistency of the SIP was 0.93
overall, and thus it appears very homogeneous in the
constructs it measures. The psychosocial dimerision possessed
a high degree of internal consistency (@=.90), but the
physical dimension (o =.84) was less homogeneous as
categories M and A did not correlate significantly within

it.
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TABLE V.5
INTERNAL CONSISTENCY OF DIMENSION AND OVERALL SCORES
OF THE SIP AS INDICATED BY CRONBQCH’S (18951) ALPHA

ALPHA

‘ Physical Dimension 0.84
Psychosocial Dimension 0.90
Overall SIP 0.93

Table V.6 gives the item/category correlations and
coefficient alpha for each category of the SIP. Internal
consistency was quite variable across categories, with a
range from 0.10 (E) to 0.86 (AB). The homogeneity of each
category was based on scaled item responses and is discussed

in the section "SIP Category Analysis”.

F. validity of SIP Scores

An indicator or index is a valid measure of health
status 6nly to the extent that it expresses or quantifies
that construct (Kaplan et al., 1976). Although establishing
construct validity is an unending process (Allen & Yen,
1979), it may be estimated by observing the relationships
between an instrument and other indicators of the same
characteristics.

The validity of the SIP was assessed by observing its
relationship to physician diagnoses, active problems on

problem lists ‘of medical records, and self-ratings of
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I
T
health. Table V.3 summarizes the interrelationships of these

variables. each of which is discussed separately as follows

Relationship with Physician Diagnoses

The number of diagnoses made by the';hysician for each
participant in the study was not significantly correlated
with overall SIF scores. However. evidence was found for the
ability of the SIP to discriminate between diagnostic
subgroups within the sample. That 1is. the descriptive
validity of the SIP., defined as “the extent to which
dimension and category scores and item-checking patterns
provide a useful and meaningful qualitative description of
different samples and types gf subjects” (Bergner et al.,
1981, p. 799), was substantiated insofar as depressed
members of the sample were concerned. With reference to
Table V.7 and Figure V.1, those members of the sample (n=15)
with the diagnosis of depression were significantly
different from the rest of the sampie in terms of mean
scores in the psychosocial dimension and in three of the
component categories of this domain, Emotional Behaviourl
Social Interaction, and Alertness Behaviour. further, items
in categories EB, Si. and AB checked by most of the
"depressed” respondents served to clarify the nature of
their psychogsocial dysfunction. Table V.8 lists these itehs.
while a list of the items frequently checked by this group
across all SIP categories is in Appendix G.
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SIP SCORES OF DEPRESSED PATEENTS COMPARED TO REST OF SAMPLE
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Relationship with Active Problem List

The constguct validity of the S[P as a health status
measure was further substantiated by 1ts relationship to the
number of active problems listed in problem oriented medical
records . Pearson correlation coefficients between the number
of active problems and the physical dimension 'r=0.63). the
psychosocial dimension (r=0.49'.  and overall ©§$IP scores
(r=0.63! were all significant at the p<. 01 level. In
addition. stepwise multiple regression analyses indipated
that imong the independent variables of ige. sex., number of
diagnoses. and self-ratings of health, the number of active
problems listed was the only significant predictor of
overall SIP scores. accounting for 29.86% of the variance.

If one considers the number of problems listed and the
number of items checked on the SIP as both on a continuum
reflecting mild to severe impairment of healih, then a
positive relationship befween them may be predicted. As a
problem must be validated by the patient 1n order to be
included in the problem list of his medical record, it is
forseeable that the number of problems thus identified at
any point in time will positively correlate with the number
of behavioural dysfunctions (items) checked on the SIP (and

hence with total SIP score!l.

Relationship with Self-Rated Health
Consistent with their mutual status as subjective

-measures of health, seif-ratings of health correlated
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significantly with overall SIP scores (r=0.40. p<.05}. Thus,
the construct validity of the SIP as a measure of perceived
health status was supported.

It was interesting to note the significant correlation
(r=0.38. p<.05) between self-ratings of health and the
psychosocial dimension of the SIP. Categories EB (r=0.54,
p-.01) and SI (r=.34, p<.05) of this dimension. as well as

category BCM (r=0.39, p<.05) of the physical dimension, also

were significantly related to self-ratings of health.
Further., category EB was the only significant predictor of
self-rated health when stepwise multiple regression

techniques were introduced, independently accounting for 29%
of the variance.

Exploration of the relationships between self-ratings
of health and the Emotional Behaviour category of the SIP
led to the observation that individuals who rated their
health as "poor"” (n=6) checked the highest proportion of
items in this category. That i1s, those people who said their
health was "poor” also tended to indicate worse health in
terms of Emotional Behaviour than individuals who said their
health was "fair" or "good". As evidence of the descriptive
capability of the SIP, Table V.9 lists thé items in category
EB checked frequently by these six people, and Appendix H
contains the behavioural dysfunctions identified by all
members of this subgroup as measured across SIP categories.

Self-ratings of health of individuals with the

diagnosis of depression (n=15) were then examined, as it was
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Kknown they had sigrmitircantly haigher 'mean scores than the

rest of the sample 'n='% 1n categories {5 S0 and AR of

the SIP Fagure v 0 and Table v oo 11lustrate ~ the
distribution of self rated health for these two subgroups
The modal self rating of health ftor the “depressed’ group
was “fair". while the rest of the sample most freqgquently
rated their health as "good’.

Analysis of variance on the overall SIP scores of  three

subgroups of the sample, defined on the ‘basis of self rated

health. revealed significant differences between them
(F=9.19, p<.0011. When the sample was partitioned 1nto two
groups. defined on the basis of presence or absence of
diagnosed depression, and mean overall SIP scores were

compared across categories of self-rated health. the
"depressed” group consistently had higher SIP scores. Table
V.11 summarizes this data.

Taken together. these findings providg considerable
evidence for a positive relationship between felatively
negative self-ratings of health, higher SIP scores 1n the
psychosocial domain, and depression. In summary., there was a
significant, positive correlation between overall SIP scores
and self-ratings of health, between psychosocial dimension

"Scores of the SIP and self-ratings of health. and between
categories EB, SI. and BCM of the SIP and self-ratings of
health. Category EB was the oniy significant predictor of
self-rated health according to the muitiple regression

analyses conducted. and items in this category are checked
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SELF—~RATED HEALTH OF DEPRESSED PATIENTS ©

6 - , )

Frequency

S | Legena ®
/ / & Group !

¥ Group 2

EX'NT GOOD FAIR POOR
Self-Rated Health

*Group 1: DepPresseD PATIENTS (N=15)
Group 2: ALL OTHER MeMBERS OF THE SampLE (N=15)




TABLE V.11
SELF-RATINGS OF HEALTH
BY DEPRESSED PATIENTS* (n = 15}
COMPARED WITH THE REST OF THE SAMPLE=* (n = 15)

SELF RATING OF HEALTH

EXC. GOOD FAIR POOR TOTAL
GRQUP 1= 0 3 8 4 15
GROUP [1=*= 0 10 3 2 15
TO0TAL 0 13 1 b N=30

most frequently by individuals who rate their health as
"poor” . Depressed members of the sample had significantly
higher mean scores in categories EB, SI, and AB of the
psychosocial dimension of the‘SIP, and they qually rated
their health as "fair”. Further, the "depressed” subgroup of
the sample had higher mean overall SIP scores across all
‘ categories of self—ratea health. That is, regardless of how
they rated their health, these individuals perceived their
health to be worse than members of the sample not diagnosed

-

as being depressed. :>

Descriptive Validity

The ability of the SIP to discriminate depressed
patients from the rest of the sample, as well as its
descriptive validity in terms of the specific behavioural
dysfunctions of this group. has already been noted. As

evidence of the validity of the SIP as a descriptor of
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individual patients. the following case examples are

presented.

Case 'A" (figure V.3) 1s a 75 year old woman with a
history of recent bowel surgery. depression and anxiety.
osteocarthritis, and seizures of unknown origin. Low affect.
joint pain, decreased mobility, and decreased ADL
{activities of daily living' skills were among the active
problems listed at the time of the first interview.

Initial administration of the Sickness Impact Profile
revealed severe dysfunction in the psychosocial domain,
especially as measured by categories EB and AB. Problems
were also perceived in terms of home management and
recreation and pastimes. By the time of the second
interview, however, considerable improvement across all
areas was evident. This finding paralleled clinical
observations which emphasized improvements in affect and ADL
skills. It was apparent in this case that 1mprovements 1in
the psychosocial domain had a generalized influence on

perceived health status.

Case ‘B’ (Figure V.4) is a 66 year old female with
rheumatoid arthritis. Active probliems listed were ,decreased
strength and range of motion in ail musc le groups and
joints, decreased functional abilities in activities of
daily living, joint pain, and edema of legs and ankles. SIP

scores obtained one month apart revealed persistent
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elevation of scores in categories Body Care and Movement,
Home Management. and Recreation and Pastimes. Her scores
reflected the impact of chronic disease wupon her physical
health status. Consistent with the findings of Deyo et al.
(1983). scores in categories of the psychosocial dimension
were considerably lower than those indicating physical

dysfunction.

Case 'C° (Figure V.5) was a 91 year old male with
osteoarthritis, ischaemic heart disease, cataracts,
bronchiectasis, and peripheral neuropathy. Active problems
identified were decreased endurance, instability of the
right Knee, poor balance, poor vision, and impaired
sensation in his feet.

The SIP's in this case confirmed clinical reports that
dysfunction was essentiall; limited to the physical domain.
Highest category sceres were in Body Care and Movement, and
Ambulation, respectively. The elevated score in” category M
upon the second administration of the SIP reflected the
generalized impact of his difficulty with walking wupon his

|
mobility in the community.

G. SIP Category Analysis

Each of the twelve categories of the SIP is intended to
measure a distinct area of living that may be subject to the
impact of sickness. To the extent that these categories do

not correlate with each other, it may be said that they
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contribute unique information about the perceived health
status of an individual or group. However, it is also
recognized that the more dysfunctional the sample., the more
categories are responded to, and the higher the
intercorrelation of tategory scores and the correlation of
each category with overall SIP score (Bergner et al., 1981).

In the sections that follow, each SIP Ca§egory s
described in terms of 1ts interrelationships wﬁth overall
SIP score. dimension scores, and the ot P\\theéories. The
test-retest reliability., internal cons stenéy. and validity
of each category afe also examined. Three sections follow
consisting of the independent categories, the categories of
the physical dimension, and the categories of the
psychosocial dimension. Correlations between all ca&ggories

are shown in Table V.12,

Independent Categor ies

With reference to Table V.13, Categories SR, HM, W, RP,
and £ were, with one exception, not significantly correlated
with each other. This indicated that each contributed unique
information regarding the perceived health status of the
sample. Stepwise multiple regression analyses confirmed that
each of these categories independently accounted for some

portion of the variance in overall SIP scores.

Sleep and Rest
The Sleep and Rest (SR) category was posiiivety

correlated with overall SIP scores ir=0.62, p<:001. It also

»
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TLBUE :
INTERRE _LTIONSHIRS OF S0 INDEPENDENT (LATEO0ORIES
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p 4
*p 05
b e O‘
- p OO'
had significant relationships with M r=0 5. po 01 B
r=0 % p- 0' SI r=C BC. p- 0. and aB 'r=0.40. p- 05"

"hus . apparently disturbances 1n sleep and rest behaviour
especially accompany dysfunction 1n the psychosocial domain.

. o
Test-retest reliability was high 'r=0 81/  while internal

consistency was somewhat lower @=0 68 . Elevated SIP scores

in this category were generally validated by clinical

reports of problematic sleep patterns.

Home Management

The Home Management 'HM: category was positively

Acorrelated with overall SIP score ir=0.69, p<.001/. It also

had significant relationships with two categories of the
physical dimension, BCM <r=0.75, p<.001) and M (r=0.46,
p<.01i. and with category 'Sl of the psychosocial dimension
r=0.39. p<.05!. Test-retest reliability as well as internal

consistency were estimated as 0.72. Item-checking patterns
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SN this categoryA appeared to be influenced by the
\
availability of social support systems.
work

The category Work (W' was generally nbt applicable to
this sample. as only one participant in the study was not
retired Thus. all but this person obtained a score of 0.0
in the category.

W was not significantly correlated with overall SIP

scores tr=-0.08" or with any single category of the
instrument. Test-retest reliability was 1.00. 1indicating

L]

that the sole member 6% the sample who worked continued to
do so and that he checked the same items in this category on
both administrations of the SIS. Coefficient alppa was 0.55;
seven of the nine itemsxwere weakly correlated with category

scores and the remain;gg two had item/category correlations
in the range of 0.81! to 1.%. These correlation coefficents
were not considered valid indicators f the internal
coé%%stency of this category, as they were based on the
item-checking pattern of only one persoh. Nevertheless, as a

general statement it may be said that this category had

minimal validity when used with this elderly group.
b

Recreation and Pastimes
The category Recreation  and Pastimes (RP) was
positively correlated with overall SIP scores (r=0.49,
r

p<.01). It also had significant relationships with Béﬁ_
(r=0.42, p<.05), SI (r=0.43, p<.05), C (r=0.58, p<.01), and
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items were not checked by any member of the sample and these

items described iHe most severe ‘'dysfunctichs 1n eating
behaviour . °<

Notably. during the development of the SIP. Bergner et

al. (1981)7f6uqd that items concerned with eating and taking:

nutcition dﬁd not make a statistically significant

contrﬁbhtiop'to the SIP. However, as "consideration of‘ the

application of the Slf in cljnical and prdgram evaluation

settimgs indicited‘lhat this category made a  substantive

3 cont}ibution" to the descriptive capacity of the instrument”

(p. 803)7 this catégory was retained in-the final revision
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®

r=0 9C Notably . physical dimension scores were

significantly correlated with pSychosocial dimension scores
(r=0.46. p< 05'. suggesting that worse physical function 1is
accompanied by worse psychosocial function at a given point

in time.

Body Care and Movement

The Body Care and Movement (BCM) category was strongly
correlated with physical dimension scores (r=0.83, p<.001),
and moderately related to overall SIP scores (r=0.77,
p<.001). As noted, BCM was the strongest predictor of
physical dimensioﬁ scores, accounting for 88% of the
variancé. It had significant _relationships with the two
other ca‘ggjﬁies of this dimension, as wéll as with category
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‘est retest reliability was high r=C 84 . and BCM was

generally homogeneous as 1ndicated by a coefficient alpha of

0.82.

Mobility -

The category Mobility (M) was moderately correlated
with the physical dimensioh (r=0.60, p<.001) and overall SIP
sgores (r=0.64, p<.001). It was a weak predictor of physical
dimension scores, however, and was not significantly
correlatea with category A of this dimension. Mobility did
correlate significantly, nevertheless, with categories SR
(r=0.51, p<.01) and HM (r=0.46, p<.01). Inspection of items

contained within these categories suggested a common

underiying factor based on patterns of rest and activity.
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validated by clinmical reports of patient diffaiculty with

ambulation.

Psychosocial Dimension

The categories ‘EB, S1, AB, and C are aggregated into
the "psychosocial dimension” of the SIP. With reference to
Table V.15, the interrelationships of these categories with
psychosocial dimension and overall SIP scores are
summarized. ‘

’ »"”

Stepwhse multiple regression analy®®s indicated the

psychosocial dimension was the strongest predictor of

overall SIP scores, independently accounting for 71% of the
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variance ‘urther category *EF was the strongest predictor
of psychosocial dimension scores. 1ndependently accounting
for 77% of the variance [t was followed by categorres AB
v14%0 . SI €%, and C (3%, respectively.

Test-retest reliability of the psychosocial dimension
was moderate (r=0.78), while its internal consistency was
high (@€=0.90). The clinical validity of this dimension was
especially substantiated in terms of depressed patients, and
it was seen to have interesting significant relationships

with self-ratings of health.

Emotional Behaviour

The Emotional Behaviour (EB) category was positively
correlated with‘psychosocial dimension (r=0.89, p<.001) and
overall SIP scores (rz0.79, p<.001). It had significant

relationships with all other categories in the psychosocial
\
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depressed patrents and ©f 'hose who ~ated; the'* heaith as

PDOOr  was alsc apparent ’
Soctal interaction
"he Socral  interaction S category was positively
correlated with psychosoctal dimension r=0 88, p< 00': and
overall SIP scores (r=0.80. p< 001y It had significant

relationships with all other categories in the psychosocial

dimension as well as with HM (r=0.39, p<.05) and RP (r=0.43,

p<.051).
Test-retest reliability was moderate (r=0.60), while
internal consistency was lacking (€=0.58).. > X

Alértness Behaviour
The Alertness Behaviour (AB) category was pqsiti:

correlated with psychosocial dimension (r=0.88, p<.001) and

overall SIP scores (r=0.61, p<.001). It had significant

relationships with all other-.categories in this dimension,

°

but ‘did not overlap to any significant degree with any other

category of the instrbment. The -mean score in this category -

+
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amd overal! N scores r=_ Hw p- 00° ot was
sign-ficantly related t'c a'l other categories of the
psychosoci1al dimenston as well as with the 1ndependent

category RP r=0.58. p+ O

Test-retest reliablity was modetate 'r=0 75, while 1t
lacked 1nternal consistency @=0.68). Items in this category
were not frequently checked by members of the sample, with

the exception of the item describing difficulty with writing

or typing.
H. Participant Evaluation of the SIP -
Table V.16 summarizes résponses . to questions posed
during the participant interviews. In general, respondents
considered the SIP to give an accurate picture of how tbéx
saw their health.. ' : ‘ :;
° Only oné person reported difficulty in undehstanding
the instructions for answering th SIP; this was remedied by
repeating the directions as neéded. However, among those who

reported no difficulty in understsnding the ihstructions

were individuals who required assistance to read SIP

?
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statements because f poor vision or v irteracy ror those
w'lh hear1ng problems ! was necessary ' read each tem o
a oud vorce

Kespondents were almos!t unanimous 1n therr w:lingness
1o share theirr (¥ data wi'th the health ‘\are professionals
of  the lay *Hosp'ta’  “he sole persor who refused permission
stated. ‘hey should know this lnformat10n. already “hus
generally speaking. the. ~..f may be an acceptable tool for
“increasing the participation of elderly patients 1n health
care processes

Nevertheless. certain members of the sample 1dentified
limitations of the nstrument The most common limitation
cited was that certain statements were amb 1 guous or
nonspecific to personal circumstances. Phrases such as "less
than wusual” or “more often” were criticized as being
ambiguous, while a statement such as "] am not doing .any of
the (shopping) I would wusually do" was regarded as too
absolute insofar as it; did nof admit the possibilitly of
dbing "less” (shopp?ng) than usual.

Without exception, respondents elaborated dpon their

’

reasons for checking certain SIP items and not others. All
sought to describe in more detail their functional health
status, suggesting that the SIP is ‘ useful catalyst for
obtaining individual-specific profiles of health within an
.interview setting.

A few_»respondenté commented that the SIP seemed to be

appijcable to people more disabled than they were. This ‘was
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trequent outbursts Of anger at tam: v member o for esampie
strike at them “scream. throw thrngs at them .0 this event

1% data” may not reflect the true state of an ndividual s
- . o

behavioural dysfunctioh hree 1ndrviduals sa'd the “[F " was

too lengthy . while another respondent suggested 1t should

contain 1tems related to patient knowledge of specific,

disease conditions

I. Evaluation of the SIP by Health Care Professionals
In general, the health care professionals of the Day
Hospital familiar with the Sickness Impact Profile (n=8)
evaluated the instrument favourably. The SIP was consldered
to be appropriate for use with the elderly, suitable for
inclusion in medical records, easy to comprehend, cépabie of
“yielding fnformation from the patient not otherwise readily
available, usefu] as a tool—for increasing participation of
patients in health care processes, and appropriate 'as an
outcome measure of the Day Hospital program. Table V.17
summar izes these resufts. ' | _
Notably, 62.5% of these health professionals did not

consider the SIP to be brief in terms of timé required for

.administration. However, it 1is questionable whether they
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VI Discussion
T recogntion O the need for comprehensive . valid.
and reliable measures of percerved health status. expressed

' terms of tunction and suttable ftor use with the elderly.

a validation study of the Sickness impact Profile 1S1P1 was
uondu<§§h Mor e specifically. the Slp.s descriptive
,lefblty. construct ’ valjd1ty, ,, test retest reliabir ity
1ntL nai consistency. and utl{lty as an outcome measure of
health were assessed [n addittron. the relationships between
*
the age. sex. self -rated heqlth, aéa overall "SIP scores of
the respondents (N=30" wefe exgmined 1in view ‘of prévious

studies of percetved health status. and specifically with
reference to interpretations of the sex morbidity ratio
S

among the elderly.

As a general statement. it may be said that the SIP was. -

demonstrated to be a reliable and valid instrument. capable
of yié]ding in behavioural terms a comprehensive, detailed
description of the total sample, subgroups within it, and

individual respondents. Secondly, the relationships between

perceived health status and psych’dlhowstress were more
clearly defined, ¥and confirmed previos§ research by Blazer &

Houpt (1979) that relatively negative perceptions af health

are associated with depression, among other factors.
Thirdly, the applicability of the SIP to elderly samples,

such as the one in this study, was generally supported.

»

Discussion of the research findings is organized into -

four sections, each pertaining to an obje&tive of the study.

. 80
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That 1s. the descriptive validity of the SIP. the construct
validity off the SIP, 1ts utility as an outcome measure of

the Day Hospital prqﬁgam_hand the Iinterrelationships between

f

the age. sex. objective health. status. and sseff-assessed
health of the participants in the study will be discussed as
follows.

.

A. Descriptive Validity of the SIP ~
The first objective of the study was to @ssess  the
descriptive validity of the Sickness Impact Profiffe with

regard to a small group~c of elderlys peopléﬂ'attending a

geriatric Day Hospital. That 1i1s, the %?tent to which
. » v
dimensjon‘-and category scores provided- a . useful .and
'

meaningful qualitative descrfption of the total sample and

of different types of patients within it was investigated. N

In general, with the e}ception of the category "Work",

the SIP was able to identify and describe fn detail the_

physical and psychosocial functional sta

f the sample.
When participants were divided into gro :7 _ the basis of

presence or absence of diagndsed depression, the SIP was

able to discr#minate between these sabgroups specifically in
terms of category ‘scgpes in the psychosgcial dimension.

Concurrently, a descriptive profi]g of highly prevalent

AN

dysfunctions identified by the depressed patients  was

provided.
As illustrated by the case examples, the SIP appeared
to confirm clinical repo?ts of the nature of an individual’'s

.
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health problems when expressed in terms of functjon. Given
that specific diagnoses and active problemg identified by
health professionals are not measures of perceived health,
and in the case of the problems listed ane not always stated
with regafd to functional status, some discrepanéies between
SIP profiles and clinical reports wére anticipated and did
occur . However, ongoing'informal feedback from the health
professionals of the Day Hospital generally indicated the
SIP reinforced existing impressions, or highlighted specific

€
health concerns of patients that nfay have been de-emphasized

T

in c]in%cal reports.

As ! previous}y noted. most members of the sample
considered the SIP to give an accurate piéture of how they
saw their health, and without exception, resporidents
elaborated upon their reasons for checking certain SIP items
and nét others. A1l sought to describe their health in_pore
detail, suggesting the SIP is 3 wuseful catalyst for
obtaining individual profiles of. health within an interview
setting. Given the willingness of respondents to share their
SIP data with the health professionals of the Day Hospital,
it may also be said that the SIP is a useful tool for
increasing the participation of patients in health care
processes. ﬂ

In summary, the findings of this research tend to
support the claim of Bergner et al. (1981) that "sensitivity

of the instrument to different conditions or diagnoses has

been tested and results obtained indicate the value of the

Acingh e
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SIP in describing similarities of groups of patients and
differentiating among these groups” (p. 805). Additionally,
interviewer administration of the SIP may +« facilitate
collection of extensive qualititative information
supplementary to that directly obtainable from the
instrument itself. This information may serve to clarify

patient perspectives of health status.

B. Construct Validity of the SIP

The second objective of the study was to assess the
construct validity of the SIP in terms of its relationships
with indicators of objective health status and patient
self-ratings of heaith.

.

. As a meésure of health staius. and specifically of
perceived health, the construct validity of the SIP was
supported by its significant relationships with_ }he number
of active problems listed and self-ratings of health. The
SIP appeared sensitive not only to the relative severity of
dysfunction of the respondents, but also to the nature of
health problems experienced. In addition, the SIP seems to
represent an extension of the construct of "perceived” or
“subjective” health status, insofar as it taps physical as
well as psychosocial function. That is, wﬁere self-ratings
of heaith have been primarily linked to "feeling-states”,
the SIP expresses conceptions of health more concretely and

comprehensively in terms of performance of activities ucros{

a range of areas of living.

st ¢
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C. The SIP as an Outcome Measure of the Day Hospital Program

The third objective of the study was to assess the
utility of the SIP as an outcome measure of the Day Hospital
program. Given that the SIP was designed "to provide a

measure of the effect or outcomes of health care that can be

used for evaluation, program planning, and policy
formulation” (Bergner et al ., 1981, p. 787)., its
comprehensiveness, demonstrated validity, and overall

reliabifity 14\d credence to its use for these purposes.
However, it remains uncertain to what extent scores on
the SIP vary as a function of health care interventions. As
stated by Brook et al. (1977),
If the 1influences of natural history of disease,
patient characteristics, or other external
influences are greater than those of diagnoses and
treatment, the measures may not tell much about
outcomes, ie., that part’ of health status directly

attributable to changes resulting from the
intervention of medical care (p. 9).

T;erefore, it may be necessary to assume that .observed
-variations in SIP scores between the first and second
occasions of measurement reflect actual changes in
respondents’ perceived health status which are attributable
to the Day Hospitgl progr;am. Under this assumption, a
positive impact of the program is implied by the observation
that most respondents had lower overall SIP scores at the
time of the sedond interviews. Secondly, in view of the
significant difference observed in the categories Emotional
Behaviour, Alertness Behaviour, Body Care and Mobility, and

Recreation and Pastimes, it may be stated that improvements
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were generally perceived ?y respondents in \the areas of
psychosocial function, self-care and mobility, -and
recreational activities. These improvements, in turn, may
reflect emphases within the Day Hospital program. It is also
recognized, however, that the SIP is intended to supplementrm
rather than replace other measures.of health status, and as
such it does not claim to reflect all areas in which the
impact of an program may be evident.

In summary, in view of its aforementioned advantaées.
as .well as its general acceptability to patients and
professional staff, it is suggested that the JIP) merits
serious consideration as an outcome measure of health,
specifically from the viewpoint of the patient, and
supplementary to more traditional outcome measures.

o
D. Age and Sex as Predictors of Perceived Health

The fourth objective of the study was to examine the
relationships between the age, sex, objective health status,
and self-assessed health of the participants in the study.

The‘lack of significant relationships between the age
and sex of the respondents and measures of ocbjective and,
subjective health status has been noted, and the hypothesis
advanced that this may be due to the homogeniety of the
sample with regard to health status. It is also possible
that when perceived health is operationalized in terms of
specific areas of performance, the influence of any social

norms becomes sécondary to perceptions of actual performance
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of activities. While it 1is not feasible to more than
speculate within the confines of the present study, further
investigation of the relationships betweeﬁrperceived health,
as expressed within a performance conception of health, and
the sex morbidity ratio appears warranted.

Notably, however,‘the finding of Blazer & Houpt (1979)
that depression, among other factors. is a more important
predictor of self-rated health than the sex or age of
respondents was replicated in this. Study. This is also
consistent with Tessler & Mechanic’s (1978) observation that
"psychological disfress and persons’ perceptions of their
physical well-being™ are significantly correlated. ‘Indeéd.
this relationshfp was found to be more specific insofar as
depression was related to relatively negative self-ratings
of health and psychosocial dysfunction as measured by the
SIP. '

E. Concluding Remarks

* In conclusion, it is apparent that utilization of
behaviourally based measures of pencetvgq health status such
as the Sickness Impact Profile represents a significant
advancement in',moasurement'.of the self—asséssed health of
the elderly. Communication of perceptions of health status
in behavioural terms facilitates development of,interyention
plans consistent with individuil patient priorities, and in
o) do%ng indicates respect for the patient perspective.

~

. Further, gaining 1nsight”into‘patient values may serve to
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clarify perceived needs for services as well as encourage,

. , ‘ Y
further' steps toward understanding the interrelationships
between health, behaviour, and aging. T
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APPENDIX A: Letter of Introduction to Sample

.
-3

Dear

This letter is an invitation to participate in a
researcﬁ study to be conducted at the Day Hospital.

The purpose of the ‘study is to bsee what wuseful
information can be gained from using a "self-assessment of
health”. Often in the past we have depended on medical
records to tell us how healthy people are, but more recently
health care professibnals are finding that people can tell
us a greét deal about their own state of health. The
Sickness Impact Profile (SIP) is a questionnaire fthat is
designed to collect information from people concerning tﬁeir
own health. It is believed that the information would
provide an important supplement to medical records. It is
also believed that the SIP may be espgcially useful in
providing information on how older people see their health,
and | have proposed to do a study to demonstrate the
usefulness of the SIP for this purpose. fo conduct the
study, I need the cooperation of a group of. elderly people
and so | am inviting you to become a member of the study

\

sample.
If you agree to participate, I will arrange a time for
us to meet at the Day Hospital when it is convenient for-

you. ] will ask you to respond to the items on the SIP

107 ) .
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questionnaire on two occasions. About three weeks will pass
between my first and seeond interviews with you. Both times
you shall be asked to state whether or not each item b the
questionnaire describes you and is related to your health.

Examples of iteis on the SIP are:
]

.

"I walk up or down stairs only with assistance from someone

else”.

"] make difficult moves with help, for example, getting into

or out of cars, bathtubs".

"] often express concern over what might be happening to my
health". |

There are 136 items in total on the questionnaire. Each
interview will require about 30 minutes ef your time.

Immediately following the second interview, I will ask
you to give your opinions about the SIP questionnaire so
that I may know how useful you considered it to be in
describing how you see your health.

Also, 1in order to determine the relationship between
your responses to the SIP and the assessment of your health
made by the professional staff of the Day H?§pital, II
request your permission to review your medical record there.

1 assure you that all personal information given, as
well as all iﬁformation obtained from medical records, will

be regarded as confidential. The information will be coded

~
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numerically so as to ensure that anonymity is maintained.
Following complete analysis of the data. all 1nformation

pertaining to you as an individual will be destroyed. If you

have any questions about the procedures to be used, | will

be pleased to answer them.
In closing. 1 thank you for considering my invitation
to participate in the study. A consént form is provided

below in which you may indicate if you are willing or not to

participate in 1t.

Sincerely,

Al isoanK innon

o



110

Are you willing to participate as member of the samplie

in the research study described in the above letter?

YES NO

SIGNATURE:

DATE :

WITNESS:




/

APPENDIX B
Letter of Consent for Use of’

the Sickness Impact Profile



UNIVERSITY OF WASHINGTON
SEATTIE. WASHINGTON agjot
SCHOCL CF PUBLIC HEALTH ANT COMMUNTITY MEDICINE
Depastment cf Heafth Serveces SC-37
Communi{u Medicance [206° 543-7957

May 26, 198¢

Ms. Allison L. McKinnon
10805 - 73 Avenue
Edmonton, Alberta
CANADA

T6t 1C8

Dear Ms. McKinnon:

The research that you propose in your letter of May 5 seems completely
appropriate for the Sickness Impact Profile. Please consider this letter
as an indication of permission to use the SIP in your Master's thesis
research. | would, however, appreciate receiving a detailed discription

of the proposed research and, when it is completed, a copy of tRe thesis
itself. '

Sincerely yours,
g ~
%
] o~
Marilyn Beygner, Php.
Associate Professor

N

MB:lah
Enclosures
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APPENDIX C: Participant Evaluation of the SIP

Now that you have had an opportunity to answer the
guestions in the questionnaire known as the Sickness Impact
Profile., do you think it gives an accurate picture of how
you see your health at this time?

YES NO

Comments .

L

L 3

Did you have difficulty in understanding the-
instructions for responding to the SIP?

YES NO

Comments:

.

Do you think the information you provided in answering
the Sickness Impact Profile should be shared with the health
professionals directly concerned with your program at the
Day Hospital?

YES NO

Comments:
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APPENDIX D: Health Care Professionals Questionnaire

Evaluation of the Sickness Impact Profile

Now thht you are familiar with the Sickness Impact
Profile, do you consider it to be:

YES NO UNDECIDED

1. Appropriate for use with an
elderly population?

2. Suitable for inclusion in
medical or health records?

3. Easy to comprehend?

4. Brief with regard to administration
time required? :

5. Capable of yielding information >
about the patient’'s perspective of
his health not otherwise readily
available from existing
assessment procedures?

6. A useful tool for increasing
participation of patients
in health care processes?

7. Appropriate for use as an outcome
measure of the Day Hospital
program?

5

116 , '



APPENDIX E
Highly Prevalent Behavioural

Dysfunctions of Sample, as Measured by the SIP

117

-7



PO04 JUBJUB 4 IP 4O |BiDeds Bujree -

"S@IVIAII00 A3 IUnemoD Jemes Bujop -
$S| JUBWUI R IBIUS 40 N0 Bujob’ -

AIMO|S BJO0M R BA° "
S1114 UROP JO dN N ®M J0U OP
UB) ;0 1S@J4  SOOUERLIS|ID JBIIOUS M| OA "’

SONOUD Ul IMm S8111A1100 (2)308 Jeme; Bujop -
e|doed Ji8}A 0} 888 Ino Bujob -

‘W) BY) JO I1SOW WOy Aeis
BSNOY PUNOJB R4O0M AABIY Bujop j0U

IYBiIu e sse; deeis’
‘AP @4} 40 yonw Bujunp 348

dd

IS

s

(Q3ISVUHAYYYD) WILI dIS

AN0O31VYD

dIS 3IHL

A8 Q33NSVYIN

Sv

"31dNVYS 40 SNOILONNISAQ TYHNOIAVHIE INITVAI¥D AWOIH

3 X1ION3ddVv

118



APPENDIX F
Behavioural Dysfunctions Not

Identified in Sample, as Measured by the SIP

119



APPENDIX F: Behavioural Dysfunctions Not Identified in
Sample, as Measured by the SIP

CATEGORY SIP ITEM (PARAPHRASED)

BCM ...use bedpan with assist?hce...

M ...staying in bed most of the time. ..

Sl ...frequent outbursts of anger at family members.

..isolate myself from the rest of the fam1ly
.refuse contact with family members.

A ...walk only with help from someone. ..

C .. .speech understood only by a few people. ..
...have difficulty speaking. ..

w . ...not working at aTll. -
..doing part of my Job at home. e
..not accomplishing as much as usual
...act irritable toward work assoc1ates
...doing only light work.
...work only for short per1ods of time.
...do not do my job as carefully as usual

E ...eat no food at a]l...taking fluids. ..
...pick or nibble at my food.
...feed myself with help from someone else.
...do not feed myself at all.
..eating no food...tubes or intravenous (;uids...
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Highly Prevalent Behavioural Dysfunctions
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APPENDIX H: Behavioural Dysfunctions of All Patients with

" Poor’

Self-Rated Health, as Measured by the SIP

» \

CATEGORY

SIP ITEM (PARAPHRASED!

EB

BCM

HM

Sl

RP

..say how bad or useless | am
.Keep rubb1ng or holiding areas of my body

that hurt.

.stand only for. short periods ..
.not doing heavy work around house. ..

.going out less to visit people.

?

.going out for entertainment less. .
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