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c v STUDYING PHYSICALLY ILL ELDERLY

~

. Rosalié Young, Ph.D. - Eva Kahana, Ph.D. ‘
, . Wayne State’University | - Wayne State University ;

I Significance of Illness-Related Research

Loy
B

"

Research with older pérsdns“suffering‘from physical iilness:présents

numerous challenges to gerontologists. Not'oﬁly'must we be mindful of special
1 ) .. A ‘.‘ . ) . i
considerations in studies of the'elderly in general, but superimposed are
. . C ’ K} L0 ) ’ <‘
additional-problems which are a function of. physical healfh status of respon-

. \

dents. C . .y !
, ) 8 .

A e L

High rates of chronic illness ambné elderly persons have  been ‘well

‘ . o . . ‘
documented. According to the National Center on Health Statistics (1981),
‘ . ‘ Ay L
. : : . L
over 807 of persons over age 65 suffer fro7 at least one chronic illness.

Awareness of respondents' health status isinecessary in all agimg research,

[} . .
‘whether among the frail elderly, the institutionalized aged, the elderly

‘afflicted with particular illhesses or healthy aged persons since
. - . 1

. studies_of '

'well" elderly, living in the community are likely to include.

!

persons %ith health problems. Thus, researcgfrs must be sensitive to the
many ways in which respoﬁdents'.illness may impinge on research procedures and/
. K X - . . . ) " )

or confound responses‘which are obtained. Respondents' healgh. problems may,

affect all aspects of the research process,!including design, instrumeamtation

and data collection.

F}

" While this paper will offer suggestions for overcoming some special °
/ . . .

-

methodoiogical problems in illness related gerontological studies, our.

@primary intention is to sensitize researchers by pointing out major research

v s v

issues. Many of these are depicted in a model to be presented. We hope

that our discussion may generate suggestions‘fof solutions which we had

- . A
- N

not considered and that we may identify areas of cuncern to other researchers

working in diverse areas. = - : ~

~

~

e . Jv o | .>**<:;‘.: : | E;
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IT Conceptual Issues in IllnessiHoHe arc f L ﬁﬁt- ]g;.. S
. :’, T : R ‘\, R LA

Loy

\ A) .o ‘

in the research paradigm, and the context in which 1llness occurs. .
s "w |
/ , g -

At the outset, defining illnes represents one .of the most difff&ulg
J, 3 S
challenges. Self and other definiti ﬁs of illness may Vary considerably,
- s Y

as has been shown by'studies examining objective ang subjective'health reports

(Filenbaum, 1979; Graney and Zinmerman,-1982; LaRue, et al., 1979;vMossev Coe
' ) . . x ] ‘ R . “

and Shapiro, 1982). Since patients and health care.professionals tYpically

use . different criteria (Kahana and Cpe, 1969), and thereﬁls .no agreement as

to’which report is more valid, researchers are still grappling with'the<issue.

> Another’definitional consideration is raised bv the‘heterogeneityOoff

illness. In defining illness, we must differentiate betﬁeenshorerterm'aéute.
: . ‘

.problems, long term chronic disease, anH terminal conditions. While all

: of these are located on Twaddle s (1974) health illness continuung, they differ .

both in kind and consequence., X .

. A second conceptpal issue involve

«

‘paradigm.',Is it:to be'an independent

)

the lotus of-illness:in the research
ariable or’'a dependent vag1able7“

Illness is one of the two best predictors of psychosoc1al well—being among

the aged (Lee, 1978 Larson, 1978; George and Bearonm, 1980) Yet illness is
- & . -’
also one Qf the,most frequently.used outcome variables. In the literature

on. stressful life events, researchers have ‘recently recognized ‘the 1napprop—

PR 3
[y

1‘& 3 4

variable (Kahana and Kahana, 1983).; It.is 1mportant to guard against confoun-
8 3

1ng by clearlf denoting the location of illness variables 1n the research

) . Y o ‘f.’,“. _ \
radlgm., o o : . » g

\ ~© riateness of 1llness being considered both as a predictor and as an Qutcome

P
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.~ »
}fﬁTVeroff 1983) If researchers w1sh to conceptuallze 111ness in a more com- .-
o . -~ s
prehensive.manner several contextuallitems should be addressed: the cultural
’ . ¢ W : : - o

_The ‘context in whlch a “mtuatlon occurs is also 1mportant to consider @

\

contexﬁ the environmental context, the 1nterpersona1 context, and the therapeut;c

, .
context. The cultural context 1nc1udes 1nf1uences such as sex, SES and

o
A

A _ ' . T } ¢ : '
ethnidity. Patients are not,homogenéqus.groups.(Watson'ahd.Kendall, 1983),
m" . . . . . " . . -
"and there-are considerable differences in- sick role behavior, illness per-
Ly . . . . ' o . . '
lception and even pain response-according to socio—demographic characteristics
ﬂ : ' Coe

e
“.

d? 3 The environmental context can 1nc1ude both temporal and spatlal fattors.
. k) ‘t v .

WHen and'wherebthe interviéw takes place can imoact on answers given by

3 * . . . . - ' . . s . .
fresponde ts. If,ﬁfor example,-the day'chosen to-contact an asthma patient

4

is very humid, breathlnggilfflcultles are 11ke1y,wh1ch can 1nf1uence response’

to 1tems such ds health pge ceptlons. Spatlal factors can also complicate.
° : ’ %

research }nterv1ews co d in a cold room may yield brief answers so
. . B 4_ e

‘ ¥ ‘ :
that patients can terminate: thie session.. A .
' é o ' ﬂ? RN ¢ ) | o ‘-‘
elates to concerns such as the presence or’

4

s -

The .interpersonal context

- @Absence of otherslduring the interview. Patients in 1ong'termicare.facilities
g . ' Lo . : B 4

may fear being overheard by nurses or supervisory staff. In contrast,” inter-

i - o ‘ ’
. v N

, . N
M a

'to health care providers and institutions. o i
. It is also relevant &b. address the therapeutic context. Persons re-
ceiving certain types of treatment can exhibit,particu}ar behaviors. To

\
-

views conducted in respondents' homes could producé more candid responses as ..
. . ' . . R . W i

(Zborowskl, 1952 ZolaA 1966 Twaddle, 1981 Larson,'1978f George'and Bearon, 1980).

\

illustrate, some medicat ons produce side effects such as drowsiness or memory "\

lapses, while proceduré% such as dialysis or chemotherapy may result in pain’

’

and discomfort to the patient. . i o Uy

s ¢
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Attention ' to definitional and conceptual issues can*help researchers

. - .
. ¢ -
’ @

design studies of the ailing aged whicﬁ are both methdﬂdlogically sound and can

. ) ‘ . ” 4 .
provide meaningful answers to the research. questions under study.
iy . } o . ~ )

4 » .
.
Y

[ Design.and Sampling Issues

‘A. Access and Gatekeeping'

- w
.’

S nter ' o

Academic researchers often encbunter problems in gaining access to
physiéaliy ill‘elderly.' Health care providerghtypically serve as gate-

keepers and/or referral source% in a broad range of studies including those
. ) . ° L4 + .

'

of ill elderly in the communiqg, those of patients igjacute careAhdspiﬁals <
-and those focuéing on elderly in chronic care -institutions. For studies
A ne 1L it - .
of community~el§erly, physicians, outpatient clinics, or foundations typi-
NI A : T, .

7 . . | M .
cally furnish patient pools. In chronic care facilities administrators ;
B Val L ' * . . -
usually serve as gatekeepers. In acute care general hospitals, gaining
access is further complicated by the complexity of the drganization. :

Facing the need to gain permission from hospital review boards and similar .

structures, the researcher must deal with bureaucratic procedures’-involving
. LY . . LI . . K - .

‘ H

» autonomous or semi—agﬁonomous authority structures (Coe, 1978; Freidson

.

a

and Rhea, 19653 Smith, 1955; Wilson, 1970).

Relqgtéﬁce to paf%iéipate,in the research may be due tg diverse
. cohbgrns.of_gatekeepefS~Wh6 may be fearful to permit dutéidérs a'cldseup
view'of.theirzoperation:' Cdnéern with potential ﬁegatingpublicity is
especially acute for longvtefm'caré facilities in’vieﬁ of the poor image-
of ﬁu;siqg;hgmes by the media and public. _There is_oftegzlittié.undéE:HA
staﬁding'or information as to what - the regérral sougte is to.gaiélfroﬁ
an investment of staff_time and permission_of access to its clients. . "4

There may»al%o be genuine motivation” to protect the privacy of patients.

In this view, research ma§ be an imposition on patients' time and energy.

. : o -

‘
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‘or to- have someOne known ‘to the gatekeepers arrange an 1ntroduction.‘

useful in that it enables researchers to offer'something usefcl to

are otherw1se pleased to cooperate feel that signin

In ogder to facilitate the research there are some - techniques which®

. ’ . - ¢ . - Lo . ., u
help to ~overcome suspiciqp and reluctance of. gatekeepers. It is -useful -to

“

' SeriOUSly considering'the‘perspectives_of the institutidn canfbe‘

¢ . . N

< ’ ~
.

_gatekeepers. “Perhaps tabulated data may be made‘available;'or qu tions

-~ . . . v e

of particular-interest to the referral source could be included. in, the,

M [2
?
L4

.establish contacts prior to(éélic1t11? participatgon for a spec1fic progect

. . - . i “
research proposed. Providing administratbrs with previous written Se;orts'
. . . - 2 . . -y

by the investigator may also be helpful and-impressive.
B l‘f o - .. ' ’ . :

Issues Df'ﬁonsent e I . . : :
"The;need for written .consent for'protection of human subjects makes

0
'

- researclh mongﬁthe'ailing’aged-morevdifficulta Some'older persons who'

3 . . . .

the informed consent

. 2
i

form poses.a special threat to them. - We have offen been told by potential

. respondents:v "I would love to talk ‘to you but my children told me not

to sign anythi g.'; :

.. -

_ which may be necessary to gain obJectiveaveports of health ‘status.

e -

Some respondents may be. fearful that if they appear "too healthy they-may_

be denied health services while others may fear stigma of a particular

Y
-

health problem be1ng~revealed to<4putsiders.' These are deepseated and

often unarticulated fears and are not always amenable to reassurances of

anonymity by-investigators.y‘ : ‘ | : o '11" o / .ifﬁ'
other-kdnéerns;ﬁsge ethical(dilemmas for researchers; As it\is‘hell

known; trcly voluntary participation is~much'more difficult~for persons:

in‘institctions'than forvcommunity:liviné individoals;since‘residents

are achystomed to diverse staff demands which are politely phrased in a

X 4 . . T .
. . P . . h : .
B ” N . . . . \ R Nt
. i D N

Others.are concerned about release,of medical records .



- .
!

therapist" assumes 'yes'" for an answer.' Hence, researchers

[y

‘question form but learly imply the -expectation of cooperation. us,

> - . .

~ pecially scrupuloys in insuring.thét-the institutionalized agedfcooperate"

)

.

ERIC
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.. Sampling

D7

.-upgerndoncern. ‘Usually ''samples of

" ‘presented:

. . . <N
willingly. 'We must be aware‘of-an inherent cbnflict of‘dﬁfefest here
. . . '\(Q T “ .
researcher's need fo
«© . .

respondent's need for legitimizirg noncooperation.

betwéen the r maximizing fesﬁonse rate and the

* .There is alsosthe thorny question of whether ill or impaired.older
persons. have sufficient cognitive ability to é&ovide informed consent.

Does disorientation to time, place or person require us to question the .

o

' meaning:of informed consent by such a respondent? There are as yet

. : : : . : .
few cléar ‘directives abouyt situations w%en consent of relatives or respon-

sible persons shoufg\bekobtainedz.' . 3

’

’

r

¢« the typical qﬁeétion-"Would you iike'to go to'dinégfg or to see/the physical '

.., Foremost among sampling issues is that of drawing a valid and meaningful

sample. . Very seldom +is an investigdtor able to sample Iahdomly using é'

~

complete enumeration of the‘pobﬁlatiéé‘qf patients with the healtH problem
dcoﬁvenignce" are seiectedv(Watspn énd .
vKéndall;v1983): Gategeépers‘t§pically make referrals or‘provide researchers
with, lists éf'thdse persoﬁé who, accqrdihg‘to*aéﬁinistrqtoré, medical per- )
sonnel of‘?géncy‘staff,'meet the study £fiteria (as défiﬁed by the investi-

gators). Selecting patients randomly by . accessing actual medical records

.o - [N s o . . A :
is seldom Ehe procedureruti%ized and discretion is this areq'ma;h%ightfully

be applied to protect privacy of patients or .residents. However, %Pqn

. : , e
the process. of nomipation involves referral, research is potentially fraught

with biases which can endanger validity. Four such sources of bias are

s

v o .$ ¢ . S



»

1. Survivorship Bias

- ‘ Since research pften focuses on pq§t—illnéss situations such as
caretaking burden, illness adaptation, or morale, samples are comprised

.

of survivors. A most important implication is whether patients who gie

from-health problems are typical.or atypical. The authors, in initiatihg
A T :
. ' . [
a heart disease study, have found depression linked to heart problems.
Yet information as to death rates among depressed heart patiénts'is *

’ scanty since studies rarely are conducted in the period dhﬁediag;ly

following myocardial infarction when most deaths occur.

v -
o

g. Héélth Status Bias
Another sbﬁrcé of biased data Eelates to patients' health status.
Severity of illness can be aidete?reﬁt to participation. . In é study
of chronic lhng disease'(Yohng;T1981, 1982), refusals were common among '
) the most seri?usly ill emphysemiés; pérticularly those ,requiring
v . .
portable ox9geh units. «"I'm too sick to concenﬁrate" or "I just want

to go home and ‘get to bed" were frequent remarks. If research

questions #nvolve variables such as post illness adjustment, samples
. — * . .

skewed toward those with fewer health problems are likely-to cause =~
probleﬁs.in data interpretation.

3. Health Utilization Bias

’ ‘ C . . -
Referrals made by health institutions or agencies involve the

patient caseloads or clients of those facilities. Therefore, a study”
"of diabetics utilizing lists from a partiéular foundation will only

have a popblation pool of those who have sought information or

- services from the agency. Untreated diabetics would be among those:

o A ’
_iﬁéliminatedrfrdm research, as well as patients who have not accessed
. i X ) . J.’ P . = ’ o ’ .
‘ " the foundation. In.studies of ill elderly it should be further .
q .

« - . . . B :
. ¢ 9 . - t
. ) A

O
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f .
IV Research Process Issues

noted that the elderly;teﬁd*to underutilize social'assis;ance programs
' ‘ ) »

» . . and services. o - S o

4. Special Population Bias

. ‘ .
Referral sources sometimes identify persons with certain char-

acteristics. Institutional samples may include.an overreprésentation

of problem patients perhaps because staff would like tg get data on
: R ®

T . . -
"challenging" cases. Alternatively expressive, verbal welj~-liked or

A ]

¢ extroverted persons may be nominated since they may reflectj well on
! . ' . . K ]

-

the*facility. It should be ‘noted thatj referral sources are generally
. N, i :

wekl intentioned, but biases which are typically unintended and.

unrecognized do creep in.

[} . ‘ )

~ 3 Y

A,

Instrumentation '

a

There are few instruments specially constructed for the physically

i11 elderly. . Special stresses of physicaliiigness.render certain stan-
dardized instruments inapproprfate for iil elderly,. Problems may -°
range from anxiety brought on_by projections about fdture health to w

)

’fatigue brought op by excessively lengthy questionnaires. Some of these

"issues will be further elaborated in our discussion of research procedures
L4

with the physically illflde%y. ; x

A major concern in gerohtological studies involving physically ill

[ 1

reépondents is the lack of availability of instruments standardized fot

the elderly. Di®erse instruments have been developed within the fli}d
‘ 4

of medical soc1ology which relate td illness releuant concerns such as
\

medical compl;ance,4colerance of-pain, ‘etc. (Pritchard, 1974; Pilowsky,

and Spence, 1975; Bergner;:Et'a1,1976§ Volicer, 1978).

.'iiy e .1().



“ 4 ' /‘ .2 “
. o — !

It is temptlng to assume that instruments wh1ch have been stan—‘;f oo

i . ". . -

- dardlzed on bospltallzed or ill persons would be readlly transferable to

the elderly.(who also frequently suffer from phys1cal allmends) 3?0t1

. . o S : [
. there is ample evidence to indicate fhat neither form/nor content of these
Lo . / v o .
measures is.readily applicable for use with the'elderly.f Thus, Likett, - AQ
/.1 :

. scales and paper and pencll formats must be s1mp11f1@d and/or converted N/A~ L

/
/

P to. 1nterv1ew form when deallng w1th elderly populat*zns.,,Furthermore,
. . P \ . - ~ o .
. content related ‘to factors such as 1mpact of 1llnFss on work and - famlly,;

ot ) PN

.

\ : g i RN

. - { ‘. E.
“or issues of f1nanc1ng health care must be adapted to reflect the reallty ~—T

5

-of the lives.of older persons. Thus e. g.,gconc@rns of obta1n1ng trans- i\ﬂ’
b

A N,

portatlon to obta1n\med1cal care may represenb central concerns for elderly

4

+

patlelts whlle threat of 1951ng one“s gob may be most relevant to younger O

L | N ‘ . j : C e "_;
- populations. ' . ’ ; : ’ &

e
In utilizing or adapting existing instruments for use with the”eldérly;'
researchers must balance the desire to insure comparability with previous

research and relevance to populations of elderly illf

B. The ldterview o . :

The encounter of the researcher with the respondent’ is~usually’in?a‘face_ﬂ
to face interyiew 'situation which can involveXstructured or unstructured format.
 Complex interaction.takes place in this encount

b

which can impact on the actual

|

- . RN | o o .
data obtained. In reality there is, ‘or can be mutiial impact. Patient.illness
affects the interview (both process and content).and impacts upon responses - *

_ _ A TETITTT

given; the interview affects patient health'whlch can influence responsesd.' 1.

Partlcularly of concern are respondents phys1cal and mental healsh both as’
they ‘affect respgnées to the 1nterv1ew and are affected by the 1nterview process;
A model is proposed‘here which acknowledges”the mutual'influences whereby

< ' s : . : . o : :

% ;- | ;ﬂ ." ' h\

Q ' o ‘ ) .

ERIC e
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ur Lo i _ :
patients' health prior tg the interview is an input variable on the one hand

. 5 ) ' : - . .o . - . - Ve

o . and the'interfiew proéess}is an"input variéple on phé other hand. Figure one

:.& " ‘provides a Qisugi rep;gsenﬁafioA'QE ‘the abd&é proposition and indica;eswthat both

- - > .
" .

R ~of these input variables havé an ultimate impact on,rgsponses patients give . °

" tosthe interviewvers. The.dynamic nature of the proposed interactions is further
W ' ' J _ i ' S

o : ) o . P ’ . «

elaborated in Figure 2 which introduces a recursive model whereby the mutual .

. .o 1 - . s

~ ianhences,oﬁ patiengs"health“ﬁnd the intétview situation may be simultan-
L o Do : o- _ oL ‘

C N, , . » ; : » i
eously considered and the impact. of the actual patient- illness~-intérview 0 T

v

-

w ++ < .interface onlpatient-responSQS'ié depicted. The contextuil influences to wthh
g . IR N . ’ p—— o . . t :
/. - N

. . ~
\ .

. - ’ . b ) - ! . . - . B . : L

© ... °. . we raferred earlier;in this paper are alsp included in this model as.they are
. . E " . T ‘ o L F ' . ; )
.+ likely -to impact on’ the patient-interview interface. In Figure 3 ‘the model is

PR

t

'S . . N .

bown‘in greater detail indicating suggestéd'gomponéﬁts of each of ‘the proposed

&

¢

N -

A .. _ - ) N BN . . ; C.
variables. . " ¥ - - i a :

\;i; 2' ‘ ) . h ! Io : ‘ ) . ‘ \
’, B R - Figure 1 oo - '

o ™\ L - o & . r

-~ ‘ Patient Health, Interview and Patient Response,

. \)_. . '. :‘ ‘- . . . B

Q', CtAL ',Papient Health F_T N Interview
. (physical/mental) -

\ Patdent Response

. (process & context) = 7
: K » ‘ T X _ ‘ P )
‘ . T ! ’ . ' . —~ )

 f "Bf Jnterview AN . Patient Health._____;_a
T ) (PTOGRSS & context ' (physical/mental) -
iy A : ) a : ]

Patient Response

-
[}

s - s
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o

Figure 2 . =

.

" Interfdace of Patient Health, Contextual Factors, Interview

and. Patient Resbonse A

Patient Health J
L’ (physical/mental) : WV

Contextual . ' : - Patient o~
factors [ . VoA > | response
4 N .

T

\4

Interview
process

Figure 3 o > o
Specified Model of Interface of Patient Health,

>

Contextual Factors, Interview and Patient Response

Patient Health :
(physical & mental) ‘ - ' P
\! B L]
A. Physical health
1. General status ’ J/
2. Specific status

=

Contextual Factors . -7' B. Mental health Patient Response
. / i g -
1. Psychological aspects

A. Environmental ,//(//// o 2. Social aspects , A. Quality

B. Cultural :> N L o ' '> B. Quantity

C: Interpersonal

\ o : A

Interview

D. Therapeutic

A. Interview Instrumené

\Zil 1. Form

; 2. Content

B. Interviewer .
1. Personal char-
acteristics
2. Professional
characteristics

13



: o
» ) &
The model ingredients nclude physical and mental health of the patient,{? P
. . 35 D,
ey} ,’&5~ "

'the intefview sitpatipn; variousvconte$tual factofs»and patient responses.‘
These elementé éan interact in simple or complex ways. Physical and/or mental
health.can aét as an'indepehdent Qariable influencing the interview process
énd éatient>résponse. Ihese same'factors can be deﬁéndent vafiébles-as in a

© ,
situation where data gathering (the interview) proves to be physically or
a 2] .

emotionally stressful to patients. Contextual factors can affect physical

v or mental health of theloatfént or can influence the interview.

Perhaps the following situdtions which we have encountered in various
community and institutional studies can illustrate the interactions we.qre
ptoposing.

- .
Contextual factors which inpinge on the research venture can be influential
on environmental, cultural; interpersonalﬁor therapeutic levels. The environ-
mental context relating to spatial and temporal aspects of the interview can
influence patient health if for exampledrhe'person ié interviewed in a cold
room. Cultural phenomena éan intervéne;if the réspondents' etﬁnic heritage
encourages stoicism, thereby eliciting health responses which may downplay
hgalth problems. The interpérsonal context can impact in thak it cbncerns
situations where other indiviéuals are present during the interview. If
a nurse or attendant is nearBy, spontaneity. of responses may be affected.
Therapeufic elements intervene if patients have been given tranquilizers or
similar drugs prior to tbe interview |
' PhysicaL and meqtal health can bé'envisibned as inputs or outputs vis a vis
thé‘fesearch_venture. For example, respondents' general or speciffc health
status can govern the responsg¢. When %nﬁnrvicwing patients with emphysema,
breathing problems often neceséitate_short answers,,so'qugstions such as
"How would you describe the quality of heélth care you have received?" are
answered in a single word rather than in-ﬁréatey detail. Mental health inpuvts

: . i
can be either psychological or social. In the latter case persons who feel
. 1

[

O
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_mediating variables affect accuracy.
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stigmatized by a particular health problem can refuse to answer certaig»ques—
. . Fa ‘

tions, envisioping social embarrassment if they do. Coping strategies 3uch'

as denial of illness are among the psyc;éiogical inputs which we have found

impacting on responée. 3 p ‘ )
Physical and mentai health variables can also be envisioned as outputs -
if the process of daéa collection'has.health consequences. As is sometimes
the case, lengthy instruments exace;bate ggneral'or specifigﬁheglth probléﬁs.
Reéponden?s can get fatigued by the effort required to ansQer questioné;
or.can experience bain during the interview if médication'has worn off.
P:ychologiczl state’ican be affected in nmahy ways. Sometimesltﬁé interview
generaEgs anxiety. If tgrminally ill patients are 'akked aboutJH;alth expec-
tations for the fut?re‘or tﬁosé recovering from hearL surggry are asked. to
compare their health with others, these questions may foster an anxious staté.
Insofar as the interview situation itself, there are a ﬁumber of interac-
tions to consider. Personal or professional characteristics of the interviewer
can influence the information obtained. A nurse or someone knowledgeable abodt -
the health problem can probe about illness métters more effectively thén an
. .
interviewer who is not a health PFOVider; The form of the instrument may have
serious implications for data collection. Since wo}ding of questiomns, éize of
print or,length of questionnaire can influence response, reséarchefs might want
to modify instruments to maximize responses among the ailing elderly.
?gtient response has been depicted as the dependent vafiable in our model.
Factors previously presented ca; affect patient‘fesponge along qﬁalitative or
quantitative dimensions. As some of our examples havgvshown, the impact may

. C o
be upon ejther the amount of information or the degree to which it is reliable

or valid. Health problems or contextual factors which ‘act as confounds or
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Numerous factors besides those identified can impact on the study.

. L
"The arduous task spécifying-alllpogsible contaminating variables is not
' ) . » . »
the purpose of this presentation. Our focus is upon presenting a paradigm

- which may aid others who are consideﬁing influential mediating variables: .

which can confound or otherwise adversely affect results. o .,

V Data Interpretation Issues
Methodological considerations also pléy é rplé after collection of data -

"is complete. Sampling issues which have been discussed earlier ha&e impor—
tant ramifications for generaiizability of findings. A major gonéern i;’
whether findings can bé extrépolated to other groups ;f.the,elderly since -
aging heéltE research_seldom utilizes raﬁdom’probability sémples.‘ Two
overarching'concerns aéé:- 1) Are results obtaingd from a sample of older
patients with one particular jillness applicable‘to Ehe total populaﬁion of

_laiLing aged and 2) Can.reéults of a study éoﬁduéted among a particular graup
of aging patients be used for prediction purposes among all elder}y pafientb '

" with that physical health problem? With respecf ﬁo'the first, we need to be
'very caﬁtious in extrapolating results‘in that heélth problems as well'as
theirvconsequences for the elderly are diverse. Even within a categbry such

as chronic illness there ‘are conditions varying' greatly in kind and conse-

quence, ‘e.g., sinusitis and emphysema.. The second issue concerning appli-

N

cability within groupélis also serious. ExaminIZg tﬂe case of heart disease,
we face ché problem of whetﬁer persons suffering a heart attack are repre-
sentative of éll heart patients.  Differentiation may have to be made bé—
tween pagieﬁts with angina pectoris, congestivg heart failure, those recovering
from heart attacks, and those with multiple heart problems. The symptoms,

limitations on activity and prognoses may all differ based on type of heart

16
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The desire to generalize findings should be carefully examingg vis a vis

the special methodological ﬁroblemé associated witﬁvspudies of the ailing

L4

aged. Drawing causal inferences or even attémpting to generalize descriptive

data to populations béyond thqsé sampledfcan be a risky venture. We must.
be especially cautious if ou;jfindings are used for pqiicy purposes.
Although.adding to -the illness knoﬁiedgejbase is essential,'as researchers,

.
. .
- B ’

we need to guard against misuse of our data and the drawing of inappropriate .
1 ‘"
. N N
conclusions.

Y

This paper has sought to sensitize bdth researchers and consumers: of -

research to matters which are central to health and aging studies. Althou

.

‘many of these issues have been implicitly recognized in previous researc

in the present work we have tried toibaﬁmore explicit. We have attempted
Ry LR ‘ ‘

A

a

to delineate the full range of'issues=3nd to pfo?idé-a'specific_model for

2

3 i
considering the interface between patient health, contextual factors, interview
and patient response. By specifyiﬁg research issues for studies of ill elderly,

perhaps it will be possible to develop more systematic guideiines for future

studies. We have attempted to address issues that all researchers struggle

N

with in the hope that health relevant gerontological research can be stream-

1N
’

lined and more accurately reflect the world we seek to understand.

-
’l" .
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