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Abstract

Continually improving population health in the ¢ext of increased life
expectancy challenges the assumption that agiregiadMy leads to significant physical
decline. Currently, there is a perception thatgitsl function and hence, independence,
can be maintained well into later life (Ory, Hoffmdlawkins, Sanner & Mockenhaupt,
2003). Given the growing proportion of older adut many industrialized nations, it is
imperative to consider possible factors that infieeebehaviour, which may in turn
contribute to functional losses that have hithegen attributed to aging. For example,
pervasive ageist stereotypes may play a role indied older adults’ opportunities to
independently perform physical tasks (i.e. rema¥aifficult or challenging physical
tasks from older adult residences; younger indi@iglinsisting on physical help that is
unneeded) so that ability is gradually compromisedisuse.

This study explores the potential for such redumggbrtunity among community-
dwelling older adults using a questionnaire-basethodology and hypothetical stimulus
scenarios. In the scenarios, participants’ mathiielren offer the older adults
unsolicited help with two functional tasks: risifrgm a sofa and grocery shopping. The
52 study participants (mean age = 78.4 £ 6.0 yeewesg each asked to report their
independence preference, anticipated affectiveoresgs, behavioural intentions, self-
efficacy for relevant physical skills, relation-emfed self-efficacy (RISE), attribution for
why the help was offered, and perceived benefiecoépting and declining the help.
Using a Social Cognitive Theory (SCT) frameworldiinduals with higher self-efficacy,
stronger preference for independence, or more pertbenefits of declining relative to

those of accepting help were expected to be mke¢ylto intend tadeclineassistance.



In addition to being related to intentions, thesetdrs, along with lower RISE beliefs,
were expected to be associated with greater negatigct. Finally, RISE was
anticipated to be directly proportional to selfiedicy and thus, attribution of the offered
help to physical (versus social) reasons was hygsatkd to relate to lower self-efficacy
and RISE.

Primary study hypotheses were generally not supgpwith a few exceptions.
First, as hypothesized, those who perceived mareflie associated with declining help
were more likely to decline and less likely to gutdde offered help (g 0.005). Second,
the more perceived benefits associated with degJihelp (relative to those associated
with accepting help), the less total positive dffelder adults reported £-0.31, p<
0.02). Third, individuals who had higher self-eficy also reported higher RISEX(r
0.34, p< 0.01). Finally, those who made physical attribng for the offer of help
reported lower RISE (g 0.009), and lower shopping self-efficacy (p = @00

Secondary analyses provided some insight intoatble df support for study
hypotheses regarding the receipt of unsolicitecdssse. For example, both high self-
efficacy beliefs (mean = 85.1 + 15.8% for risingl®1.5 + 11.2% for shopping) and low
TUG times (mean = 12.2 + 4.7s) suggested thatah®& was particularly high-
functioning. This would help to explain why seffieacy was not found to be
significantly related to participant intentionsaocept help.

Another explanation for this finding is the influemnof social factors considered
by older adults in these helping situations. Egudint intentions could have been based
on anticipated social rather than physical benefitsis rationale was supported by high

rates of selection for socially-relevant perceibedefits of receiving help. Further



examination also confirmed that participants geheraported very low levels of total
negative affect. This would partially account fioe absence of a relationship between
perceived benefits and negative affect, even tholgliormer was shown to be
correlated with total positive affect.

Despite raising as many questions as it answegresent study succeeds in
illustrating the perceptions of higher functioniolder adults in situations where physical
help is offered to them. Although these particisamould not require any help with the
physical tasks presented, on average, older additsated that they would likely accept
the offered assistance approximately half of theeti When the findings of the two sets
of analyses are considered, they suggest that negelarch is needed to understand the
perspective of older adults in helping situatioAssumptions about older adults’
reactions to receiving assistance with physicddsasay not be straightforward. Having
the ability to function independently may not nexaay mean that older adults refuse
assistance. Like younger adults, they may intétpeesocial situation in terms of a
variety of outcomes. Indeed, if researchers dacoosider complex interpretations for
how older adults function in regard to physicaldpdndence, they may be letting
personal ageism shape their research. Consequibthg is cause to pursue further
research in this underserved area of investigatimnthe perceptions and actions of older
adults. Future studies in this vein may make diskeeolessons learned from this

exploratory investigation.
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Introduction
Stereotypes and Realities of Aging
As people age, there may come a point in theaslwhen they will require
assistance with day-to-day physical tasks fromisegmt others (White-Means & Hong,
2001). For example, consider the fact that 22.9%neericans> 65 years old were
found to be functionally disabled or in need of ediorm of long-term care (Tennstedt,
1999) and that caregivers of older adu#t$0Q years old) reported that the main
“problem” suffered by the person they care forgeg, followed by diabetes, cancer and
heart disease (NAC & AARP, 2004). Given that thedence of disability and chronic
disease increases over the life course and isvaiderto the population (Ory et al.,
2003), it is not surprising that there exist comrstareotypes that associate advancing
age with natural physical decline (Levy, Hausdd#&ncke & Wei, 2000). For example,
consistently negative attitudes towards older achdtlve been found with respect to
physical appearance, health, and abilities (Slodiek & Saarnio, 1996). However, Ory
and colleagues (2003) note that age need not limaine of actual ability as most older
adults are quite capable of performing activitiedaily living (ADLs: e.g., getting out of
a chair), and instrumental activities of daily tigi (IADLs: e.g. grocery shopping).
Potential Consequences of Ageist Stereotypes
Stereotyped generalizations about older adultgpecadispose adult children to
offer aging parents help that is not necessaréo taily functioning. The help that is
offered may be unwanted and even upsetting to thwbeen it was intended to please,
placing additional strain on relationships tha¢atty contain inherent tensions

(Fingerman, 1996; Pyke, 1999). In offering supeidis assistance, overprotective



children limit their parents’ opportunities to ptiae the physical skills that are essential
to the maintenance of independence. Although iedépnce may not always be the
priority for older adults and their families (eigterdependence may be a more preferable
outcome), its preservation certainly figures prognitly from a health and physical
activity promotion perspective. After all, if @dadults act in stereotype-consistent,
self-fulfilling ways, as suggested by Palmore (198@eist stereotypes can directly shape
older adults’ health outcomes.
Caregiving Research

Help that is given to older adults is typicallydied in the context of caregiving.
Currently, there exists a substantial body of redean the subject of caregiving, much
of which is devoted to the care of those with gaitr diseases, children and older
adults. The older adult studies examine individwaho demand considerable care as a
function of disablement resulting from disease.weer, research on care provided to
older adults for whom this does not apply is uncanmin fact, the provision of help to
higher-functioning individuals may not even be defl as caregiving, given the
significantly lesser degree of assistance thattailed. Irrespective of the precise
definition of what constitutes caregiving, the bafithis research has been concerned
with the caregiver in this relationship, particljfarith respect to the cost of caregiving
(e.g. Pinquart & Sorenson, 2003; Schulz & BeacB9)9 More recent studies have also
considered the benefits associated with caringlfier adults (e.g. Raschick & Ingersoll-
Dayton, 2004) The preponderance of caregiver burden studiesderscored by the
development of a number of scales used to assesgwiag distress (e.g. Cousins,

Davies, Turnbull & Playfer, 2002).



On the other hand, there has been a noticeablefaelsearch focus on the care
recipient’s perspective, a shortcoming of thisréitare that was highlighted over a decade
ago (Malonebeach & Zarit, 1991) and which remamtsay (Gaugler, Kane & Kane,
2002). In light of recent developments in healirecand the resultant increase in the
proportion of older adults who are experiencingtieely good health later in life
(Crimmins, 2004), physical activity and functiorsearch that considers the unique
perspective of the older adult in the caregiveeaacipient relationship has been long
overdue.

Unsolicited Help Research

In contrast to the literature on requested andrel@siaregiving, there has been
relatively little research onnsolicited helpparticularly with respect to physical abilities
or function. The few studies examining the effeicthis help typically involved students
(e.g. Schneider, Major, Luhtanen & Crocker, 199fam & Barker, 1990). For
example, studies have examined the consequenbetpofvith math problems (Graham
& Barker, 1990) or verbal-spatial tasks (Schnegteal., 1996). Such studies suggest that
unsolicited help can have the unintended effecbolveying that recipients lack the
ability to independently perform a task. In tuitms may result in the lowered self-
esteem of the assisted individuals. If individuakske low-ability attributions, they may
agree with the helper's assumed assessment orurdemdings of resentment toward the
helper. Neither of these outcomes is desirableifber party in this social interaction
context.

Although the findings on unsolicited help are pniityaefound with students, an

interesting hypothesis is whether similar effectaild be found in the context where



older adults receive unsolicited help with physteaks such as activities of daily living.
For example, would older adults who accept ag&sestypes of low physical ability
happily accept help, independent of their real fe&d date, there has been little
research examining what factors influence wheth@iood help with physical function is
accepted by aging individuals who actually do rexdthe assistance.

Motivations to Provide Assistance

Beyond the influence of ageist stereotypes, indiald may have personal reasons
for trying to be helpful towards older adults. kustance, past research has shown that
care may be provided for reasons of obligation. @igirelli, 1993; Leigh, 1982),
reciprocity (e.g. Brubaker, 1990; Carruth, 1996j&en, 1985), affection and
inadequate community resources (Guberman, Mahewa8lé\1992). A more recent
study also demonstrated that a lack of choicet,gplder adults’ expectation of help,
perceived disapproval from others, a desire toideuare, the caregiver’s resistance to
other forms of care, his/her caring nature and nedige up to own principles are some
additional motivating factors affecting informalregivers (Lyonette & Yardley, 2003).
Thus, motives for the provision of care may be lateel to older adults’ actual needs
(e.g. reciprocity, affection, a desire to providee).

Motivations to provide care may have some bearmthe subsequent behaviour
of the care recipients. For instance, if olderlacare recipients perceive others as
having extrinsic motivations, such as a lack ofickan providing help, they may be less
inclined to accept the grudgingly-provided assis¢anlif the older adults nevertheless
accept the help (e.qg. if they also have no otlterradtives), the caregiver-recipient

relationship may suffer. This is consistent wiypohette and Yardley’s (2003) finding



that higher extrinsic motivation to provide car@associated with poorer quality of the
relationship. By contrast, when older adults peeethers as having intrinsic
motivations to care, including the caregiver’s de$o care, older adults may be more
likely to accept the help and the caregiver-recipielationship may benefit. This might
explain why the researchers also demonstratedsaciaion between higher intrinsic
motivation to care and better relationship qudlityonette & Yardley, 2003).

However, the study conducted by Lyonette and Ygr{#€03), like much of the
caregiving literature, only examined the perspectf/the caregiver. Research is needed
to confirm whether older adults’ perceptions ofitlearegivers’ motivations (i.e. their
attributions about why help is being offered) akated to the likelihood of help
acceptance and the quality of the relationshiper@lms also a need for research on older
adults’ perspectives on unsolicited help, as wetha factors that are related to their
responses to such help, in order to achieve a ommplete understanding of positive
caregiver-care recipient relations.

Social Cognitive Theory (SCT) as a Framework foebtigation

One theoretical framework that may be used to inyate perceptions of help-
giving and older adults’ reactions to unsolicitediatance with their physical functioning
is Bandura’'s Social Cognitive Theory (SCT: Bandd@86). The basic assumption of
SCT is that dynamic personal, environmental ancbielaral factors interact
reciprocally, a concept termed ‘reciprocal detersmri by Bandura (1986). In SCT,
personal factors, which include an individual’slb@y, emotions, self-perceptions,
beliefs, expectations, preferences, intentions,gmads, along with the situational

context, affect and are affected by behaviour [sgare 1).



Figure 1. Reciprocal Determinism in SCT

Person Factors \

e.g. older adults’ self-efficacy beliefs Environmh&actors

—

e.g. significant others’ beliefs aboy

/ older adults
Behaviour

e.g. accepting help with grocery shopping

If SCT is applied to situations in which older adidre offered assumptive,
unsolicited help, factors that may influence whetirenot the help is accepted could
involve: older adults’ self-efficacy for their aityl to perform the task (a self-perception);
their preference for independence or aid; the bisrtéey expect to receive through
accepting or declining the help (i.e. their outcampectations); their affective responses
to the offer; their beliefs about others’ estimasf their abilities (i.e. their relation-
inferred self-efficacy, the confidence people badiethers have about the former
individuals’ ability; Lent & Lopez, 2002) and whyhers offer them help (i.e. their
attributions). Based on SCT premises, it is suiggethat, regardless of their actual
abilities, older adultsself-efficacyor confidence in their situation-specific abilgit
perform a given task may be a strong determinamhefther or not unsolicited help with
the task will be accepted. However, perceivedtsibhd a necessary but insufficient
condition. Older adults must also Ww#ling to turn down uninvited help and perform a
physical task independently. This willingnessumtdown help should be related to
older adults’ preferences for independence antdinefits they expect to accrue by

accepting or declining the help. Thus, when olthrits decline physical assistance, their



confidence in their physical functioning shoulddskequate given their preferences for
independence and they should also perceive thdnahefits of declining the help
outweigh those of accepting it.

Consistent with SCT, older adults’ affective reanti may also have some
bearing on how they intend to respond to the offérelp. For example, if deeply
offended by the perceived implications of the qffer older adult may prefer to decline
the physical assistance. In addition to influegaelf-efficacy by providing individuals
with another source of information about their dajiges, relation-inferred self-efficacy
(RISE) beliefs and attributions about why helpesly offered may be related to older
adults’ behavioural intentions. RISE beliefs aadsal attributions that are in conflict
with an older adult’s self-efficacy beliefs couldbpoke strong affective (e.gegativée
responses and in turn, have some bearing on iatenti

Study Purpose

The main purpose of the current exploratory projers to determine whether
older adults’ self-efficacy for community mobilitgreferences for independence, and
perceived benefits of accepting and declining laedpassociated with behavioural
intentions following hypothetical offers of assista with ADLs or IADLs. In addition,
this study intended to establish whether self-affic independence preference, perceived
benefits and RISE beliefs had any bearing on affeceactions to such offers of help.
Finally, potential relationships between self-edtiy, RISE and attributions were also
sought.

As with numerous other areas (e.g. smoking cessatMang, Borland, &

Whelan, 2005; condom use — Mashegoane, Moalusiepigé& Peltzer, 2004; blood



donation — Giles, McClenahan, Cairns & Mallet, 208x¥ercise — Gyurcsik &
Estabrooks, 2004), self-efficacy should play a mldetermining older adults’
behavioural intentions. Based on Social Cognifilieory, it was also expected that
older adults’ confidence in their abilities in tilemain in which help is offered would be
related to their causal attributions about why ctlodfer them assistance.

Since both variables consider the perspectiveeirttividual who offers
assistance, older adults’ causal attributions atawytthe other person would offer them
help should correspond to their beliefs about #lpdr’s confidence in the older adult’s
ability to perform the task (RISE). In turn, RI&expected to play a significant role in
colouring the older adult’s affective response® offer of help. Subsequently, affect
may have a relationship with intentions to accemtexline the offer.

As a possible moderator, older adults’ preferencénfdependence should also be
related to behavioural intentions and was therafogasured in this study. The perceived
benefits that older adults associate with acceimtydeclining the hypothetical offer
should be consistent with their preference for petelence and therefore were also
expected to help predict their behavioural intergio

Social Cognitive Theory alone provided the founolathat was used to anticipate
possible relationships given the lack of prior pbgkactivity literature. SCT suggests
that individuals with higher self-efficacy for mdibi, stronger preference for
independence and more perceived benefits of badgpendent may be more likely to
report negative affect in response to the unseticitffer. However, this expectation was
expected to be strengthened in instances where adiidts attribute the offer to a

caregiver’s underestimation of their capabilitiés.other words, the offer is attributed to



perceived need where older adults do not feelthiegt require assistance and RISE
beliefs are perceived to be incongruent with tlikeohdult's own self-efficacy beliefs. |If
this is the case, it would also be expected thgatiee affect would be associated with
the intention to turn down the offer of help. Haeg positive affect that may arise from
an appreciation of the unsolicited offer need rextassitate help acceptance. Thus,
relative to behavioural intentions, affective réats were anticipated to reflect greater
individual variation, as illustrated below.

While unsolicited help is, to a certain degreespraptive of older adults’
physical inability, such help has been found t@ésociated witincreasediking
towards helpers (Schneider et al., 1996). Whefreapresumptive aspect of uninvited
help may make older adults more likely to decliasistance, increased liking of the
helper may increase the odds of help acceptanhkas,Tt is not easy to anticipate how
affect may be related to intentions to accept afide unsolicited help. Ultimately,
affective reactions were thought to vary dependindghe particular causal attributions
and RISE beliefs held by individual older adulkéowever, whether or not attributions or
RISE beliefs are associated with intentions is difficult to predict. Consequently,
without formulating an explicit hypothesis, thisidy also sought to explore the potential
relationship between affective responses and aldeits’ future intentions to either
personally perform physical tasks or accept offérelpp with these tasks.

Study Hypotheses
Inasmuch as there are a number of variables bejigred in this study, some

were more primary to the overall study purposen tithers. Likewise, certain



relationships between some of these variables ofegeeater interest. As a consequence,
the following main hypotheses and secondary hyseth&ere advanced separately:
Main Hypotheses

1) Older adults with higher self-efficacy for commuymmobility are
significantly more likely to decline (and therefpless likely to accept) an offer of help
with physical tasks.

2) Older adults with stronger preference for indepeedeare more inclined
to turn down uninvited assistance (and less indlioetake up the assistance).

3) Older adults who perceive more benefits associatttperforming a task
on their own (relative to those benefits associatied engaging the assistance of a
caregiver) are more likely to refuse help with thek. These individuals will also be less
likely to accept the offered help.
Secondary Hypotheses

4) Self-efficacy, preference for independence, pesttbenefits and RISE
beliefs are all related to older adults’ affecadsinction of being offered help with
physical tasks, as follows:

a. Older adults with higher self-efficacy are les®hkto report positive

affect (and more likely to report negative affantjesponse to an offer of help

with physical tasks.

b. Older adults with stronger preference for indepecdeare less inclined to

report positive affect (and more inclined to repwgative affect) after being

offered uninvited assistance.

10



C. Older adults who perceive more benefits associatttperforming a task

on their own, relative to those associated witliséinp caregiver assistance, are

less likely to report positive affect (and moreslikto report negative affect) with

the offer of help.

d. Older adults with lower RISE beliefs are less inetl to report positive

affect (and more inclined to report negative alfedter being offered help.

5) Older adults with higher self-efficacy tend to haegrespondingly higher
RISE beliefs.

6) Causal attributions are related to efficacy beliefthe following ways:

a. Older adults who make physical (vs. social) attitms for why the help

was offered are more likely to have lower selfety.

b. Older adults who make physical (vs. social) attitms for why the help

was offered are more likely to have lower RISE ddsli

Method
Participants and Design

The participants in this study were a conveniesasaple of 52 volunteers who
were independent (i.e. lived on their own or witspause only), community-functioning
(had sufficient cognitive and mobility function $uthat they were able to perform
instrumental activities of daily living in their ocamunity environment) older adults 70
years old) of both genders.

The study design was observational and cross-seattio

11



Measures

A number of measures were taken for this reseastiguhe telephone screener
(see Procedure below and Appendix B) and the sjudgtionnaire (see Appendix C).
The key study variables are described below.
Demographic Information

Information on gender, age, ethnicity, educatiomng arrangements, and
numbers of sons and daughters was collected frotitipants. These data were used to
characterize the older adult study sample.
Cognitive Competence

To ensure that older adults had sufficient cogeitapacity to provide
meaningful responses to the study questionna&eghn inclusion criterion), potential
participants were administered a previously modifrersion of the Folstein Mini-Mental
State Examination (MMSE). The MMSE is commonlydigeresearch to screen for
cognitive impairment. It consists of items thaalenate orientation, registration and
recall, attention and calculation, language compeeand how well verbal and written
commands are followed, yielding total score ou3@fossible points for the scale. The
26-point telephone version of the MMSE (TMMSE) thais used in this study was
adapted by Roccaforte and colleagues from the Adigstyles and Function Interview
(ALFI)-MMSE (Newkirk et al., 2004). It differs fra the ALFI-MMSE (also designed
for telephone administration) by the inclusion nfextra three-step command, making
the scale more analogous to the original MMSE. TM@MSE also includes prompting
respondents for a phone number where they canlyseateached. Despite these

differences from the ALFI-MMSE, this scale retaM®SE items that assess orientation,

12



registration and recall, attention and calculatanmg language competence, with minimal
omission of orientation and language items (seeeAgdix B for the full TMMSE at the
end of the telephone screener). The TMMSE was stlioworrelate well with the
original instrument (r = 0.88, p < 0.001) amonggras with Alzheimer’s disease
(Newkirk et al., 2004). A minimum cut-off score 2t for the TMMSE was employed as
the criterion for inclusion. Based on the worlkN&wkirk and colleagues with
Alzheimer's disease patients (2004), this corredpdn the widely used MMSE cut-off
of 24 that is indicative of no cognitive impairmégRiuchinskas & Curyto, 2003).
Level of Physical Activity

In order to determine older adults’ physical adyiViabits, participants were
asked to provide frequency estimates for activitytb of different intensity levels. For
each of the mild, moderate and strenuous intefesigls (examples of each type were
provided for consistency of interpretation), olddults were told to recall frequencies
during a typical week in the past month, in th@effo acquire current, representative
data. In the interest of consistent interpretatiorong participants and greater accuracy
(e.g. 10 minute activity sessions within the pregiononth may be difficult to
remember), only bouts that were at least 30 minuatésiration were considered. This
measure was modeled after a portion of the Godisule-Time Exercise Questionnaire
(GLTEQ: Godin & Shephard, 1985). It differs fronetGLTEQ measure in that it
specifies that the typical week for which particifsaestimate their activity levels should
be during the past month, and the minimum lengtime¢ of a valid activity bout is 30

minutes (vs. 15 minutes for the GLTEQ).
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Independence Preference

Independence preference was defined by a singtetitat categorized older
adults into three groups on the basis of the detgrediich they generally desire
assistance. This measure was designed speciffoaliige present study to provide a
general idea of participants’ help-related prefeesorientation. Since independent older
adults were targeted for this study (i.e. recall the purpose was to investigate a
reaction to potential ageism through the offer epl), independence preference was
framed in a hypothetical manner. Specifically tiggrants were prompted to respond to
the item based on the assumption that they expadepartly limited function with
respect to most physical tasks. Given this assomptelp acceptance would not be a
requirement for the successful completion of prajdiasks, but would make such
completion easier to achieve.
Affect

On 11 nine-point scales, older adults rated theestetp which they felt distinct
emotions as a result of being offered unsolicitelph In each stimulus scenario. That s, a
rating of ‘1’ on any of the scales indicated theg tndividual did not feel a particular
affect at all and a rating of ‘9’ meant that th&af was felt very much. To a large
extent, these affective reactions overlapped vidis¢ employed by Courneya and
McAuley (1993) to examine older adults’ affect ati@ acute exercise bout. The
exceptions included the replacement of the scélegraow “ashamed” by one that
assessed how “inadequate” participants might feegsponse to the offer of help. Two
additional scales were also introduced to ascelnam “dependent” and “offended” older

adults may feel in the scenarios presented. ($perdix C for all affective scales
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used.) These changes were implemented aftertpstitig of the study questionnaire
(see below and Appendix D for additional informatmn Questionnaire Pilot-Testing).
Behavioural Intentions

The likelihood that older adults believed that tmeyuld select a specified
behavioural option (e.g. accepting the offered hedpresented their behavioural
intentions. For instance, participants were as&eaddicate how likely they would be to:
a) “allow [their] son to assist [them] in gettin{j fiheir] sofa in most cases”, and b)
“decline [their] son’s offer in most cases and gebn [their] own”. All older adults
rated their intentions for each behavioural po$gimn nine-point scales where a rating
of 1’ indicated that the participant definitely wid not engage in accepting or declining
help and a rating of ‘9’ represented a definitemibn to accept or decline help. In the
shopping scenario, older adults were also askeatéatheir intentions to accompany their
daughter shopping on another, identical nine-psgate.
Actual Experience of Unsolicited Help

An item that determined the extent to which pgpaaits actually experienced
unsolicited help with the presented tasks serveaghézk the realism of the stimulus
scenarios. Actual experience was divided into freguency categories ranging from an
event that “never” to one that “very often” occurg,the basis of older adults’ past
experiences.
Self-Efficacy

As a measure of self-efficacy (SE), older adultedaon 11-point percentage
scales (i.e. 0%, 10%, 20%, etc.), their level offatence in their abilities to perform two

specific physical tasks: a) rising from a sofa ahdrocery shopping. Each of the two
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scenario-based activities was associated withiassef relevant physical skills that
occurred on a graded scale of increasing task eoatpldifficulty. This is consistent
with the recommendations of Bandura (1986) witlpees to the hierarchical
measurement of self-efficacy (also see McAuley &Mko, 1998). In the case of rising
from a sofa, for instance, participants were as&gutovide self-efficacy ratings for their
confidence in being able to readily get up usinly tme strength in their legs, to readily
get up using the strength in their legs and thistasse of one and then both arms, and
finally to readily get up using both their legs ardhs. Each item response was made on
0 to 100 percent confidence scale. The internagistency for the overall rising self-
efficacy scale waa = 0.780 and for the overall shopping self-efficacgle was =
0.849 (see Composite and Modified Measures for ysislfor overall self-efficacy
scales).
Relation-Inferred Self-Efficacy

Relation-inferred self-efficacy (RISE) correspondealder adults’ beliefs about
others’ estimations of their abilities to perforrsecific task (Lent & Lopez, 2002). For
example, under the circumstances in which they beagffered assistance, participants
were asked to suggest how much confidence thegpertthat their sons or daughters
had in their parents’ abilities to perform the phgbtask independently. As with self-
efficacy, RISE was also measured by means of goolrit-percentage scale (i.e. 0%,
10%, 20%, ..., 90%, 100%).
Causal Attribution and Causal Dimensions

The causal attribution and causal dimensions measuere drawn directly from

the revised Causal Dimensions Scale (CDSII: McAulayncan, Russell, 1992). As
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with the CDSII, for each scenario, an open-endemh iallowed the participants to provide
what they believed was the principal reason thsistence would be offered to them (i.e.
their causal attributions) under the provided amstances and their present state of
health. Older adults were then asked to rate gewided causal attribution on a set of
five nine-point, semantic differential scales. Tdeparture from the CDSII lay in the
removal of most of the original twelve semantideténtial scales (i.e. yoean/ cannot
regulatejnside/ outsideof you,stable/ variable over time,under/ not underthe power
of other people, something abouwiu / others unchangeablé changeableother people
can/ cannotregulate) after the complete study instrument nmdet pilot-testing (see
Questionnaire Pilot-Testing below). Despite thassion of many CDSII items, the final
study scale nevertheless employed the same prscgd the original does. The five
remaining items (i.e. reflects an aspecyaidrself / the situatiormanageablé not
manageabldy you,permanent temporary over which yothave/ have nocontrol, over
which otherhave/ have nocontrol) included at least one representativeasheof the
four causal dimensions (i.e. locus of causaligb#ity, internal control and external
control) found in the CDSII (McAuley, Duncan, Rus&992).
Perceived Benefits

Older adults’ perceived benefits (PBs) includedathe applicable benefits
associated with each specific behavioural optiog. @ccepting the help) that they
selected from a list. Participants also had th@opf including additional, self-
generated benefits that were significant to thechthat they felt were not represented in

the provided list. (See Composite and Modified Meas for Analysis for more details.)
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Desire for Physical Competence

According to the developers of this construct (Reijelp, Katula & White, 2006),
desire for physical competence (DPC) representy @dults’ motivation to be able to
perform physical tasks that demand different skifid varying levels of functioning.
This study used the measure designed by Rejeskiahgues (2006) to assess DPC.
The DPC scale consists of 16 physical tasks thrabeabroadly characterized as being
low (e.g. “having the ability to stand up from avasoft coach or chair”) or high (e.g.
“having the ability to do heavy work in the houseyard”) in physical demand. For each
of these tasks, participants were asked to indmat five-point Likert scale whether it
described something that they possessed “no dekaesoever”, a “low desire”,
“moderate desire”, “strong desire” or “very straghgsire” to be able to perform. As with
the original instrument, older adults were instedicto provide their DPC irrespective of
their current ability to perform the task in questi DPC has been shown to be a valid
and reliable means (two-week test-retest relighalft0.93) of ascertaining the extent to
which older adults (mean age = 78.3 + 8.0 yearpwallie the ability to perform
common physical tasks (Rejeski et al., 2006). (Semposite and Modified Measures
for Analysis for more details.)
Timed “Up and Go” Test

As an objective measure of physical ability, then&d “Up and Go” (TUG:
Podsiadlo & Richardson, 1991) test complementedsarea of participant self-efficacy.
The TUG test measures the amount of time requaedrf individual to rise from an
armchair, walk to a mark three meters away, tuomiad, return to the chair and sit down

again. Podsiadlo and Richardson (1991) demondtthgeTUG to be a valid test for
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assessing functional mobility and the test-retelslility for the measure has
consistently been shown to be high (i.e. I€CQ.97: Podsiadlo & Richardson, 1991;
Schoppen et al., 1999; Steffen, Hacker & Molling#X01). It has been widely used as a
realistic indicator of functional mobility for oldadults in past research (Bohannon,
2006). (See Appendix E for details on the TUG Rastcedures.)
Procedure

Questionnaire Pilot-Testing

Prior to data collection, the questionnaire wéatjiested to ensure the clarity of
each of its items. On the whole, the instrumerd judged to be sufficiently clear to
address study questions. Items that were probieifeay). were unclear, confusing or
difficult to answer) were subsequently alteredoa lhasis of older adults’ suggestions or
removed altogether. The resulting questionnaireateled slightly less time to complete
and proved to be more acceptable to older ad(fise Appendix D for a more detailed
overview of the Questionnaire Pilot-Testing.)
Recruitment

Participants for this study were recruited fromethmunicipalities. The majority
of participants were recruited from the Kitcheneatéfloo community (n = 29). Flyers
describing the study were posted in local senisidences (not nursing homes) where the
University of Waterloo has already establishedaztoce of university research relations
(e.g. Luther Village). Additionally, presentatiotiescribing the study were made in
various venues (e.g. in residences and a cardiabiléation program). In a number of
cases, older adults volunteered to participatbenrésearch after hearing it mentioned by

friends or acquaintances who had previously beenlved in the study.
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A number of participants were also recruited fréwv@ Toronto (n = 13) and
Saskatoon (n = 10) areas. The formal recruitmeptcaaches (i.e. not word of mouth
recruitment) in these cities were similar to theegloyed in Kitchener-Waterloo.

It should be noted that the means of recruitingcthrevenience sample for this
study were made necessary by the challenges emzedrnih attempting to persuade
independent older adults to participate in theasdestudy. Individuals who are
physically competent are frequently too busy witéit own affairs to volunteer their
time for research. Perhaps this is particulad tior those who are not burdened with
serious medical diagnoses. These people may haveless personal interest in
participating in health-related research.

Assessment

After having been recruited, older adults who egged an interest in the study
were informed of the protocol during an initialephone interview. This initial phone
call also involved screening for participant suiigbfor the study. Eligibility was
determined by the use of a modified version ofevimusly employed telephone screener
(from a mobility improvement/study: BESAFE; Braw]dyrank, Patla, Gardner &
Shields, 2003) and the TMMSE. The screener wad tosexclude individuals whose
conditions precluded any physical activity. Foaewle, those who experienced frequent
angina, took medications that cause dizziness usa® or used supplemental oxygen for
breathing difficulties could not participate inghiesearch. Sensory and cognitive
problems that would interfere with successful stadgnpletion also excluded older
adults from participation. Only one older adultsvexcluded on the basis of her severe

vision problems. None were excluded due to probleth hearing as individuals who
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were significantly hearing impaired all used heguaids. A total score of at least 21 on
the TMMSE served as the cognitive requirement tiodysinclusion. Finally, older
adults who lived in nursing homes or with younganily members (e.g. a son or
daughter), and therefore could not be presumee tadependent, were also excluded
from this study. Once older adults were deemegilddi and invited to participate in the
study, the investigator answered all of their goastand established a mutually
agreeable time and location to meet with them. iGally, participants preferred to meet
in their own residences. In a few cases, the tigesr met with older adults in a
common area of their senior residences.

During the face-to-face meeting, written inforneeshsent was obtained from
older adults. The study questionnaire was thenradtared on an individual basis, to
minimize the influence of significant others (peawtiarly in cases where couples were
participating). This also permitted the investagab clarify any items with which
participants struggled. Although the questionnaias presented to older adults in paper
format, it was also read to participants by theestigator to reduce misunderstanding.

The questionnaire began with the assessment a€iparits’ levels of mild,
moderate and strenuous physical activity. Follgums, participants were categorized
on the basis of their preference for independefite questionnaire consisted
predominantly of questions and items that promptaticipants to respond to two
scenarios in which older adults are offered ungetichelp with common physical tasks.
After participants were prompted to put themselaahe place of the older adult in each
scenario, they were asked to respond to itemdnglad the variables under investigation

(see Measures above).
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The two questionnaire scenarios both involved 8idna where an older adult is
offered unsolicited help with a physical task. ¥liéfered in that one focused on an
ADL (i.e. rising from a seated position), and tiilees on an IADL (i.e. grocery
shopping). The two scenarios were presented ralydorprevent any order effects. The
purpose of using two different scenarios was tembeine whether offers to assist with
fundamental physical skills like ADLs are assodateth different reactions from older
adults than offers to help with more complex IARIsks. However, no scenario-based
differences had been hypothesized. Finally, a rermmbdemographic and health status
details pertaining to the older adults (i.e. agenkeity, education level, number of sons
and daughters, and medical conditions) were redorde

Following completion of the questionnaire, the istigator described the TUG
test to participants (see Appendix E for detailshenTUG Test Procedures), informing
them that their performance would be timed usistppwatch. Older adults were then
tested one single time. Most participants requan@groximately one hour to complete
the questionnaire and perform the TUG test. Upodyscompletion, older adults were
provided a feedback letter and thanked for thaitigpation.

Data Preparation and Analytic Strategies
Composite and Modified Measures for Analysis

In the interest of parsimony, a number of theinagstudy variables were
combined to form composite measures for data aisal@ther variables also required
some degree of modification prior to analysis. Tgiwing section lists and describes

all the composite and modified measures that wewgayed in this research.
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Total physical activity The reported weekly frequencies of mild, modeeatd
strenuous physical activity bouts (at least 30 rt@gun duration) were summed,
generating an estimate of the total number of gaysictivity bouts over the course of a
typical week during the past month.

Total positive and negative affedhdividual affect items were collapsed into one
of two composite measures, depending upon theaneal. Thus, the four scales on
which participants rated how “happy”, “pleased’ofgpetent” and “proud” they might
feel in response to the unsolicited offer of hegrevsummed to yield a total positive
affect measure (range of possible scores: 4 to BB seven others that measured how
“inadequate”, “depressed”, “guilty”, “upset”, “digpointed”, “dependent” and
“offended” older adults might feel were also sumrntedreate a total negative affect
measure (range of possible scores: 7 to 63). fAtkenial consistencies for total positive
affect wasu = 0.609 for the rising scenario and 0.575 for the shopping scenario. For
total negative affect, internal consistencies were0.700 for the rising scenario and
0.825 for the shopping scenatrio.

Overall self-efficacy A composite measure of overall self-efficacydach
scenario was developed by means of reliabilityysisl Where possible, Cronbach’s
alpha () statistic was maximized by the omission of congrdrself-efficacy variables
that detracted from optimal internal consisten@ge(8ppendix F for a description of the
Development of Overall Self-Efficacy Measure). agesult, rising self-efficacy (i.e. the
overall self-efficacy for the rising scenario) wisfined as the sum of the self-efficacies
for: 1) rising using only the legs, 2) rising usithg legs and the assistance of one arm,

and 3) rising using the legs and the assistanbethfarms (range of possible scores: 0 to
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300,a = 0.780). Similarly, shopping self-efficacy (ite overall self-efficacy for the
shopping scenario) was defined as the sum of fieffieacies for: 1) walking around a
large supermarket at one’s own pace, 2) liftingdgofvom supermarket shelves into a
shopping cart, 3) lifting goods from a shopping carto a checkout counter, and 4)
lifting goods from a shopping cart into a car trrdnge of possible scores: 0 to 40G;
0.849).

Efficacy discrepancyTo gauge relative divergence between the oveedi
efficacy and RISE beliefs of older adults, the tweasures were subtracted (i.e. SE —
RISE) to yield a new combined measure, “efficagcpancy” (ED). Given that the
two overall self-efficacy measures had differemiges of values, ED comparisons
between the two scenarios would not be meaninddol.attempt was made to alter these
measures to generate a scale that could readiidrpreted (e.g. transforming it into a
percentage scale) since this measure was onlyfasédther analysis. As a result, the
range of possible values for rising ED (i.e. EDha rising scenario) would be -100 to
300 and for shopping ED (i.e. ED in the shoppirgnseio) would be -100 to 400.

Attribution type Given the relatively small size of the samphe, tausal
attributions that had been obtained using an opeled:format were grouped prior to
analysis. Explanations for why sons or daughteag affer unsolicited help were
categorized as either being physical or socialigim, after agreement about categories
between two separate investigators. For examitlee ioffer was attributed to a
daughter’s desire to show that she cared for ther@dult, the attribution was deemed to
be social. However, if the older adult believeatthuch an offer would only be extended

if a son perceived her to need some assistancatttitaution was considered to be a
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physical one. (See Appendix G for more exampld3hyfical and Social Causal
Attributions that were provided by participants.)

Perceived benefitsPerceived benefits were grouped according tahenehey
were associated with the acceptance or decliniredfefed help. It was therefore
possible to make a frequency tally of each typpes€eived benefit selected by
individual participants. Since the perceived bese&lf one behaviour (e.g. accepting the
offered help) should be considered by older adnltoncert with the perceived benefits
of the contrasting behaviour (e.g. declining thiphe measure that combined the
benefits of both behavioural options had to be EmThus, further data analysis was
conducted using a measure of the difference betweenumbers of benefits associated
with accepting and with declining the unsolicitedh

Desire for physical competenc®PC was originally conceptualized to “[reflect]
older adults’ motivation to possess the abilitp&sform tasks that require different
elements and levels of physical functioning” (Rkjest al., 2006). In addition to
employing the full scale, the current study makss af Rejeski and colleagues’ (2006)
distinction between basic and advanced categofiglysical demand to further
differentiate between older adults with greater kxsder desires for physical competence.
Sub-scores for basic and advanced physical taskes eadculated using the original
scoring system (i.e. where “no desire whatsoeved; 4ow desire” = 1, “moderate
desire” = 2, “strong desire” = 3, very “strong desi= 4; Rejeski et al., 2006). Total
DPC (possible range of values: 0 to 64), DPC faidtasks (range: 0 to 32; internal
consistencyg = 0.94: White, 2003), DPC for advanced tasks (@ahtp 32; internal

consistencyg = 0.92: White, 2003) and difference in DPC betwiasic and advanced
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tasks (i.e. basic DPC — advanced DPC; range: @xav8re aggregate scores then used in
the data analysis stage.
Data Management

Before any analysis could be undertaken, it waessary to ensure that missing,
outlying and skewed data were treated. The follgydescribes data management
procedures that were used to prepare such dasa&bysis.

Missing data The relatively small sample size necessitatedt@mpt to
maximize statistical power via data substitutionrfossing values. Only two older
adults failed to provide responses for all of trEmstudy variables. In both cases, the
participants declined to complete the CDSII sulescaksociated with their attributions
for why help would be offered in the presented aces. Given the exploratory
character of this research, a conservative approagata substitution was deemed most
appropriate. Consequently, each missing CDSII itexs replaced by its mean for the
entire sample (Tabachnick & Fidell, 2001). Thistinoel was independently applied for
the rising and shopping scenarios.

Outlying data Ouitliers are defined as data points that aratéatbeyond 1.5
times the value of the interquartile range fromupper and lower quartiles. They were
treated according to a process suggested by Taic&chrtidell (2001) whereby they
were shifted to a new location that was only onegeore unit past the next most
extreme score. For example, in the case of teghtive affect in response to help with
rising, there was a single outlier. Since the meast extreme score was 33 (out of a
possible 63) and the scale consisted of one utiéments, this individual’'s score was

shifted from 39 to 34. This conservative approaemmitted the retention of data in a
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manner that maintained the ordinal relationshigw/éen individual points. In cases
where this procedure would not result in any char{ge. the outlier was already a single
raw score unit from the next most extreme scom@ pdjustments were made.

Skewed dataData analysis was preceded by the evaluatiafi afajor study
variables for skewness. An unacceptable (i.e.mmmal) skewness value for a variable
would be one in excess of twice its standard €irabachnick & Fidell, 2001). Where
the data remained skewed after outliers had bedlifie (as described above), this
treatment involved, at the very least, logarithfnie. In) transformation. In cases where
the data were negatively skewed, since logarititraicsformation invariably increases
skew, it was necessary to first reverse-scaledatat (e.g. direct re-mapping of {0, 10,
20, 30, 40, 50, 60, 70, 80, 90, 10}{100, 90, 80, 70, 60, 50, 40, 30, 20, 10, O}).
Where the reverse-scaled data included null valulegh cannot be operated on by the
logarithmic function, the entire scale was theritstiby the addition of the same,
sufficiently large number to each observation (f.ehe lowest value was -40 and the
original scale employed increments of 10 units eobations were uniformly increased by
50 units to eliminate those equalling to 0). Inbait two cases (i.e. total negative affect
in the shopping scenario and the difference betweenall self-efficacy and relation-
inferred self-efficacy in the rising scenario) giprocess was capable of reducing skew to
acceptable values (i.e. a skewness value withicetws standard error). For the two
highly skewed variables, skew was significantlyues such that it was just beyond
twice its standard error (i.e. for total negativea in the shopping scenario, skew = 2.06
times its standard error; for efficacy discrepaimcthe rising scenario, skew = 2.13 times

its standard error). Consequently, rather thayaygplogarithmic transformations,
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inverse transformations were adopted in these cada@s procedure succeeded in
controlling the skews of both total negative affesttew = 0.314, standard error, std error
= 0.330) and efficacy discrepancy (skew = 0.35Destor = 0.330).

Note that, where necessary (unless otherwise nmaa)othe relationships
reported below employed transformed data for amalyil® some cases (e.g. total positive
affect), these transformed variables were reverated, and thus the sign of a correlation
should be ignored unless otherwise stated. Statesrsammarizing the relationships are
also provided. Where basic statistics (e.g. mdaaguencies, distributions) are given,
raw (unmodified) data have been used for easet@faretation. (See Appendix H for a
list of all Reverse-Scaled Variables.)

Analytic Strategies

For the purposes of this study, an overall anabftiategy was involved in the
exploration of how older adults may respond to msfief unsolicited help with physical
tasks. Where relationships between study variakéee anticipated (e.g. between self-
efficacy and behavioural intentions), two-taileddriate correlations were conducted.
Two-tailed procedures were considered to be magpeogpiate for this exploratory study.
For between-subjects comparisons (e.g. contrastaigiduals who attributed the offer
of help to physical versus social reasons), a Sttglprocedure was employed since no
significant Levene’s test for homogeneity of vades was observed for any of the
analyses. Finally, analysis of variance (ANOVA)@edures were planned for
comparisons between more than two groups of ppatnts (i.e. with different

preferences for independence).
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Results

Demographics

The study participants were 52 independent, comtynaiwelling older adults
from Kitchener-Waterloo, Toronto, and Saskatoorhwai mean age of 78.4 years. About
half of the older adults lived on their own and teeainder lived with a spouse. The
majority of participants were female, Caucasiad,mit live in residences for seniors,
were drivers, did their own grocery shopping, wdlka a regular basis (i.e. at least
weekly) for a minimum of 10 minutes continuouslther in the community or in their
own residences. These individuals generally useahaobility assistive devices and did
not experience arthritis that inhibited their darpbility.

Many older adults reported having some form of masascular problems (the
majority of these participants had hypertensionthh w0 having experienced a heart
attack (six of them within the past five yearsyable 1 provides a summary of these and

additional descriptive data. Table 2 presents sampmata for key study measures.

Table 1. Characteristics of Study Participants
Variable Mean + SD orn| Median Range
(%)
Age, years 784+6.0 78 70-91
Sex (% female) 38 (73.1%)
Race (% Caucasian) 48 (92.3%)
Live alone 25 (48.1%)
Live in seniors’ residence 11 (21.2%)
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Table 1 (continued). Characteristics of Study iPigdnts

Variable Mean + SD orn| Median Range
(%)
Drive 37 (71.2%)
Do grocery shopping 49 (94.2%)
Weekly frequency of leaving home 3507 4 1-4

Walk regularly for> 10 minutes continuously

Walk frequency 45 (86.5%)
48+29 5 0-14
Use mobility device(s) 6 (11.5%)
Arthritis inhibiting daily 4 (7.7%)
Mobility
Cardiovascular problems 35 (67.3%)
Hypertension 28 (53.8%)
Congestive Heart Failure 10 (19.2%)
Diabetes 6 (11.5%)
Hip fracture 4 (7.7%))
Osteoporosis 11 (21.2%)

Lung condition [emphysema/COPD/asthmg] 6 (11.5%)

Number of daughters 18+12 2 0-6

sons 14+1.1 1 0-5

30




Table 1 (continued).

Characteristics of Study iPigdnts

Variable Mean + SD orn| Median Range
(%)
Level of education
Grade school 9 (17.3%)
Some high school 6 (11.5%)
High school 16 (30.8%)
College/university 18 (34.6%)
Graduate studies 1 (1.9%)
Self-rated overall mobility [ona 1 - 10 scaleg.7 +1.4 9 5-10
Timed up and go [TUG] test, seconds 12.2+47 404 | 6.63 -
27.48
TMMSE [out of 26] 244 +15 25 21 -26

Location

Kitchener-Waterloo

Toronto

Saskatoon

29 (55.8%)
13 (25%)

10 (19.2%)




Table 2.

Data Summary for Key Study Measures

Variable Mean = SD Median Range
Level of Physical Activity
Total 80+49 8.0 0-18
Mild 53+34 5.0 0-14
Moderate 25+23 3.0 0-7
Strenuous 02+1.0 0 0-6
Affect
In response to rising help
Positive 26.8 +6.3 275 12 - 36
Negative 13.7+7.2 11.0 7-34
In response to shopping help
Positive 294 %49 30.8 17 - 36
Negative 109+48 8.5 7-24
Behavioural Intentions
To accept rising help 55125 5.0 1-9
To decline rising help 46+26 5.0 1-9
To accept shopping help 58127 5.0 1-9
To decline shopping help 41+27 5.0 1-9
To accompany a daughter shopping 71+24 5.0 1-9
Actual Experience ‘never’ to
Of rising help 18+10 2.0 ‘very
Of shopping help 22+12 20 often’
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Table 2 (continued). Data Summary for Key Study 8eas

Variable Mean = SD Median Range
Self-Efficacy
For rising 255 +47 270 140 — 300
For shopping 366 + 45 390 240 - 400
RISE
For rising 78 +22 80 20 - 100
For shopping 81 +23 90 20-100

Number of Perceived Benefits

Of accepting rising help 2813 3.0 0-5
Of declining rising help 2815 3.0 0-6
Of accepting shopping help 2814 25 0-6
Of declining shopping help 3821 4.0 0-7
DPC
Total 41.8+11.3 42.5 18 - 64
For basic tasks 26.0+3.7 26.0 17 -32
For advanced tasks 159+8.3 16.0 0-32
Difference (between basic and advanced 0.0 + 6.1 10.0 0-26
tasks)

* Where they differed from observed ranges, thaal/@ossible ranges of study
variables were: 4 to 36 for positive affect, 7 8f6r negative affect, 0 to 300 for rising
SE, 0 to 400 for shopping SE, 0 to 100 for RISE 64 for total DPC, and 0 to 32 for

DPC for basic and advanced tasks.
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Main Hypotheses

Six hypotheses, derived using a Social Cognitiveor framework, were
proposed for this research project. These hypethe=presented the initial focus of the
present study and the results pertaining to tiseéttree (i.e. the main hypotheses) are
described below. For each of the hypothesis-drarealyses, there were no missing data
for any of the 52 study participants. Table 3 jes a summary of all relevant data
analyses pertaining to the main hypotheses.

Self-efficacy and intentiongOlder adults with higher self-efficacy for comniy
mobility were hypothesized to be more likely to ldee and less likely to accept offers of
help with the physical tasks presented to themwéier, in neither scenario was overall
self-efficacy related to intentions to accept odézline help (-0.20Z r < 0.196, all NS).

Preference for independence and intentio@dder adults were also expected to
be more inclined to turn down uninvited assistanbere they had stronger preferences
for physical independence. Given the uniform resgs of participants to the question of
preference for physical independence, this hypatloesild not be tested. Only one
participant indicated that she would prefer helthwmnost tasks. Of the remaining 51
study patrticipants, 40 preferred help with only thest difficult tasks and 11 stated that,
ideally, they would prefer no help. There was winlence to suggest that independence
preference was related to intentions.

Perceived benefits and intentionks was also hypothesized that older adults who
perceived a greater number of benefits associaitdperforming a task independently
relative to those associated with performing itmatcaregiver’s assistance, would be:

a) more likely to intend to refuse help and b) ldssy to accept help. To test this
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hypothesis, tallies were made of the numbers afgeed benefits of each type (i.e.

accepting and declining help) that had been indithly participants (including self-

generated ones). Then, the difference betweee twmmts was used in subsequent

correlation analyses with behavioural intentioRsr both scenarios, the more benefits

older adults perceived to be associated with perifog a task on their own (versus with

accepting help), the more likely they were to ref(rissing: r = 0.386, p = 0.005;

shopping: r = 0.428, p = 0.002) and the less likley were to accept help with the task

(rising: r = -0.395, p = 0.004; shopping: r = -014p = 0.001).

—t

D

Table 3. Summary of Results for the Three Main Hgpses
Results
Hypothesis Analyses Rising Shopping
Scenario Scenario
1 Correlation: overall SE with intentions ta r = 0.157, r=-0.202,
decline help N.S. N.S.
Correlation: overall SE with intentions ta r = -0.027, r=20.196,
accept help N.S. N.S.
2 ANOVA: intentions to decline/accept helfCould not test| Could not tes
Groups: independence preference
3 Correlation: (PBs of declining — PBs of | r = 0.386, r=0.428,
accepting) with intentions to decline | p =0.005 p =0.002
help
Correlation: (PBs of declining — PBs of | r = -0.395, r=-0.451,
accepting) with intentions to accept help p = 0.004 p =0.001
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Secondary Hypotheses

The results pertaining to Hypotheses 4 througreeesented below as
secondary hypothesis analyses. Table 4 providesnanary of all results pertaining to
the secondary hypotheses.

Relationships between Social Cognitions and Affect

Correlation analyses were used to examine reldtipadetween various social
cognitions and affective responses upon receipetf with the physical tasks. Self-
efficacy, preference for independence, perceiverttits and relation-inferred self-
efficacy (RISE) beliefs were all hypothesized tosimnificantly correlated with older
adults’ affect as a function of being offered he§pecifically, a) greater self-efficacy, b)
stronger independence preference, c) a largerefiaocy between the numbers of
perceived benefits associated with declining amepiing help, and d) lower RISE were
thought to be related to less total positive affeat more total negative affect. The
results for each sub-hypothesis follow.

Self-efficacy and affectThis part of the fourth hypothesis was not sufgabby
the data. In neither scenario was total positftecasignificantly correlated with overall
self-efficacy for rising from a couch and for shopgp(r = -0.173, N.S. and r = 0.183,
N.S., respectively). Total negative affect wa®alarelated to rising self-efficacy (r =
0.058, N.S.). However, in contrast to the reladfop hypothesized, increasing shopping
self-efficacy was correlated with decreasing toedative affect (r = 0.417, p = 0.002).

Independence preference and affetihe examination of affective differences
between participant preference-for-independencepggavould have required a one-way

ANOVA analysis. Unfortunately, the study sampld dot permit this comparison,
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because of limited variation in participant prefee response (i.e. one participant
preferred help with most physical tasks, 40 preféinelp with only the most difficult
physical tasks and 11 preferred no help).

Perceived benefits and affecthere was partial support for this portion o th
fourth hypothesis, which initially suggested thestd positive affect and more negative
affect were related to a greater number of percebenefits of declining, relative to the
number of perceived benefits of accepting help.fokshe third hypothesis, to examine
this relationship, the number of perceived benefitaccepting help was subtracted from
the number of perceived benefits of declining hdfpr both rising and shopping
scenarios, a larger PB difference was relatedstotiatal positive affect (r = 0.314, p =
0.023 and r = 0.334, p = 0.015, respectively)cdntrast, total negative affect was not
significantly related to the size of the discrepaimceither the rising or shopping scenario
(r=0.119, N.S. and r = 0.050, N.S., respectively)

Relation-inferred self-efficacy and affedtieither scenario provided support for
the final section of the fourth hypothesis, whititesd that lower relation-inferred self-
efficacy would be associated with less positive@faind more negative affect (0.141
<0.227,N.S)).

Self-Efficacy and Relation-Inferred Self-Efficacy

Where older adults reported higher overall selfeaffy, they were also expected
to provide correspondingly higher relation-infersadf-efficacy ratings (i.e., expected the
son or daughter to be perceived as also beingdmmtfin the older adults’ skills and
abilities). This fifth hypothesis was fully supped. For the rising scenario, overall self-

efficacy for rising from a sofa and relation-infedrself-efficacy were correlated (r =
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0.342, p = 0.013). In the shopping scenario, trexall shopping self-efficacy and RISE
similarly demonstrated a significant correlatior ©.373, p = 0.006).
Causal Attribution Type and Efficacy

The final hypothesis stated that older adults wiaikereither task or social causal
attributions about why others offer them help wadilfier with respect to their self-
efficacy and RISE beliefs (i.e. relative to thedtional domain in which help is
extended). Specifically, those who made physidabaitions (i.e. versus social ones)
were expected to report lower self-efficacy andERi&tings.

To test this final hypothesis, a Hotelling’s proaeglwas used to test the effect of
attribution type (physical versus social) on oMe®& and RISE in each scenario. In both
scenarios, attribution type was shown to have rifgignt effect on the combination of
overall SE and RISE: T = 0.295, F(2, 49) = 7.216,(002 for the rising scenario and T
=0.261, F(2, 49) = 6.404, p = 0.003 for the shogcenario.

Self-efficacy and causal attribution typSubsequent independent t-test analyses
confirmed that shopping self-efficacy significandiffered between attribution groups
(t(50) = 3.036, p = 0.004), but overall self-effigefor rising from a couch did not (t(50)
=1.131, N.S.). Older adults who made physicailaitions had significantly lower
overall shopping self-efficacy than those who msalgal attributions.

Relation-inferred self-efficacy and causal attrioattype In both scenarios,
older adults who made physical attributions (n Fr2Both scenarios) provided lower
RISE ratings than those who attributed the offenelp to social reasons (n = 30): t(50) =
3.837, p < 0.001 for the rising scenario and t@)710, p = 0.009 for the shopping

scenario.
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Table 4.

Summary of Results for the Secondary Hygs®s

Results
Hypothesis Analyses Rising Shopping
Scenario Scenario
4a Correlation: overall SE with total positiver = -0.173, r=0.183,
affect N.S. N.S.
Correlation: overall SE with total negative = 0.058, r=0.417%
affect N.S. p =0.002
4b T-test: total positive/negative affect Could not test| Could not tes

Groups: independence preference

bt

4c Correlation: (declining PBs — accepting | r = 0.314, r=0.334,
PBs) with total positive p=0.023 p =0.015
affect
Correlation: (declining PBs — accepting | r = 0.119, r = 0.050,
PBs) with total negative N.S. N.S.
affect
4d Correlation: RISE with total positive r=20.190, r=0.111,
affect N.S. N.S.
Correlation: RISE with total negative r=0.227, r=0.224,
affect N.S. N.S.
5 Correlation: SE with RISE r=0.342, |r=0.373,
p=0.013 p = 0.006
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Results
Hypothesis Analyses Rising Shopping
Scenario Scenario
6a T-test: SE t(50) = 1.131, | t(50) = 3.036,
Groups: causal attribution type N.S. p =0.004
6b T-test: RISE t(50) = 3.837, | t(50) = 2.710,
Groups: causal attribution type p <0.001 p =0.009

*This result was significant, but its direction ¢adicted the hypothesized relationship.

Summary of Results Pertaining to Hypothesis Testing

As is evident from Table 5 directly below, thereswianited support for study
hypotheses in this particular sample. The thidi feth hypotheses constituted the only
two relationships that were fully supported. Twahe hypothesized relationships could
not be tested, given the limited range of partictpaindependence preferences.

In light of these preliminary results, and considgthe exploratory nature of the
present research, supplementary analyses were dderbe necessary to offer possible
explanations for non-significant findings. Moreowhe above results stimulated further
guestions that were not addressed by the origymdtheses. Collectively, these issues
were sufficiently compelling to justify continuesamination of the existing data set and

the resultant analyses are presented below.
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Table 5.

Overview of Hypothesis Tests

Hypothesis Hypothesis Description Result
Rising Shopping
Scenario Scenario
1 1 SE associated withintentions to decline, Not Not
1SE associated withintentions to accepf supported | supported
2 rindependence preference associated with Could not Could not
tintentions to decline/to accept test test
3 1PB (declining-accepting) associated with| Supported Supported
tintentions to declingto accept
4a 1 SE associated withpositive affect, Not Not
Tnegative affect supported | supported
4b tindependence preference associated with Could not Could not
lpositive affectnegative affect test test
4c 1PB (declining-accepting) associated with|  Partially Partially
lpositive affectfnegative affect supported | supported
4d |RISE associated witfpositive affect, Not Not
Tnegative affect supported | supported
5 1 SE associated withRISE Supported Supported
6a Physical versus social attributions associated Not Supported
with | SE supported
6b Physical versus social attributions associate8upported Supported
with |RISE
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Alternative Explanations for Relationships and &iénces between Study Variables

Alternative explanations for unsupported studycoutes included: a) the
different nature of assistance provided to oldedtadn the two scenarios, as perceived
by participants; b) the high-functioning natureloé study sample, irrespective of age;
c) the low levels of total negative affect amonesth older adults; and d) the importance
of social considerations to older adults’ decismaking with regard to unsolicited help.
The following post hoc analyses were conductedkéorgne the possible influence of
such factors in regard to primary study outcomssd@ated with the six study
hypotheses. Further elaboration of the signifieamicthese secondary study results is
found in the following Discussion section.

Recall that, due to the reverse-scaling of soarestormed variables, the signs of
correlations may be misleading and should be ighore
Differing Natures of the Stimulus Scenarios

Although the two separate scenarios were desigmegamine distinct types of
everyday physical tasks (i.e. ADLs and IADLS), thypotheses did not differentiate
between them. However, there were instances wimeliags differed by scenario (i.e.
those who made physical attributions for unsolichelp had lower self-efficacy only in
the shopping scenario). In sum, there were spewdlys in which these older adults may
have considered these scenarios to be different.

Actual experience of scenario-like situatioris.terms of the actual experiences
of the participants, only nine individuals (~17.3faded their past experiences of
unsolicited help with rising from a seat as ocagrat least “sometimes” (i.e. at least a

three on the five-point scale). For the shoppirenario, sixteen participants (~30.8%)
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reported that they had experienced unsolicited tsaimetimes”, “fairly often” or “very
often”. A Wilcoxon signed-rank test confirmed grsficant difference between the
ratings in the two scenarios (z = -2.106, p = 0,@86-tailed). This difference was also
captured by a one-sample t-test of the (logarithftyicransformed) discrepancy between
the actual experiences of the two scenarios (#523.480, p <0.001). Consequently,
although neither of the scenarios was reportede fbeen very commonly experienced,
older adults apparently had more experience wihhilp described in the shopping
scenario.

Affect. Total positive affect and total negative affelsbaliffered from one
scenario to the other. Mean total positive affeas ~26.8 in the rising and ~29.4 in the
shopping scenario (full range: 4 to 36; actual emnd.2 to 36 and 17 to 36 for rising and
shopping scenarios, respectively). For total negatffect, the means for the rising and
shopping scenarios were ~13.7 and ~10.9 (full rafge 54; actual range: 7 to 34 and 7
to 24 for rising and shopping scenarios, respelgliveComparing each affect measure
over the two scenarios, using one-sample t-testseodlifferences, yielded significantly
higher positive (t(51) = 2.983, p = 0.004) and lowegative affect in the shopping
scenario (t(51) =-3.013, p = 0.004). Apparertlger adults expect to feel both more
positive and less negative affect if they wereamftiered help with shopping than with
rising from a sofa.

Physical function and behavioural intention®lder adults also exhibited other
scenario-based differences that were informatiMais is true where physical function
and behavioural intentions were concerned. Phlyiination included the participants’

objective physical abilities in the form of theimed “up and go” (TUG) times as well as
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the extent to which they desired competence wipeet to various simple and complex
physical tasks, as reflected by their DPC scoresdgesire for physical competence).
The results suggest potential reasons why scenados perceived differently by older
adults than hypothesized.

Regarding TUG times and behavioural intentiondenrising scenaridivariate
correlations between TUG and participant intentioscated that this objective measure
of physical ability was not related to intentiobsth to accept and to decline help).
However, in the shopping scenario, increasing Tlde twas correlated with increasing
intentions to accept help with (r = 0.295, p = @)0&nd decreasing intentions to
accompany a daughter shopping (r = -0.293, p =5).0Bowever, TUG times were not
significantly correlated with intentions to declihelp (r = -0.184, N.S.). Therefore,
despite being more likely to allow someone to dartrocery shopping for them, those
who are less functionally mobile are not particlylarclined to accept help with the ADL
task of rising from a seat. This is of note sirfee ADL does require some physical
elements similar to those assessed by the TUG.

Regarding desire for physical competence (DPC)atdvioural intentions,
participants may have been differentially motivateéccept or decline help on the basis
of their desire to have competence in a given t&sk.example, a person who has a
strong desire to be able to perform all IADLs migbt want to accept help with an
IADL task, in spite of any social considerationattmay be involved. Inasmuch as it
measures how much older adults desire the phyeidkitly to perform a variety of tasks,
DPC may also be able to help explain participatgntons. One might expect the DPC

subscales for basic and advanced tasks to relatetlglito intentions to accept and
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decline help with ADL and IADL tasks. In the rigiscenario, this was not found. None
of the DPC scales (i.e. total DPC, DPC for bass&$aDPC for advanced tasks, and the
difference between DPC for basic and advanced tagk® correlated with intentions (-
0.161<r<0.050, NS). In contrast, nearly all of the DP@lss were significantly
related to participant intentions (both to acceyt 8 decline help) with respect to
shopping. Total DPC was negatively correlated witantions to accept help (r = -
0.347, p = 0.012) and positively correlated wittemtions to decline help with shopping
(r=0.326, p = 0.018). DPC for basic tasks wase akgatively correlated with intentions
to accept help (r =-0.298, p = 0.032). Consistatit these results, DPC for advanced
tasks was negatively correlated with intentionadoept help (r = -0.341, p = 0.013) and
positively correlated with intentions to declindgherith shopping (r = 0.328, p = 0.017).
Finally, the difference between DPC for basic atidamced tasks was directly related to
intentions to accept help (r = 0.281, p = 0.043) mversely related to intentions to
decline help (r =-0.285, p = 0.041). Each of éhe=sults reinforces the same
relationship between DPC and intentions: the seowndfer adults’ DPC is, the less
likely they will want to accept (and converselye tmore likely they will want to decline)
help with shopping. The only exception to the gratiof significant correlations was the
correlation between the DPC for basic tasks arehtidns to decline help (r=0.263, p =
0.059, N.S.). Thus, whereas DPC had no bearirgder adults’ intentions to accept or
decline help with rising, it clearly was relatedtheir intentions where the IADL of
shopping was concerned.

DPC was only related to total positive affect toe tising scenario. Total DPC,

DPC for basic tasks and DPC for advanced tasks alenegatively associdated with
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total positive affect (r = 0.351, p = 0.011; r 388, p = 0.014; and r = 0.328, p = 0.018,
respectively).
The High-Functioning Nature of the Study Sample

In spite of the advanced age of this sample (7&Dyears), a relatively small
percentage of participants reported serious medaraditions such as diabetes and
mobility-inhibiting arthritis (which were reportdaly six and four participants,
respectively). The mean TUG time for the sampk ([i2.2 + 4.7s) was in line with
Bischoff and colleagues’ (2003) suggested cutinfétof 12 seconds or less for older,
community-dwelling women (as compared to olderitasbnalized women with poor
functional mobility), obtained using a significanylounger sample (i.e. 73.2 £ 3.2 years)
and taking the best-of-three TUG trials. This wigsrly a testament to the high-
functioning nature of these older adults. In addito these more objective measures,
the ceiling effects apparent in the distributiofsiging and shopping self-efficacy (see
Figures 2 and 3 below) provide a strong argumerd toigh overall level of physical
function among the study participants. Convertmgrall self-efficacy into a percentage
scale for ease of interpretation, averages foritineg and shopping scenarios, 85.1 +

15.8% and 91.5 + 11.2%, respectively, were vernhig
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Figure 2. Distribution of Overall SE for Rising
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Furthermore, the screening process, which was edgitp provide the study with
only independent older adults (only 11 lived iniseresidences, with an exclusion being
nursing home residence) who were relatively heahlagl the added effect of selecting
for high-functioning older adults. Study exclusaesulted in no participants who
complained of frequent angina, used oxygen regu(apart from one participant who
only employed it for the treatment of sleep apnpa@ajl who were on medications that
made them feel ill or dizzy.

During the screening phase, potential participamtee also asked to provide
some background health information which was netstibject of any of the study
hypotheses. An examination of some of these preding data paints a clear picture of
the high level of physical functioning of this sdmpWhen asked to describe the average
frequency of their leaving home as being: a) onaeek b) twice a week c) three or
more times a week or d) daily, only three partinigaeported leaving home once or
twice and week, and 33 (63.5%) indicated that te#&yhome daily. Forty-five
participants (86.5%) reported walking at leastrtenutes regularly, with the average
frequency for the entire sample being approximateBytimes weekly. The older adults
generally felt that they had high overall mobilithie mean of their ratings was ~8.7 on a
10-point (1 to 10) scale.

The Level of Total Negative Affect among ActiveeOkflults

Descriptive statistics Even after outlier modification, total positiafect and
total negative affect were highly skewed in thenggskew = -0.670 and 1.179 for
standard error, std error = 0.330, respectively) sltopping scenarios (skew = -0.768 and

1.220 for std error = 0.330, respectively). Howetatal negative affect in both
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scenarios exhibited considerably more skew. Thansef total negative affect (~13.7 in
the rising and ~10.9 in the shopping scenario)ety low in the range of possible
values (i.e. 7 to 54). For the most part, oldertsddid not anticipate feeling negatively
about offered help. Such a truncated distributgspecially in the case of negative affect
in the shopping scenario, may explain the non-sdpgeome of the primary hypotheses
(see Figures 4 to 7 below for graphs of theseildigtons). Even after logarithmic
transformation, total negative affect in the shogmscenario had remained skewed (i.e.
skew = 0.679, std error = 0.330). And only invarsasformation succeeded at reducing

skew to acceptable levels (skew = 0.314, std er@B30).

Figure 4. Distribution of Total Negative Affect (Rising Scenario)
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Figure 5. Distribution of Total Positive Affect (Rising Scenario)
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Figure 6. Distribution of Total Negative Affect (Shopping Scenario)
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Figure 7. Distribution of Total Positive Affect (Shopping Scenario)
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Additional analyses were conducted to assess fhetebf the truncation of the
affect distributions. The following results wemnsistent with the observed distributions
of total positive and negative affect in the stedgnarios. Note that since the variable
representing total positive affect was reverseestdee Data Management above for
description of skew correction procedures), theaatorrelations may appear to be in an
unexpected direction. Therefore, the signs ottireelations should be disregarded and
the reader may rely on the provided statements suipimg the relationships observed.

Intentions and affectintentions to accept and to decline help inrikiag
scenario were significantly correlated with totasjtive affect (r = -0.438, p = 0.001 and
r=0.328, p = 0.018, respectively) and total negatffect (r = -0.316, p = 0.022 and r =
0.369, p = 0.007, respectively). That is, as itt&s to accept help increased (or

intentions to decline help decreased), total pasgiffect in response to the offer
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increased and total negative affect decreasedila8iynin the shopping scenario total
positive affect increased as intentions to accefgt imcreased (r = -0.438, p = 0.001) and
intent to decline help decreased (r = 0.417, f082). In the case of negative affect,
even after transformation, there was no significamtelation with either of the

intentions variables (r = -0.104 for accepting ard).033 for declining).

Total physical activity and affectWhereas intentions to accept or decline help
were measured for each scenario, older adultd’ pbigsical activity was not scenario
specific. It was found that total physical acywvitas unrelated to the positive and
negative affect associated with the shopping se@ffax 0.074 and r = 0.057, N.S,
respectively). However, total physical activityssgignificantly correlated with total
positive affect in the rising scenario, (r = 0.2BG; 0.044). As participants reported
more weekly physical activity, they anticipated espncing less total positive affect
about receiving help. Yet, at the same time, thidynot expect to experience more total
negative affect (r = 0.197, N.S.).

Efficacy discrepancy and affecEfficacy discrepancy (ED) is the difference
between older adults’ self-efficacy beliefs andrtReSE beliefs. If participants believe
that their children have inappropriately low estiimas of the older adults’ ability to
perform a task independently, there may be impbaatfor their affective reactions to
offered help. However, this was only found in tiase of total positive affect in the
rising situation, where an increase in ED was ¢ated with an decrease in anticipated
positive affect (r =-0.333, p = 0.016). As witial physical activity, the fact that the
expected correlation was not found with respecietgative affect is consistent with the

low levels of negative affect in this sample.
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The Influence of Social Considerations

Comparing one scenario with the other, there washserved difference in the
older adults’ intentions to accept offers of helg (0.762, N.S.) or decline offers of help
(t=1.058, N.S.). The means (rising: ~5.5 £ 2@ ahopping: ~5.8 + 2.7) were just
above the middle of the nine-point scale, which vegsesented to participants as
signifying a slightly greater than 50% chance thay would accept/decline the offer.
Consistent with this finding, the means for intens to decline help were just below the
midpoint of the scale (rising: ~4.6 £ 2.6 and shogp~4.1 + 2.7 ) Their intentions to
accompany a daughter shopping, however, were dgnguite high (mean ~ 7.1 £ 2.4)
and considerably higher than their intentions tegat help with the task of shopping
(t(51) = 2.491, p = 0.016). Inasmuch as oldertsduére far more likely to want to
accompany their daughters to shop than to accépthtn the task of shopping, social
considerations may have influenced the intentidnisdependent older adults. To
investigate this possibility, the perceived beseadi$sociated with both scenarios were
examined.

Socially relevant perceived benefit®ne possible explanation for the lack of
correspondence between self-efficacy and intentiotisis study is the influence of
social considerations on the decision-making pmcé®r example, social motivations of
older adults could be linked to the types of basegfained from being assisted by others.
To explore this possibility, each of the perceibedefits (PBs) was considered for either
social or personal relevance.

Those that directly benefited the older adults esigkly were considered to be

personally relevant. Examples of personally reti¢yeerceived benefits included: “I am
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less likely to fall or otherwise injure myself’t‘is much easier for me to rise with
assistance” and “It is more convenient to allowdayghter to help me”. Those that
were considered to be socially relevant also beetebthers, specifically the son or
daughter portrayed in the presented scenariosmpbes of socially relevant perceived
benefits included: “It is another chance to dingatkeract with my son”, “It is less
troublesome for both of us if | rise on my own™ allows my daughter to feel good
about being able to help me” and “I would not hevénconvenience my daughter” (see
Appendix | for other examples of Personal and Sdteaceived Benefits).

As a group, the older adults reported a greatergpeéage of socially relevant PBs
than personally relevant PBs (~70.4% vs. ~55.7 feetsrely) in the two scenarios. The
difference between the numbers of socially andqreiy relevant PBs also differed
significantly: t(51) = 5.132, p < 0.001). Examigithe two scenarios separately, this
difference in selection rates between personakanal PBs was ~62.2% personal and
~68.5% social in the chair rising scenario, and.3%3personal and 72% social in the
shopping scenario. However, only the shopping acemates were significantly
different (t(51) =-5.992, p < 0.001).

Consideration of the specific benefits of acceptind declining help required
further subdivision of frequencies to compare thttgyns of selection. For example, this
permitted the analysis of relative selection ratiesocial versus personal benefits when
accepting help with shopping is considered. The &nalyses (i.e. accepting help to rise,
declining help to rise, accepting help with shogpitleclining help with shopping and
accompanying a daughter shopping) revealed a ¢ensisend. Whetheacceptinghelp

(i.e. in both scenarios) armtcompanying daughter shopping, greater percentages of
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socially relevanPBs were selected (all greater than 80%, as cadpeith all less than
61% of personal PBs; Wilcoxon tests: -5.304< -3.858, p < 0.001).

However, where participants were asked to considebenefits ofleclininghelp
with rising, greater percentages of personallysai PBs were selected (~82.69% vs.
60.26%; Wilcoxon z = -3.509, p < 0.001). There wassuch difference in the shopping
scenario (z =-1.018, N.S.).

Discussion

Given the exploratory nature of this research stkestudy hypotheses that were
originally proposed served as useful points of depa. The fact that a number of the
hypotheses did not garner any or full support ftbendata is a good indication that there
remain both theoretical and practical gaps thatiregpur attention before larger-scale
research can justifiably be pursued. Despite #regb support of study hypotheses, the
current study does reveal whether certain fact@sedated to how independent older
adults may perceive and respond to offers of uaigedi help. Consequently, this
research represents a much-needed initial foraytivet early stages of a socially
mediated process with potentially serious implmadi for the maintenance of physical
abilities in later life.

Overview of Study Hypotheses

With only two hypotheses drawing full support, gfresent study initially raised
more questions than it answered. This was espetnaé in cases where the data only
partially supported study hypotheses. Such patipport was encountered after testing
the fourth and final hypotheses. However, forghesater part, hypothesis testing yielded

unambiguous conclusions about older adults’ regmotsoffers of help.
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Hypothesis One

For the first study hypothesis, the data unequilpdamonstrated a lack of
correspondence between overall self-efficacy atehitons to accept or decline
unsolicited help. In neither the rising nor theghing scenario was overall self-efficacy
related to older adults’ intentions. On the swufabis appears to contradict an integral
part of SCT, which propounds that self-efficacgikey determinant of intentions and
subsequently of behaviour itself. However, thigling may be misleading on account of
the sample of highly independent older adults wieocenwargeted for this study. For the
purposes of examining behavioural intentions, #mge of overall self-efficacy may have
been too restricted in this group of older adultsany event, if intentions are unrelated
to self-efficacy where highly independent older l&slare concerned, whdbesinfluence
intentions to accept or decline help?
Hypotheses Two and Three

The second and third hypotheses posited additfantirs that were possibly
relevant to accepting or declining intentions. Heathan being solely reflective of
situation-specific self-evaluations of ability, teecond hypothesis suggested that
intentions may also be associated with a more garegreference for independence
among the participants. Unfortunately, on accadiihe distribution of these preferences
in the study sample, this hypothesis could noelseetl. The third hypothesis proposed
that the difference between the numbers of perddremefits of accepting and of
declining help would be related to behaviouralmtitens. This was indeed confirmed in

both the rising and shopping scenarios. Thatisha number of perceived benefits of
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declining the help increased in comparison to tmlmer of benefits of accepting,
intentions to decline increased and intentionctept decreased.

Taken together, the results arising from testéeffirst and third hypotheses
indicated that independent older adults are veagimiatic where unsolicited help is
involved. Specifically, whether or not they intexdo accept offered assistance was
related solely to the balance of perceived bengfasthey associate with accepting and
with declining the help, and was unaffected byrtHatively small differences in self-
efficacy between these participants.

Hypothesis Four

The fourth hypothesis consisted of several padsdh honed in on the affective
domain of this problem. The first section of thypbthesis (4a) put forth the conjecture
that both total positive and negative affect atateel to overall self-efficacy. Without
exception, this portion of the fourth hypothesiswasupported. Thus, older adults’
self-efficacy generally provided little indicatiaf how they might respond affectively to
unsolicited help. Contrary to the predicted di@ttindividuals reporting higher self-
efficacy for shopping believed that they would exgrece significantlyessnegative
affect as a result of being offered help with thekt

The next part of the fourth hypothesis (4b), whsdmmised that greater
preference for independence would be associatddl®ss total positive and more total
negative affective response, could not be testeatcoaunt of the distribution of
independence preferences in the study sample.

The third part of the hypothesis (4c) related aftedhe difference between the

numbers of perceived benefits of declining and jptieg help. The more perceived
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benefits that older adults associated with dedljrfielative to accepting) the offered help
in both scenarios, the less total positive affaeytreported. On the other hand, total
negative affect was not related to the differenetsvben perceived benefits of declining
and of accepting the offer. This inconsistencthmfindings where total positive and
total negative affect are concerned was unexpedéér all, the two affect variables
were initially conceived to be diametrically oppugiand therefore anticipated to differ
only in the direction of their relationships to etlvariables. It should be noted that a
similar discrepancy between the results for totelifove and negative affect was
encountered in the first part of this hypothesks. (n the shopping scenario, higher
overall self-efficacy was associated with lessltoémative affect but was unrelated to
total positive affect).

Finally, the last part of the fourth hypothesis)(delated lower relation-inferred
self-efficacy (RISE) with less total positive affend more total negative affect. The
data did not provide support for these relationsimpeither of the study scenarios.

In sum, tests of the fourth hypothesis were gehyechbracterized by a lack of
support for the proposed relationships. Total tiegaffect only varied with overall
self-efficacy and this correlation was confinedite shopping scenario. Total positive
affect was only associated with the differencenmnumber of perceived benefits of
declining and of accepting help. The fact thaaltpositive affect and total negative
affect were related to different factors is a gomtication that the two variables were not
simply equal to and opposite of one another, agrally anticipated. This subsequently
raised questions about how total positive and tweghtive affect differed from each

other for the study participants.
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Hypotheses Five and Six

The final two hypotheses dealt with relationshipsiving overall self-efficacy
and RISE. The fifth hypothesis related these e submitting that higher self-
efficacy implied higher RISE. This relationshipss@nfirmed in both the rising from
the sofa and the shopping scenarios. The sixttystypothesis made two related
assertions) that those making physical, attribtifom why help may be offered would
report lower overall self-efficacy and would proeitbwer RISE ratings. Older adults
who made physical attributions provided lower RI&&ngs in both scenarios and
reported lower shopping self-efficacy.

The first part of the final hypothesis (6a) pro\dde indication that there may be
differences between the two study scenghaswere not at all addressed by any of the
original hypotheses. In this case, the differenaesults between scenarios may stem
from a discrepancy in the realism of the scenanasembers of the study sample. That
is, whereas these independent older adults mayriexge offers of help with shopping in
their lives, a scenario in which they are provithetp with rising may be somewhat
unrealistic. Consequently, in contrast to the givogp scenario, their attributions for why
this atypical offer of help may be made would lkbe incongruent with their overall
self-efficacy. Such explanations for results agsirom tests of the main hypotheses
were explored in the secondary analyses of they/stath.

Most of the primary results did not support thé-sfficacy premises in Social
Cognitive Theory, as reflected by the minimal nelaship between self-efficacy and
participant behavioural intentions. Indeed, séfitacy has been consistently

demonstrated to be a good predictor of individehldviour in other research (cf.
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Bandura, 1997). Consequently, further examinatidhis surprising finding was
necessary to offer insight into possible explamatimfluencing the behaviour of
independent older adults responding to offers gblioited help.
Secondary Analyses

The preceding overview provides examples of howntlaén results made it
necessary to seek possible explanations for therpatof support and non-support
uncovered by the original hypotheses. The attemphswer some of the questions that
arose from tests of the study hypotheses tookaime 6f a set of secondary analyses.
These secondary analyses consisted of re-exammsaifcsome variables and the study
of additional variables that had been collectednmitsubjected to analysis during the
first stage. Further examination of study datdficored a number of phenomena that
could provide some insight into the main findinigeluding: significant differences
between the two scenarios, as perceived by studigipants; the high-functioning
nature of the study sample, in spite of its advdraaserage age; low levels of reported
negative affect; and the prominence of social @ersitions in these scenarios.
Non-Support of Hypothesis One and the High-FunatgpiNature of the Study Sample

In Social Cognitive Theory, self-efficacy is a kegnstruct that has consistently
been demonstrated to predict intentions and sulesgdpehaviour across a wide range of
domains (Bandura, 1997). It was therefore sumgihat the first hypothesis did not
draw any support in either study scenario. Conesetly, secondary analysis was deemed
essential to offer a viable explanation for thisoweseen outcome. Since correlation
analysis had been employed to test the first hygsighthe first step in the secondary

analyses was to consider the distributions of dvee#f-efficacy and intentions.
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Whereas intentions to accept and to decline hdibéed relatively normal
distributions, overall self-efficacy in both sceiwarwas highly skewed, such that ceiling
effects were immediately apparent. The high legékelf-efficacy were likely a direct
consequence of the study selection criteria, asatfget population consisted of older
adults who would not technically require assistameeause they lived independently and
suffered from no severe health problems. Cleérlyas not expected that the study
sample would have such a truncated range of ovegliefficacy. Selection for
independent older adults meant that high overdtedtcacy was likely a reflection of
high levels of physical functioning. Secondarylgsas confirmed this suspicion: most
study participants indicated that they left thentes on a daily basis, reported very high
self-rated overall mobility, frequently walked atakt ten minutes on a regular basis, and
had relatively low TUG times.

Non-Support of Hypothesis Four (Part A) and its$tole Explanations

The next proposition that did not stand up undeutsy was the first portion of
the fourth hypothesis (4a). For the most partraleelf-efficacy provided no insight
into older adults’ affective responses. This resals also a likely consequence of the
restricted range of self-efficacy ratings repotbgdoarticipants. Relative to total positive
affect and total negative affect, overall self-edfty may not have been sufficiently
variable.

However, the partial finding associated with thypdithesis may indicate the
influence of an additional factor. The particwddw levels of negative affect in the
shopping scenario might help to explain the findafidgpwer total negative affect as a

correlate of higher shopping self-efficacy, whensidered in combination with the large
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self-efficacy skew. This would imply that the splasitive result is a statistical anomaly
arising from comparable variances of the two messuBuch an implication does not
seem unreasonable when one examines a plot of slgopglf-efficacy versus total
negative affect, which appears to indicate litberelation, despite the moderate strength

of association, r = 0.417, p = 0.002 (see Figuboel8w).

Figure 8. Total Negative Affect versus Overall Shopping
Self-Efficacy
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Note: Both variables have been transformed to correct for skew.

If the correlation is not a statistical artefdagher shopping self-efficacy is only
associated with less negative affect. In whiclectiee absence of a relationship with
total positive affect is particularly puzzling. Kewise, it would be difficult to explain
why rising self-efficacy is not associated withalategative affect. Whether or not a low
level of negative affect played a role in the agtomes of hypothesis 4a is certainly
debatable, but there is a stronger argument faalige in explaining the results of the

next tested segment of this hypothesis.
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Partial Support of Hypothesis Four (Part C) and ttevel of Total Negative Affect

The partial support of the third part of hypotlsasuimber four (4c) is much less
perplexing. A possible reason why more perceivatelits of declining relative to those
of accepting help was associated only with lesd fmsitive affect would be a low level
of total negative affect in response to unsolichetp. Indeed, total negative affect was
characterized by very low means and considerablemkew than total positive affect.
This was especially true in the shopping scendbespite the fact that unsolicited help
may imply low evaluations of older adults’ abilgigoarticipants generally did not
anticipate feeling negatively about the offers.

Secondary analysis confirmed that, even in casesendtudy variables were
related to total positive affect, they were typigainrelated to total negative affect.
Examples included total physical activity, DPC afiicacy discrepancy, which wegd!
inversely proportional to total positive affecttire rising scenario. Individuals who
reported higher activity levels, stronger desimeglysical competence (total, basic and
advanced) and greater discrepancy between satbeffiand RISE had significantly
lower ratings of positive affect in response tphelth rising. Total negative affect was
only related to intentions where rising from a sefs concerned. On the other hand,
more positive affect was associated with greatention to accept (and less intention to
decline) help in both scenarios. Overall, it seefear that levels of total negative affect,
particularly where help with shopping is concerngdre too uniformly low to yield
significant correlations.

It is possible that older adults would not tendespond negatively to help that

could be interpreted as a low evaluation of thbilitees (i.e. RISE) because they
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generally had very high levels of self-efficacy the physical tasks that were presented.
After all, the initial portion of the fourth hypagkis (4a) showed that higher shopping
self-efficacy was associated with significantly Entotal negative affect. However, the
most viable explanation for low levels of negatfect is provided by hypothesis 4c
itself: although unsolicited and unneeded help magn low RISE, it is associated with
a set of benefits (particulargocialones) that older adults do appreciate. It is gesh
not terribly surprising that perceivé@nefitswould be related to how mugositive
affect is felt, but this begs the question: if fexceived benefits had instead been framed
as perceivedetrimentswould the concept have exhibited a relationshith votal
negativeaffect?
Non-Support of Hypothesis Four (Part D) and théuefhce of Social Considerations

The unsolicited offers may be seen to imply lo@R] but this was not true for
all study participants. And yet, even where hefis wonsidered to reflect low
perceptions of older adults’ abilities, the finalrpof the fourth hypothesis (4d) indicated
that participants’ affective responses were impriwito these assessments. In light of
the anticipated benefits associated with the affdrelp (hypothesis 4c), independent
older adults apparently cared little about theitdren’s opinions about their physical
capabilities. Along with the results of the thaxd first hypotheses (i.e. that the balance
of perceived benefits, rather than self-efficacgswelated to intentions), these findings
necessitated a more in-depth examination of thereatf the perceived benefits (PBs)
that were selected by the participants.

Since self-efficacy was not useful for determinindependent older adults’

intentions, socially relevant perceived benefit# #ire unrelated to physical function
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were of particular interest in subsequent analy3é® importance of social benefits to
older adults would also explain their significartiigher intentions to accompany a
daughter shopping rather than to allow her to perfihe task for them. In fact,
participants selected a significantly higher petage of social versus personal PBs
overall. This superior selection rate of sociasRrsisted when PBs of accepting help
with both physical tasks, and of accompanying agtiger shopping were examined
separately. With PBs of declining help, a greptacentage of perceived personal
benefits (vs. social benefits) were selected btigpants only in the rising scenario.

Such an initial inspection of the types of percdibenefits deemed relevant by
participants suggested that social benefits arentbre important consideration where
accepting help and accompanying others on shompiagrsions are concerned. On the
other hand, when contemplating whether or not tdime help with rising, personal
benefits seemed to be of greater concern to tbispgof independent older adults.
Taking this analysis one step further and groupiagicipants by the number of PBs they
had selected in each category (as defined by: vehétmvolved accepting/declining help
or accompanying a daughter and whether the focasowagersonal or social benefits),
then comparing them on the basis of their intestianssomewhat different perspective
was uncovered.

Older adults who perceived greater numbers of sbeiaefits of declining help
with rising were much less likely to accept helpl amuch more likely to decline help
with the task. Thus, in spite of the greater greelection opersonalPBs associated
with declining rising help, it was only the numlodisocial PBs of declining rising help

that was related to participant intentions. Tholsler adults who perceived greater
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numbers of social benefits of accepting help withpping were far more likely to wish
to accompany their daughter, even though they wetrany more likely to want to
accept help with shopping. In retrospect, thisasterribly surprising given that the
provided social PBs of accepting shopping help {itallows my daughter to feel good
about being able to help me” and “It gives me aaotpportunity to see my daughter”)
are likely even more meaningful when shopping isdeted together rather than being
performed by a daughter alone.

Although the results of the secondary analysishatalefinitive, they do provide a
basis for suggesting that social benefits do pleglein both the refusal and the
acceptance of help. Perhaps itis also the casewhere the help involved is of a
transitory nature, such as that encountered imi¢ireg situation, the social concerns or
benefits of declining help can outweigh those @iegding help and the former are
therefore more likely to influence behavioural imttens. Whether or not this is shown to
be true, one thing seems clear: when there aréisant social benefits involved in
accepting help, such as those found in the shogingtion, they can prove to be very
salient when older adults do not absolutely reqihiesoffered help. These suggestions
underscore the importance of the context in whielp s offered and the remaining
secondary analyses were designed to explore hotwthetudy scenarios may have
differed.

Partial Support of Hypothesis Six (Part A) and Bi#fering Natures of the Stimulus
Scenarios
At the outset of the project, two physical tasksevselected for use as stimuli in

this scenario-based study. These tasks weredsetil®ecause they were deemed to be
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representative of two broad classes of physic#isgkiat are commonly made reference
to in research with aging populations. The ridexgk is a typical activity of daily living
(ADL), which is a necessary component of basic @y functioning. The shopping
task is commonly encountered, not as strictly essleas the ability to rise from a seated
position, but nevertheless related to independengl. It therefore represents what are
known as instrumental activities of daily livingADLS).

Although it was clear that IADL tasks are slighttypre demanding than ADLSs,
the inclusion of both types of activities was irded to ensure thorough coverage of
relevant activities and was regarded as a meagmssire the consistency of older adults’
responses given the single-measurement desigme atidy. The hypotheses that were
originally laid out reflected this perspective: fr@positions made did not distinguish
between the physical tasks. Initially, the potalrfor any differences between scenarios
was not fully recognized. The results of testimg $ixth hypothesis (6A) provided a
reason to question this early assumption: the foamaf physical (versus social)
attributions was associated with lower overall-gdficacy only in the shopping scenario.
One possible explanation for this difference betwi® scenarios involves participants’
actual experience of similar situations. If a giweenario is more realistic, past
experience of such help is more likely to be relateothers’ beliefs about older adults’
abilities and consequently, to self-efficacy al3dwus, based on the results of hypothesis
6a and the fact that the study participants wagklhindependent, one would expect that
they were much more likely to have had experienitie effered help in the shopping
domain. Despite the relatively low levels of ungtdd help experience overall, this was

indeed found in subsequent analyses.
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Both parametric and non-parametric testing confarheat participants reported
more actual experience of help in the shoppingaten In addition to having more
actual experience with the shopping scenario, adeits apparently also had a
preference for the type of assistance that waepted. Total positive affect was higher
and total negative affect was lower in respondeetp with shopping, but not with rising
from a sofa. This too may have arisen partly fieogreater need for help where shopping
is concerned. If help is offered in the contexgdater physical (or social) relevance, it
is to be expected that higher positive affect awel negative affect should result.
However, since these relationships were based walation rather than causation, there
exists an additional explanation. Another socigtome that could also be possible is
that, if shopping help pleases older adults mane (@hers perceive this to be the case), it
may subsequently be offered more frequently. Thwguld be more commonly
encountered by the participants, regardless ofsigSulness.

In addition to differences between scenarios @h stiariables as affect and actual
experience, the scenarios also diverged with ré$pebe presence of relationships
between measures of physical function and behasicntentions. Increasing TUG time
corresponded with increasing intentions to accefyg tvith shopping and decreasing
intentions to accompany a daughter shopping. Gterdiwith these findings, decreasing
desire for physical competence was associatedimgteasing intentions to accept and
decreasing intentions to decline help with shoppihbe directions of all these
relationships were foreseeable and likely represerdational behavioural responses

given the older adults’ TUG times and DPC levels.
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Conversely, intentions to accept help with risirgyevunrelated to the abilities
and desires of the participants. Thus, even aleigt of physical ability (i.e. low TUG
time) and a high level of desire for physical cotepee may not preclude the acceptance
of rising help. It is therefore fortunate thatisunelp is, according to the participants,
uncommonly encountered by them. Perhaps the absdniese relationships in the
rising scenario has another explanation. Provitiielg with rising may not be as
considerable a favour as shopping assistance legigl Would not make older adults feel
especially grateful or indebted to the assisting@e. A social interaction norm may be
that it is easier to simply accept the offer ofdheven when it is completely unnecessary
and thus not risk offending the well-intentionedgaeam offering the help.

One way to ascertain whether this explanation baaysveight is to examine the
perceived benefits of declining help that were &el& by older adults. In both scenarios,
there were PB items that reflected participantsisideration of the son or daughter’s
perspective. Specifically, these items were:s'lkeiss troublesome for both of us if |
rise/shop on my own” and “l would not have to ingenience my son/daughter”.
Comparison of the average rates of selection stlperceived benefits between the two
scenarios would provide some insight into partictgdifferences in their views of the
rising and shopping help. Whereas nearly equal rusnbf participants in the two
scenarios selected the perceived benefit of eabkiag “less troublesome” to decline
the help (t(51) = 0.423, N.S.), significantly mgaticipants felt that not having to
inconvenience their son or daughter was a bemefite shopping scenario (t(51) = -
2.470,p =0.017). There seemed to be a percegtairhelp involved in shopping is

significantly more inconvenient (i.e., participdnt®w that shopping is more
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inconvenient to the helper) than that involved eétping with rising. Therefore, it seems
reasonable to suggest that the relationships batplegsical function and intentions
differ between scenarios in part because theressential differences in the way the help
in each scenario is regarded.
Summary of Results of Study Hypotheses and SegoAdalyses

Taken together, the primary and secondary anahgsesled the study sample to
consist of self-efficacious individuals with a higterall preference for independence.
Thus, while this sample of older adults did notieg assistance, the salience of
perceived social benefits relative to both thelrdeoural intentions and their positive
affect following offers of unsolicited help may effan explanation for responses.
Despite the RISE implications of such offers (imy son or daughter thinks I'm not
capable and need help”), these perceived beneiiteaps partially explain the low levels
of negative affect among participants. Along wvdtfierent rates of actual experience,
perceived benefits could possibly also have infbeehthe observed discrepancies
between the two study scenarios. Thus, for a gadingh-functioning older adults,
perceived social benefits are potentially highljuential in determining a number of
outcomes in such social situations. This findmgansistent with the SCT suggestion
that, in some cases, outcome expectancies may teeinfloential in determining
behaviour than even self-efficacy (Bandura, 1997).

Suggestions for Future Research

The secondary analyses addressed some of the thati&sd been unforeseen at

the conception of this study. Nevertheless, thenmgained a number of areas where

guestions persisted; an indication that this reteean be improved upon. Sampling,
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measurement and design were domains that wouldib®om modification for future
studies.
Sampling Suggestions

An argument can be made that the sampling forstiudy resulted in the most
challenges. Highly independent older adults hahiselected for participation in this
research in order to allow the assumption thattimdividuals did not require help, in
the strictest, physical sense. However, it wasdotnat the high overall self-efficacy of
the group did not provide sufficient variabilityrfthe purposes of examining correlations
with other variables such as behavioural intentiddampling from a wider range of the
older adult population could provide larger varigpin physical function.

An additional way to achieve greater variabilityr@sponses may be through the
use of a wider range of IADL activities. More sffieally, it would be advantageous to
include more difficult physical tasks as stimufiaihigh-functioning sample is to be
employed. Ideally, the types of tasks would rafnigm those with which older adults do
not or may not need help with, to those that thefinitely would need help with. For
example, in addition to a less challenging IADL sas sweeping the floors, research can
make use of more physically demanding tasks sush@s shovelling. Whereas one
might expect the majority of high-functioning oldetults to have no difficulty with
sweeping the floor, snow shovelling would likelyttee discriminate between these
individuals.

With respect to the sample, it is important to d&sar in mind the cultural
limitations that may have impacted this study. &mmple, findings should be

considered in the context of culture. As the stpdsticipants were predominantly of
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European descent, there is the possibility thatlt®snay have differed if an Asian
population (in which interdependence may be favoneer independence) had been
sampled

Measurement Suggestions

Measurement is another area that can be expandedfapfurther research in
this topic. Specific measures could be designedreater sensitivity in detecting
differences between study participants. For exanthk independence preference item
was clearly insufficient for the task of differeating between older adults’ actual
preferences for independence with respect to palyssks. Based upon verbal feedback
from participants, it appeared that the item wappropriate because of a lack of
specificity. A number of participants indicate@thalthough they technically preferred
not to receive help with any physical tasks, thedythat this statement was extreme and
opted for the less-than-ideal statement that tliefepred to receive help only with the
most difficult tasks. Therefore, in hindsight, Ipaps a fourth option should have been
offered so that participants would not feel thatyttheir selection was a compromise.
For instance, another moderate option such asIfydéavould prefer not to receive help
with mostphysical tasks” could also have been included.

A better approach that might be used to remedyptittiblem is to model this
measure after DPC. That is, rather than to makegeneral statements about
independence preferences, it may be preferableuchcstatements within an explicit,
task-specific framework. DPC uses concrete phi/tasks to ascertain older adults’
desires with respect to physical competence, aad&an shown to be correlated with

better physical health (Rejeski et al., 2006). iB@ag a preference measure that is based
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on the DPC would be a more precise means of gaymgefgrences and would have the
added advantage of being more direct and hencerdasparticipants to conceptualize.
Design Suggestions

In the present study, there was no attempt toenfte the way in which the
stimulus scenarios were perceived by older adiR&ther, how perceptions of
unsolicited help may differ according to participaharacteristics was of primary
interest and the study design reflects this. Assalt, there was considerable variability
in the interpretation of help by older adults, eglent from the range of attributions that
they offered. Itis quite possible that such petioas of help may differ on the basis of
how that help is offered. For instance, althoulgleoadults generally looked favourably
on the unsolicited help described, they may nadpleased if help was effectively
forced upon them. It would therefore be interestmsee whether affect and behavioural
intentions differ depending on the form that unstdd help takes (i.e. forced versus
socially acceptable assistance). Such an exteos$ibre current study could be readily
conducted using a similar scenario-based paradigrthis case, the stimulus
information could be manipulated to guarantee liedp was regarded by participants as
being foisted on them. Beyond examining the effassociated with how help is
offered, subgroups such as the frail and the vielsy @ould also be compared on the basis
of their perceptions of imposed help.

Another interesting extension of the current redeanight be to examine the
other side of the social equation: the adult ckitdwho offer unsolicited help. For
instance, do help providers convey non-verbal abesit their assessment of the older

adult’s abilities and if so, what specific cues commicate such information? Such
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examination may be accomplished by means of obseme studies of actual help
provision to older adults. This suggestion prosgidgportunity to see if any information
that could influence beliefs is actually being smanitted to the older adult recipient.

Cohort-based designdn addition to the above suggestions, futureaesh could
benefit from larger sample sizes. Apart from pdawy more statistical power, this would
permit analyses based on age group. Perhapsrfiemgear windows of aging can be
used to compare older adults. In combination wampling from younger individuals
(i.e. those who are 60 to 65 years of age) alsdh study may be able to ascertain
whether a particular age group is at an elevastdof declining physical abilities. We
can then ask if there is a time in the averageviddal’s life when they begin to
conceptualize themselves as being “old” in termglofsical abilities and act according
to such schema. The importance of determining whismprocess may begin is
underscored by research that has linked exposuredative aging stereotypes with
decreased self-efficacy (Ory et al., 2003).

Field studies Based on the lessons derived from this stuayldbical next step
would be to conduct a larger scale study implemegritie above suggestions in the
interest of greater internal validity. After thias been done, there is the potential for
additional research involving a field experimenygle of design that would offer the
opportunity for researchers to consider the agesdonses of older adults. For example,
the first step of such a design might be to useralrer of the activities that form the
DPC and pilot test various tasks to determineytped with which older adults more
commonly receive help. Then, confederates carubento place to offer other

participants actual, unsolicited help with thesk$a This is just one example of research
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in this area that has yet to be undertaken andotibatises greater insight into the age-
related decline of physical function.
The Potential Role of SCT in Future Research

Social Cognitive Theory was used to develop theegd framework of the
current study. For example, the focus of the studthe interaction between older adults
and members of their families is based upon thabkoognitive concept of reciprocal
determinism, which suggests that an individual’'ggptal characteristics (among other
things like their personal beliefs) can be affedigather people in that individual’s life.
The importance of perceived benefits that was dramirby the secondary analyses was
also in line with this theoretical foundation aedtl support to Bandura’s notions about
the prominence of incentives in determining ourasébural intentions and actions
(Bandura, 1986). Thus, it seems likely that futegearch would continue to benefit
from the use of Social Cognitive Theory in the dasif additional studies in this vein.

Justification for Further Research in Ageing

It is this author’s hope that the present studgseds in stimulating further
research in this under-investigated yet pressiag.aAs average lifespan continues to
lengthen, the proportion of older adults in ouristycgrows and concerns about quality
of life gain prominence, research that relateséonhaintenance of physical
independence in later life has never been timekenrthermore, the perception that
health care costs will escalate in parallel witis #iging trend makes this topic of interest
to governments as well as to older adults and famiilies. A research program that
focuses on the potential impact of ageist steresstym successful aging is also in accord

with the recent emphasis on preventive approachesgroving population health.
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Despite the fact that the present exploratory stathes more questions than it
answers, this research does provide some causerfoern. That is, although
participants report being on average equally likelgccept or decline help, considering
that the sample was patrticularly high-functionitiggse older adults believed that, half of
the time, they would accept help that they do metoh This finding is consistent with the
proposed mechanism of functional decline that mesla reduction in opportunities to

perform physical tasks and on its own is sufficienmerit further research attention.
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APPENDIX A

List of Abbreviations Used
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ADL = activity of daily living

DPC = desire for physical competence

ED = efficacy discrepancy

GLTEQ = Godin Leisure-Time Exercise Questionnaire
IADL = instrumental activity of daily living

MMSE = (Folstein) Mini-Mental State Examination
NS = non-significant

PB = perceived benefits

RISE = relation-inferred self-efficacy

SCT = Social Cognitive Theory

SE = self-efficacy

TMMSE = telephone Mini-Mental State Examination

TUG = Timed “Up and Go” Test
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APPENDIX B

Telephone Screener
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Participant ID Number:
Phone Number:

Status after screening:
Suitable for study Exclude from study

Participant: Hello, my name is [name of potent@attigipant]. | am interested in learning
more about the questionnaire-based study you a@ucting with older adults.

Interviewer: Hello, my name is Adrienne Tse from tbepartment of Kinesiology at the
University of Waterloo and | am the student invgatior of the study. This particular
study is part of my work for my Master’s degreeani interested in finding out if older
adults’ personal preferences and their confidendkeir physical abilities are related to
how they react to a number of scenarios. In ot@eo this, participants will be asked to
fill out a questionnaire that | will administer prerson. The questionnaire of
approximately 30 to 40 minutes will take place atw@ually agreed upon location. In
addition, participants will be asked to performemybrief physical task involving rising
from a chair, walking a short distance and sittlogvn again.

Any information you provide during the course afthtudy will be considered
confidential. Consequently, the data that is codleé will be kept in a secure location — a
locked filing cabinet in one of my supervisorsr(Dames Frank’s) lab — and will be
disposed of (i.e. shredded) after a year’s timbis Pproject has been reviewed by, and
received ethics clearance from, the Office of Redekthics at the University of
Waterloo. Should you have any comments or conaesdting from your participation
in this study, please contact Dr. Susan SykesarQtfice of Research Ethics at (519)
888-4567, ext. 6005. In return for your participat and after all of the data has been
analyzed, (and if you so desire), you will receaveummary of the research results.

Finally, since the study will be focusing on ol@elults who have particular
characteristics, to determine your eligibility fbe study, | will have to ask you a few
background questions. The questions will address secent medical history, current
activity level and demographics. The interview et about 10 minutes. Would you
be willing to answer this set of questions andhis & convenient time to speak with you?
[If Participant: No. — no longer interested in papating]

Interviewer: Thank you for your time and your irgstrin my study.

[If Participant: No. — not a convenient time]

Interviewer: Is there a better time to call? ...

[If Participant: Yes.]
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Interviewer: To start, | would like to let you kwdhat these questions are only an initial
screening. Based on your answers we will be abdietide if you are eligible to
participate in the study. Of course, you may wishdecline answering any of the
following questions. Before | move on, do you hawy questions for me?

Thefirst set of questions pertainsto your medical history. There are 10 questions.
Areyou ready?

1. Have you ever had a heart attack?

No Yes (When: )
2. Do you experience angina frequently?

No Yes (How often: )

3. Do you use supplemental oxygen for any respirgtooplems?

No Yes (How often: )

4. Do you have arthritis that significantly inhibitewyr daily mobility? It might not
be severe but still might limit your mobility.

No Yes (Specify: )

5. Has a health professional (i.e. a doctor) respdméip your care told you that you
have any cardiovascular problems?

No Yes (When: )

6. Do you have any health or physical symptoms thabihyou from getting
around or any other health problems not mentioned?

No Yes (Specify: )

7. Do you use a walker, or other mobility assistiveide?

No Yes (How often: )

8. Do you have any vision problems that make gettiogirad a problem?

No Yes (Specify: )

9. Have you experienced any severe hearing loss?

No Yes
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10.Are you on any medications that make you feelritlizzy?
No Yes

The next set of questions pertainsto your current activity level.

11.Do you walk on a regular basis for 10 minutes oraramntinuously in either the
community or in your own residence?

No Yes (How often: )

12.Do you do your own shopping by going to the groctore?

No Yes (If not, reason: )

13.0n a scale of 1 to 10, can you rate your overabititg? 1 being dependent on a
wheelchair and 10 having no mobility problems wbeater.

1 2 3 4 5 6 7 8 9 10

14.0n average, how often do you leave your home oaekly basis?

a. Once a week
b. Twice a week
c. Three or more times a week

d. Daily
Thelast set of questions pertainsto your demographics.

15.How old are you?

16.Do you live in a senior’s residence or nursing h@me

No Yes (Which: )
17.Do you live on your own?
Yes No __ (with a spouse/partner __ wsbrddaughter
Other: )
18.a. Do you drive? No Yes
b. Do you own a vehicle? No Yes
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Telephone Folstein MMSE

Orientation Score
1. Year/season/month/day/date? /5
2. Country/province/city/location (building)? 14

Reqistration
1. Naming 3 objects (repeating 3 objects namecdhteyviewer) /3

Attention and Calculation

1. Serial 7’s (spelling “world” backwards) /5
Recall
1. Objects mentioned above (3 objects previoustyeth /3

Language Tests

1. Naming (“Tell me, as you talk to me, what is thimg that you are speaking into
called?”) /1

2. Repeating (the phrase: “No ifs, ands, or buts.”) /1

3. Following three stage command (“Say ‘hello’, tap
mouthpiece 3 times, then say ‘I'm back’.”) /3

Provision of a phone number where participant carally
be reached /1

[If excluded:]

Interviewer: Unfortunately, based on the intervigen are not eligible for this particular
study. However, you may be eligible for a studattinvolves the effects of aging and
the control and accuracy of movements to remembeargets, being conducted by
another student (A.S.) in the Department of Kinlegjg. Would you be interested in
learning more about this study?

[If yes:]

Interviewer: You can reach A.S. by phone at (588-8567 ext. xxxx or by email at
@ahsmail.uwaterloo.ca. She will be absngwer any of your questions
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regarding that study. Thank you very much for yiome and your interest in my
research.

[If no]

Interviewer: Thank you very much for your time amaiir interest in my research.

[If included:]

Interviewer: Based on this interview, you are d&ligito participate in this study. If you

still wish to do so, we just have to decide omzetand place to meet in order to go
through the questionnaire together...[set up megitng and place]
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APPENDIX C

Study Questionnaire
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This version of the questionnaire was administéodfdmale participants. It
differed from the one used for male participantly amthe use of same-gender models in
the provided stimulus scenarios.

Questionnaire

Current level of physical activity:

Please read the following definitions carefully.

1) Mild physical activity is considered to be physical movement that is gasy
sustain over a prolonged period of time (e.g.,tlgalking).

2) Moderate physical activity is considered to be somewhat harder activity that
may have you breathing faster, and could only Is¢asued for a shorter period
of time (e.g., brisk walking).

3) Strenuousphysical activity is considered to be activity that is hard, has you
breathing heavily and sweating, and could onlyustasned for very short
periods of time (e.g., running).

Now use these definitions to answer the next three questions that assess the
frequency of your mild, moderate, and strenuousidgay activity. _Please recall
your physical activity frequencies durindypical week over thepast month.

During yourtypical week in the past month

How often did you engage in boutsMfLD physical activity for at least 30 minutes in
duration?” (times/week)

How often did you engage in boutsMODERATEphysical activity for at least 30
minutes in duration? (times/week)

How often did you engage in bouts®TRENUOU®hysical activity for at least 30
minutes in duration?” (times/week)

If you experienced partly limited functiomith respect tanost physical tasksvhich of
the following statements do you believe would appbst to you?
1) Ideally, | would prefer to receive help with mosiygical tasks.
2) Ideally, | would prefer to receive help with onlgry difficult physical tasks.
3) Ideally, | would prefer not to receive help withygohysical tasks.

Scenario-Based Questions
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Through your interaction with family members, yoayrencounter those who
volunteer to help you with various day-to-day tasRéease think about each of the
following situations independently. Then pleassvear the following questions as

accurately as you can for each situation.

l. Home Scenario

A son and his family are spending the day at hithertss home. Such visits are
not unusual even though the son’s family is gehegalite busy. Whenever they

visit, the mother and her son enjoy talking to anether, preparing food together and

sometimes watching a rented movie together.
During the day, the mother notices that every tihat she is about to get up from
the sofa, the son moves to help her up.

Put yourself in the place of this mother and andtverfollowing questions:

1) Affect — whenever your son moves to help you off the,safa feel (circle ONE

number for each scale):
a.

b.

e.

]

Happy

9 8
feel very much
Inadequate

9 8
feel very much
Pleased

9 8
feel very much

. Depressed

9 8
feel very much
Competent

9 8
feel very much
Guilty

9 8

feel very much
Proud

9 8
feel very much

. Upset

9 8
feel very much
Disappointed

9 8
feel very much
Dependent

9 8
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2 1
don't feel at all

2 1
don't feel at all

2 1
don't feel at all

2 1
don't feel at all

2 1
don't feel at all

2 1
don't feel at all

2 1
don'’t feel at all

2 1
don'’t feel at all

2 1
don't feel at all
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feel very much don’t feel at all

k. Offended
9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

Are there any other words/emotions you would adihéoabove to
describe how you feel? Place these in the follgwgipaces and rate the
extent to which you feel each one.

9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

2) Behavioural I ntentions
Putting yourself in place of the mother, pleasedatg how likely you would
be to (circle ONE number for each statement):
a) allow your son to assist you in getting off otly sofa in most cases
1 2 3 4 5 6 7 8 9
definitely will may ahetiely
not allow allow lihallow

b) decline your son’s offer in most casasl get up on your own.
1 2 3 4 5 6 7 8 9
definitely will may ahetiely
not decline decline will decline

3) Actual Experience
From your actual experience, how often do you belidat such a situation
(i.e. others offering to help you stand from a sdagosition) arises?
O O O O O
Never Rarely Sometim Fairly Often Very Often

4) Self-Efficacy
On a scale of 0% to 100%, please rate your condiel@myour own ability to
do the following:
a) How confident are you that you can readily geoff the sofa usingnly
the power in your legs? (0% = no confidence, 160%&ry high confidence)
O O O O O O O O O O O

0% 10% 20% 30% 40% 50% 60%0% 80% 90% 100%
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O

0%

O

0%

O

0%

O

0%

b) How confident are you that you can readily gebff the sofa using the
power in your legs and the assistancerof your arms? (0% = no
confidence, 100% = very high confidence)

O O O O O O O O O O

10% 20% 30% 40% 50% 60%0% 80% 90% 100%
c) How confident are you that you can readily gebff the sofa using the
power in your legs and the assistancbath your arms? (0% = no
confidence, 100% = very high confidence)

O O O O O O O O O O

10% 20% 30% 40% 50% 60%0% 80% 90% 100%

d) How confident are you that you can readily gebff the sofa using both
your arms and legs? (0% = no confidence, 100%ry igh confidence)
O O O O O O O O O O

10% 20% 30% 40% 50% 60%0% 80% 90% 100%

e) How confident are you that yoequire assistancto get up off the sofa
despite using both your arms and legs? (0% = nbdxnce, 100% = very
high confidence)

O O O O O O O O O O

10% 20% 30% 40% 50% 60%0% 80% 90% 100%

5) RISE

O

0%

Consider the fact that your son offered to lend gdwand getting off the sofa.
How much confidence do you think has in your ability performing tasks
like getting off a sofa or chair on your own? Rleaate what you believe
your son’s confidences regarding your ability to do this task by usangcale
from 0% (no confidence) to 100% (very high confiden

O O O O O O O O O O

10% 20% 30% 40% 50% 60%0% 80% 90% 100%

6) Attributions

What is the most important reason you think your sffered to help you get
off the sofa? Write that reason in the space below

Considering this reason, use each of the followita@es to describe the
characteristics of your primary reason. Pleasevansasing all the
characteristics even if this is difficult.

For those that either apply quite strongly or doapply quite strongly give
them high values or low values. For those for Wwhjou are undecided, you
may wish to rate these in the middle of the sc&®ate where your reason falls
on the following scales by circling the value thast applies in describing
your reason:
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a) reflects an aspect of yourself 987 &3 21 reflects an aspect of the situation

b) manageable by you 98 B@& 3 21 notmanageable by you
C) permanent 9786 5 4 3 21 temporary
d) over which you have control 9 87 6 5342 1 overwhich you have no control

e) over which others have control 9 8 7 6 842 1 over which others have no control

7) Perceived Benefits
a) Placing yourself in the mother’s position, whdvantages do you see in
taking up your son’s offer? Check all that apply:

____“lam less likely to fall or otherwise injureyself.” (l.e. it is safer)
“It is much easier for me to rise with assis&h (l.e. it takes less effort)
“It allows my son to feel good about being abléelp me.”
“It is another chance to directly interact witly son.”
“None of the above applies to me.”

Are there any additional advantages in taking uprgon’s offer that were
not listed above? If so, please include them below

What is the most important advantage you see ingakp your son’s offer?
Please indicate that advantage by circling it. Siaering this advantage,
please rate how important it is to your decisiotate up the offer.

1 2 3 4 5 6 7 8 9
not important extremely
at all important

b) Placing yourself in the mother’s position, whdtzantages do you see in
standing up on your own? Check all that apply:

____“It would allow me to make use of my muscled dalance.”
“It is less troublesome for both of us if lerisn my own.”

“I would not have to inconvenience my son.”

“It would show my son that | can do it myself.”

“None of the above applies to me.”

Are there any additional advantages in standingrupour own that were not
listed above? If so, please include them below:

What is the most important advantage you see idstg up on your own?
Please indicate that advantage by circling it. <laering this advantage,
please rate how important it is to your decisiosttind up on your own.
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1 2 3 4 5 6 7 8 9
not important extremely
at all important

. Grocery Shopping Scenario

Every Saturday, a retired woman walks, drivesakes the bus or a taxi to the
nearby supermarket to shop for groceries and stygplies. Regardless of how sh
gets to the supermarket, this regular errand desérad she walk around the large
supermarket. It also demands that she lift gooata Ktore shelves into the shopping
cart, as well as from the cart to the checkout t&uor to the trunk of the car or taxi
For other similar people, it may also demand thaytcarry their groceries on the
bus.

On some Saturdays, shortly before leaving forrtigine shopping excursion,
the woman’s adult daughter pays her unexpectetsviSince she has to go to the
same plaza anyway, she offers to pick up the gexen her mother’s list for her.

1%}

Put yourself in the place of this mother and andtverfollowing questions:

8) Affect — when your daughter offers to pick up your greesefor you, you feel
(circle ONE number for each scale):

a. Happy
9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

b. Inadequate
9 8 7 6 5 4 3 2 1

feel very much don’t feel at all
c. Pleased
9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

d. Depressed
9 8 7 6 5 4 3 2 1

feel very much don’t feel at all

e. Competent
9 8 7 6 5 4 3 2 1

feel very much don’t feel at all
f. Guilty
9 8 7 6 5 4 3 2 1
feel very much don’t feel at all
g. Proud
9 8 7 6 5 4 3 2 1
feel very much don’t feel at all
h. Upset
9 8 7 6 5 4 3 2 1
feel very much don’t feel at all
i. Disappointed

9 8 7 6 5 4 3 2 1
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feel very much don’t feel at all

j. Dependent
9 8 7 6 5 4 3 2 1

feel very much don’t feel at all
k. Offended
9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

Are there any other words/emotions you would adihéoabove to
describe how you feel? Place these in the follgwgipaces and rate the
extent to which you feel each one.

9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

9 8 7 6 5 4 3 2 1
feel very much don’t feel at all

9) Behavioural Intentions
Putting yourself in place of the mother, pleasedatg how likely you would
be to (circle ONE number for each statement):
a) allow your daughter to go shopping for you insincases.
1 2 3 4 5 6 7 8 9
definitely will may ahetiely
not allow allow lixallow

b) decline your daughter’s offer in most cagaad go shopping on your own.
1 2 3 4 5 6
definitely will may ahetiely
not decline decline will decline

C) go to the supermarket with your daughter in ncases.
1 2 3 4 5 6 7 8 9

definitely will may go detiaty
not go with her with her will go
with her

10) Actual Experience
From your actual experience, how often does sigituation (i.e. others
offering to go shopping for you) arise?
O O O O O
Never Rarely Sometim Fairly Often Very Often
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11) Self-Efficacy
On a scale of 0% to 100%, please rate your condiel@myour own ability to
do the following:

a) How confident are you that you can walk arouralarge supermarket at
your own pace without tiring yourself out? (0% & confidence, 100% =
very high confidence)

O O O O O O O O O O O

0% 10% 20% 30% 40% 50% 60%0% 80% 90% 100%

b) How confident are you that you can lift all j@ceries or goods you
require from the supermarket shelves into the simgppart? (0% = no
confidence, 100% = very high confidence)

O O O O O O O O O O O

0% 10% 20% 30% 40% 50% 60%0% 80% 90% 100%

¢) How confident are you that you can lift all tp@ceries or goods you
require from the shopping cart onto the checkouhtar? (0% = no
confidence, 100% = very high confidence)

O O O O O O O O O O O

0% 10% 20% 30% 40% 50% 60%0% 80% 90% 100%

d) How confident are you that you can lift all yquurchases from the
shopping cart to the trunk of your car/taxi? (0%oc=confidence, 100% =
very high confidence)

O O O O O O O O O O O

0% 10% 20% 30% 40% 50% 60%0% 80% 90% 100%

e) How confident are you that you can carry youchases on the bus? (0%
= no confidence, 100% = very high confidence)
O O O O O O O O O O O

0% 10% 20% 30% 40% 50% 60%0% 80% 90% 100%

12)RISE
Consider the fact that your daughter offered tal gou a hand with grocery
shopping. How much confidence do you think shas in your ability
performing tasks like grocery shopping on your owrlegase rate what you
believe_ your daughter’s confideniseregarding your ability to perform all the
tasks necessary in grocery shopping by using & $wah 0% (no confidence
to 100% (very high confidence):

O O O O O O O O O O O

0% 10% 20% 30% 40% 50% 60%0% 80% 90% 100%

13) Attributions
What is the most important reason you think yowrglder offered to pick up
your groceries? Write that reason in the spacavbel
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Considering this reason, use each of the followira@es to describe the
characteristics of your primary reason. Pleasevanssing all the
characteristics even if this is difficult.

For those that either apply quite strongly or doapply quite strongly give
them high values or low values. For those for Wwhjou are undecided, you
may wish to rate these in the middle of the sc&®ate where your reason falls
on the following scales by circling the value thast applies in describing
your reason:

a) reflects an aspect of yourself 987 &3 21 reflects an aspect of the situation

b) manageable by you 98 B@ 3 21 notmanageable by you
C) permanent 9786 54 3 21 temporary
d) over which you have control 9 87 6 5342 1 overwhich you have no control

e) over which others have control 9 8 7 6 842 1 over which others have no control

14) Per ceived Benefits
a) Placing yourself in the mother’s position, whdvantages do you see in
taking up your daughter’s offer? Check all thatlgp

____“lamless likely to fall, pull a muscle or etlwise injure myself.”

_____“Itis much more convenient to allow my daugltehelp me.”

____“It allows my daughter to feel good about beaide to help me.”

_____ "It gives me another opportunity to see my deeng”

____“It gives me the time to do other things thabluld prefer to do.”
“None of the above applies to me.”

Are there any additional advantages in taking ugpr ylaughter’s offer that
were not listed above? If so, please include thelow:

What is the most important advantage you see indgakp your daughter’s
offer? Please indicate this advantage by ciralin@onsidering this
advantage, please rate how important it is to yieaision to take up the offer.

1 2 3 4 5 6 7 8 9
not important extremely
at all important

b) Placing yourself in the mother’s position, whdtzantages do you see in
shopping on your own? Check all that apply:

“It would allow me to make use of my muscled balance.”
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____"“lItis less troublesome for both of us if | han my own.”

“I would not have to inconvenience my daughter.

“It would show my daughter that | can do it ely$

“It would allow me to use my planning and orngational skills.”
“It would allow me to getxactlywhat | want.”

“None of the above applies to me.”

Are there any additional advantages in shoppingaam own that were not
listed above? If so, please include them below:

What is the most important advantage you see ipghg on your own?
Please indicate this advantage by circling it. sidering this advantage,
please rate how important it is to your decisioslop on your own.

1 2 3 4 5 6 7 8 9
not important extremely
at all important

c) Placing yourself in the mother’s position, whdtzantages do you see in
going shopping with your daughter? Check all tyadly:

____“It would allow me to make use of my muscled aalance, while having
someone there in case | need support.”
“It gives me a chance to spend more time widaughter.”
“It would allow me to getxactlywhat | want.”
“None of the above applies to me.”

Are there any additional advantages in shopping waur daughter that were
not listed above? If so, please include them below

What is the most important advantage you see ipghg with your
daughter? Please indicate this advantage byrayrdli Considering this
advantage, please rate how important it is to yeaision to shop with your

daughter.
1 2 3 4 5 6 7 8 9
not important extremely
at all important
15) DPC Scale

Place an X in the box that best describes youeatidesire to be able to
perform each tasht is very important to remember that we are na¢iasted
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in whether you can do the task or not; rather, e iaterested in your level
of desire to possess the physical ability that warable you to do each task
1) Having the ability to get into and out of a car

O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
2) Having the ability to walk up and down a flightsthirs that has no
handrails
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
3) Having the ability to lift light objects (weighirigss than 5 pounds) over
your head
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
4) Having the ability to do heavy work in the houseyard
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
5) Having the ability to stand up from a low, soft cbwor chair
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
6) Having the ability to jog a short distance (20 @oféet)
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
7) Having the ability to step on and off a curb a®i€ross a street
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire

8) Having the ability to carry an object or bag th&igihs 10 pounds while
climbing one flight of stairs

O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
9) Having the ability to bend over from a standingipos
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire

10)Having the ability to walk at a quick pace for demi

O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
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11)Having the ability to reach behind your back, a®iécratch the middle of

your back
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
12)Having the ability to walk 3 miles on hilly, uneveaths
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
13)Having the ability to do light work in the houseyard
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire

14)Having the ability to carry a 10-pound object oghéhile climbing two

flights of stairs in a row

O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
15)Having the ability to walk up and down a flightsihirs that has a handrail
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
16)Having the ability to jog half a mile nonstop
O O O O O
no desire low desire moderate desirengtdesire very strong
whatsoever desire
General I nformation
Age: years Sex:M/F
Ethnicity: Highest level of educatompleted:
Number of children: sons and daughters
Medical conditiongplease check ALL that apply):
o a. Cerebrovascular accident o j. Arthritis

(stroke)

o b. Congestive heart failure

o c. Coronary artery disease

o d. Hypertension

o e. Irregularly irregular pulse

o f. Peripheral vascular disease
o g. Hemiplegia/hemiparesis

o h. Multiple sclerosis

o i. Parkinsonism
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o k. Hip fracture

o |. Other fractures

o m. Osteoporosis

o n. Cataract

o 0. Glaucoma

o p. Pneumonia

o g. Diabetes

o r. Emphysema/COPD/asthma
o s. None of the above
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Pilot Work

Although the questionnaire derived a number oéligsnents from existing,
widely recognized measures (e.g. GLTEQ, CDSII, DPAG), the instrument was
designed specifically for the current study witlevance for older adults. As such, it
was necessary to pilot-test the questionnaire psi@employing it for data collection
purposes. The principal aim of the pilot work i@&nsure that older adults would not
struggle to respond to specific items. This ineiderifying that questions were clear
and specific, scales permitted individuals to pdesufficiently precise responses, and
items did not upset or offend the participants.tfiis end, seven independent,
community-dwelling older adults (five females amtmales, aged 70 to 86 years) were
recruited.

Overall, the pilot-testers pronounced the quesaoero be adequate for its
intended task and consequently, much of it remaimedtered. Nevertheless, it was
necessary to make several modifications to thetéfied causal dimensions portions of
the instrument. During pilot-testing, a numbeths older adults reacted negatively
when prompted to rate how “ashamed” they mightifeéhe provided stimulus
scenarios. It appeared that this descriptor wagtootionally charged, in addition to
being inappropriate in the given contexts. “Inadeg” was deemed to be more fitting
and replaced “ashamed” as an item on the affestta¢ée. Older adults were also
prompted to suggest additional adjectives that trhglp to more completely describe
their affective experiences. Several pilot-testeltsthat “dependent” and “offended”

were not represented by the other affects and dradsib be included. Response scales
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for these affect terms were therefore incorporatdtie final version of the
guestionnaire.

Many of the items that were used to characterimsaaattributions (i.e. the
causal dimension scales of the CDSII) were elineithatfter they consistently proved to
be difficult for older adults to interpret. Indduals frequently struggled to provide
ratings, and with twelve scales, this portion @& tjuestionnaire was excessively time-
consuming. Nearly every individual requested add#l clarification with respect to the
causal dimensions in general and individual cadisaénsion scales in particular. It was
not uncommon for older adults to express mild fiatgin when attempting to accurately
respond to these items and responses often seamnettruous (as evidenced by a
propensity to change ratings that was not obsemdother parts of the overall
guestionnaire). Furthermore, dimension scale itératswere similar served only to
further confuse older adults as they tried to usideid how they differed. For example,
distinguishing between related items of externali@ such as “over which othehnsve/
have nocontrol” and “other peoplean/ cannotregulate” was difficult.

Rather than remove the entire causal dimensiori®seand be left without
participants’ subjective interpretations of theausal attributions, a subset of the original
scales was retained. Retention of scales was loaste principles of clarity and
parsimony. That is, where items were highly similae simplest was retained. For
example, in the case of external control dimensionly the semantic differential item
“over which otherdave/ have nocontrol” was retained, while the items “other pleop
can/ cannotregulate” and iinder/ notunder the power of other people” were removed

from the instrument. Using these principles alssueed that each of the four causal
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dimensions (i.e. locus of causality, stabilitygimtal control and external control) from
the original CDSII had at least one representatie final version of the older adult-
modified instrument. These items were: “reflectsaapect ofourself/ the situatiofi
(locus of causality),germanent temporary (stability), “manageablé not manageable
by you” (internal control), “over which yoave/ have nocontrol” (internal control) and
“over which otherdiave/ have nocontrol” (external control). Finally, the wordirad the
internal control dimension had been changed fremiitginal wording (i.e. “over which
you have/ have ngpower”) to “over which younave/ have nocontrol” for ease of
interpretation and consistency with the externalic dimension (i.e. “over which
othershave/ have nocontrol”).

With the omission of many problematic CDSII itertig final version of the
instrument required less time to complete. In cioiaiion with the modifications to the
affect scales, the questionnaire also seemed iodoe acceptable to older adults as few
changes or additions were suggested during ddtctoh with the finalized

guestionnaire.
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TUG Test Procedures



Appendix E: TUG Test Procedures

The TUG test measures the amount of time, in skcaequired by a person to
stand up from a standard armchair (i.e. one wihat height of approximately 46cm and
arm height of about 65cm), walk forward over aahse of three meters, turn around at a
mark on the floor (e.g. a length of tape), walklbtcthe chair and sit down again. Prior
to performing the test, the investigator ensured prarticipants understood the sequence
of actions that they must perform. They were tiidormed that their performance
would be timed using a stopwatch. Older adultsmletad the test by walking normally,
or they used a mobility device (e.g. cane or walkéit the start of the test, participants
sat with their backs against the armchair and trans on the armrests. If a mobility
device was used, it was kept at hand. They wezd tmbegin rising from the chair (e.g.
“one, two, three...go!”) and at that moment, timirfglee performance was initiated.
The stopwatch was stopped the moment the oldet eeturned to their starting position
on the armchair. At no point during TUG test parfance did the investigator assist the

individual.
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APPENDIX F

Development of Overall Self-Efficacy Measure
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Overall Rising Self-Efficacy

For the rising scenario, there were a total o Belf-efficacy items on the
guestionnaire: confidence rising using only thes|agsing the legs and the assistance of
one arm, using the legs and the assistance ofdanoth, using both legs and arms, and
confidence that help is needed to rise. In ordeletvelop an overall measure for rising
self-efficacy, reliability analysis was conductedensure adequate internal consistency.
The following table lists the Cronbach’s alphaistat for the omission of each rising

self-efficacy item:

Item(s) Omitted Cronbach’s alphsg
(mean £S.D.) if item(s) omitted
None 0.638
Confidence that help is needed to rise| 0.775

(1.5 + 8.0%)

Confidence that help is needed to rise|
Confidence rising using both legs and arms  0.780

(97.9 + 11.4%)

Confidence that help is needed to rise|
Confidence rising using both legs and arms  0.819
Confidence rising using only the legs

(67.3 + 33.0%)

Cronbach’s alpha was marginal when all five rissetf-efficacy items were

retained (i.ea = 0.638, cf. Tabachnick & Fidell, 2001). Droppitg highly invariable
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“confidence that help is needed” item (nearly alftigipants were perfectly confident
that they required no help at all with rising) ieased the statistic the most (i.eate
0.775). In order to continue to maximize intero@hsistency, the “confidence rising
using only the legs” item would then have to bepged. However, this item is the most
variable among the high-functioning adults anaitgssion would entail very low
variability in the overall measure. Dropping thexhleast variable item (i.e. “confidence
rising using both legs and arms”) did lead to alsmerease in Cronbach’s alpha (i.e. to
a = 0.780). Thus, overall rising self-efficacy waefined as the arithmetic sum of the
“confidence rising using only the legs”, “confidengsing using the legs and the
assistance of one arm” and “confidence rising uiiegegs and the assistance of both
arms” items. This combination of items increasgdmal consistency to an acceptable
level (i.e.a = 0.780), while preserving both variability an@liem (i.e. many participants
stated that they nearly always employed the assistaf one or both arms in the effort to
rise from a seat) in the overall measure.
Overall Shopping Self-Efficacy

For the shopping scenario, there were also adbfale self-efficacy items on the
guestionnaire: confidence walking around a supétetalifting goods from shelves,
lifting goods from the cart to the counter, liftiggods from the cart to the car trunk, and
confidence carrying groceries on the bus. Religiahalysis was once again used to
develop an overall measure for shopping self-etfrcar he following table lists the

Cronbach’s alpha statistic for the omission of estobpping self-efficacy item:
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Item(s) Omitted Cronbach’s alphsg

(mean £ S.D.) if item(s) omitted

None 0.836

Confidence carrying groceries on the bus 0.849

(66.9 + 33.1%)

Confidence carrying groceries on the bus 0.839
Confidence lifting good from shelves

(90 + 19.2%)

Cronbach’s alpha was quite high using the fullescfall five shopping self-
efficacy items (i.ea = 0.836). However, on the basis of participaetifeack, the
“confidence carrying groceries on the bus” item we&xaoved. A majority of the older
adults told the investigator that this was a thsit they have never needed to perform.
fact, many struggled to provide a self-efficacymatfor their confidence carrying
groceries on the bus as they had to imagine whaigitt be like to perform this task.
Omission of this unrealistic task from the overaasure maximized internal
consistency (i.e. ta = 0.849). The remaining four self-efficacy itehed high means
(i.e. between 86.9% and 92.1%), but were relativalyable (i.e. 19.2% S.D.< 25.9%).
Overall shopping self-efficacy was therefore dddilas the arithmetic sum of the
“confidence walking around a supermarket”, “confide lifting goods from shelves”,
“confidence lifting goods from the cart to the ctem), and “confidence lifting goods
from the cart to the car trunk” items. This conatian of items increased internal

consistency (i.e. ta = 0.849) and improved realism (i.e. via the onoissf the

“confidence carrying groceries on the bus” item)hef overall measure.
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Physical and Social Causal Attributions
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Prior to data analysis, participants’ primary atitions about why help would be
offered in the scenarios (i.e. their responseaagthery: “What is the most important
reason your son/daughter offered to help you...?teweded as being either relevant to
task performance (i.e. a physical attribution)azially-motivated (i.e. a social
attribution). Thus, reasons such as “I can’t danitmy own”, “I need help”, “I'm getting
older”, and “to make it easier for me” were codsdaing physical attributions for why
help may be extended in a given context. On therdiand, explanations such as “love”,

” o ”

“kindness”, “to show that he/she cares”, “a chaaedxcuse to visit me”, “to please me”,
“being considerate”, “wants to help/be helpful” ddia sense of responsibility” were
categorized as social attributions for the offeusolicited help. The following table

provides an exhaustive list of the physical andad@ausal attributions provided by

participants for both stimulus scenarios.

Physical Attributions Social Attributions
Aging Caring
“I'm getting older” “Love”
“Kindness”
“Being nice”
Ability Demonstration
“l can’t do it on my own” “A gesture”
“I need help” “To show affection”
“To show that he/she cares”
“To please me”




Physical Attributions

Social Attributions

Safety

Society

“To prevent my falling”
“He/she is afraid I'll hurt myself’

“Concern about my well-being”

“A chance/an excuse to visit me”

“Companionship”

Relief

Consideration

“To make it easier for me”
“So | won't be tired”

“To lessen my pain”

“He/she was going shopping anywa

“Being considerate”

“Convenience”

Helpfulness

“Wants to help/be helpful”

Social Mores

“A sense of responsibility/duty”
“His/her upbringing”
“Out of respect”

“To be polite”
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Reverse-Scaled Variables
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The following is a list of variables that had toregerse-scaled prior to
undergoing transformation to correct for skew.cémtain instances, this reverse-scaling
necessitates careful interpretation of generawssts. For example, where reverse-
scaled variables are correlated with non-reverakedovariables, the signs of Pearson
correlation coefficients (r) appear to be reversidte that, where this procedure was
called for, it was required iboth scenarios.

Reverse-scaled variables:

Total positive affect
Overall self-efficacy
Relation-inferred self-efficacy (RISE)

Efficacy discrepancy (ED)



APPENDIX |

Personal and Social Perceived Benefits
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For secondary analyses that examined the frequegneitich personal and social

perceived benefits were selected, the followinigdisvides a reference for how each

perceived benefit was categorized. Note that pacteived benefit is paraphrased from

the original questionnaire (see Appendix C for éxaarding of each benefit). The listis

divided into the subsections that participants antered on the questionnaire (i.e. rising

and shopping scenarios, then benefits associatedaacepting and declining for each of

them). Personally relevant perceived benefits waes that proved advantageous to

older adults exclusively, whereas social percelweaefits also suited the interests of the

son or daughter in the helping scenarios.
Rising Scenario:
Accepting
Personally-Relevant
safety
less effort
Socially-Relevant
son feels good
direct interaction with son
Shopping Scenario:
Accepting
Personally Relevant
safety
convenience

time to do other things
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Declining
Personally-Relevant
use of muscles and balance
Socially-Relevant
less troublesome for both
not inconvenience son

shows somlable

Declining
Personally Relevant
use of muscles/balance
use of planning skills

get exactly whaant



Socially Relevant
daughter feels good

opportunity to see daughter

Accompany

Personally Relevant

Socially Relevant
less troublesombdtr
not incorgmce
daughter

shows daughter | am able

use of muscles/balance, plus other’s support

get exactly what | want
Socially Relevant

time with daughter
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