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Abstract 

The assessment of anxiety in the elderly has long been earmarked tbr further 

investigation. However, the lack of standardized self-report instruments designed for the 

elderly, and the lack of norms for existing instruments have been a source of concern to 

researchers and practitioners in the area, Because of the compticated nature of teasing out 

anxiety symptoms from symptoms of physical and cognitive decline associated with the 

elderly, the current study tbcussed on the assessment of worry as the cognitive component 

ofanxiety. A 25-item Worry Questionnaire for Continuing Care Residents (WQCCR) 

was designed and tested for internal consistency (alpha = .82 1 ), test-retest reliability 

(.8 17), and convergent and divergent validity using a multitrait-multimethod matrix. The 

sample consisted of 69 continuing care residents (mean age = 80.35, ranging from 62 to 

97), their family/friend, and ~ t ~ c a r e g i v e r s .  An abbreviated form of the questionnaire 

was also developed, and likewise showed promise. 
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1 
Introduction 

With longer life expectancy in Canada and  other developed countries, and the aging of 

the baby boom generation, more and more people will fall under the "older adult" age 

range of over 65. In fact, individuals over age 65 currently comprise 9.8% of  the 

population in Alberta, and are projected t o  make up 14.5% of the population by the 

year 20 16 (Alberta Health, 1999). Moreover, individuals aged 85 years and over make 

up the fastest growing segment of the Canadian population. Approximately 29% of 

this burgeoning population reside in continuing care facilities (Statistics Canada, 

1 994). The current study tbcuses on the assessment of anxiety in elderly residents of 

continuing care facilities, by examining the frequency and content of worry in a sampIe 

of continuing care residents, and providing information regarding the psychometric 

properties of two brief self-report inventories of cognitive and somatic anxiety 

symptoms. 

The Construct o f  Anxiety 

Consistent with theories of emotion, theories of anxiety approach the construct either 

as expressed behaviour, biology, cognition, or  as an interaction between and among 

these three components (Barlow, 1988). Examinations of the construct of anxiety 

therefore typically focus on the three corn ponen ts of behaviour, physiology, and 

cognition/aftfect, 

Two themes seem to be central to  the definition of anxiety as a mental health 

problem. The first is the distinction between normal and pathological anxiety: when 

does anxiety become a maladaptive response? The second is the distinction between 

anxiety and depression, the other mental health problem characterized by high levels 

of negative aft'ect and subjective distress. 
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Normal Anxiety and Patholoeical Anxiety. The New Oxford Dictionary of Endish 

( 1998) detines anxiety as "a feeling of worry, nervousness, o r  unease, typically about an 

imminent event o r  something with an uncertain outcome." In the context of everyday 

language, anybody can become anxious. Anxiety can be a normal response to a given 

situation: when one does not know what to expect, one naturally feels rather anxious 

(worried, nervous, uneasy).  moreo over, some scientists (e-g., Barlow, 1988; Lazarus & 

Folkman, 1984) would argue that anxiety, and  particularly the fear response, can be 

adaptive -- that is, something positive. When viewed in an evolutionary context, the 

alterations in physiology that accompany fear, such as heart palpitations which 

maximize the efficiency of blood circulation; and behaviour (e.g. freezing; avoidance of 

feared stimulus) can aid in the sunival of the organism. However, there can be no 

question that not  all anxiety is adaptive in this sense. In fact, many t b m s  of anxiety can 

be limiting a t  best, and severely debilitating a t  worst. How does one  draw the line 

between normal and pathologicd anxiety? When does anxiety become a "mental health 

problem?" These questions are central in the assessment of anxiety symptoms and 

anxiety disorders. 

According to Barlow ( I%$), two cognitive processes can serve to distinguish 

between normal and pathological anxiety. The first is a shift in attention from the task 

at hand (whether it be entering a supermarket to do some grocery shopping or  

delivering a speech) to an internal tbcus: an increase in autonomic arousal and 

heightened somatic awareness, characterizing panic; or thoughts and images about 

possible negative events and consequences, characterizing worry. This shift in attention 

typically leads to impaired performance, which in turn leads to more paniclworry, 

more impaired performance, and so on ,  in a process Barlow describes as a "negative 

feedback cycle" (p. 71). 
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Pathological anxiety can also be distinguished from normal anxiety by its excess 

and lack of controllability. In the case of a panic reaction, for example, the awareness of 

autonomic arousal (pounding heart, sweating, trembling) can be so powerful as to 

provoke fears of going crazy, losing control, or  dying. For many individuals, the fear of 

having a panic attack painfilly circumscribes their lives. For anxious individuals who 

do not suffer kom panic, excess and control are still a central issue. For example, 

although worriers may have legitimate concerns or problems to worry about, 

pathological worriers find it difficult, even impossible to control either the amount or 

the subjects of their worry. Wells (1994) calls this process "rneta-worry." 

Anxiety as Distinrmished from Deuression. Attempts at  distinguishing anxiety from 

depression has recently become a salient focus of theoretical formulation, research, and 

clinical attention. Barlow (1988) begins his discussion defining anxiety by tirst 

e~amin ing  the dimensions of anxiety and depression, concluding that distinctions 

between anxiety and depression can be made on the basis of "action tendencies and 

underlying associated physiology." That is, whereas the stance of  depression is general 

withdrawal from action, anxiety suggests engagement and activation. Thus one of the 

hallmarks of anxiety as distinct horn depression is physiological hyperarousal, 

signifying a readiness to engage in "tight or tlight." Worrying, when seen as an 

imperfect means of problem solving, is also consistent with anxiety's engaged stance. 

Watson and Kendd  (1989b) summarize hypothesized ditYerences between the 

constructs of anxiety and depression: 

( 1 ) differences in cognitive content: specifically, maladaptive cognitions in 

anxiety are hypothesized to be future-oriented, and more related to anticipatory fears 

of threat o r  harm, while maladaptive cognitions in depression seem to focus more on 

actual or  perceived losses in the past (Beck, 1976; Tellegen, 1985); 



( 2 )  differences in relationship to  life stress: Smith and Allred (1989) 

hypothesize that negative life events may be more strongly associated with depression 

in general; also, events involving loss are hypothesized to be more strongly associated 

with depression, whereas events involving threat or  harm would be more strongly 

iin ked with anxiety; 

(3 )  differences in relationship to positive and negative affect: although both 

depression and anxiety are associated with high negative aFfect, only depression is 

linked with Low positive affect and the loss of pleasurable events (Barlow, 1988; Watson 

& Kendall, l989a); 

(4)  behavioural differences: depression is often characterized by a general 

withdrawal from activity, whereas anxiety is associated with heightened arousal and 

high levels of maladaptive responding, such as worry or  avoidance. 

Despite these hypothesized differences, however, making empirical distinctions, 

particularly between anxious and depressive symptoms (as opposed to disorders), has 

so tar been an extremely challenging task. Still, descriptions of anxiety disorders within 

the general population are relatively well-developed. It must be kept in mind, however, 

that many of the currently detined anxiety disorders often are comorbid with 

depression. 

Anxietv and Anxietv Disorders 

The American Psychiatric Association's latest edition of the Diapostic and 

Statistical Manual of Mental Disorders (DSM-IV; APA, 1994) does not  provide a 

definition specifically for the construct of anxiety. However, a glance over the section 

on anxiety disorders gives some indication as to the consistency of the DSM-IV 

conception of anxiety with theory regarding the nature of anxiety as reviewed in the 

last section, at least in the general population. Such words as "fear," "apprehension." 
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"worry," and "avoidance" of different situations and stimuli characterize most of the 

anxiety disorders. Because the DSM-IV strives to be atheoretical, empirical descriptions 

of the various types of anxiety disorders are provided without reference to how these 

disorders may arise o r  are maintained. 

According to DSM-IV, there are at least nine distinguishable types of anxiety 

disorder, all characterizd by anxiety (fear, apprehension, worry, avoidance) that is 

maladaptive and/or inappropriate to the situation or stimulus. Many o f  the anxiety 

disorders are characterized by panic attacks and/or agoraphobic avoidance. Panic 

attacks are defined as discrete periods of  intense fear or discomtbrt, characterized by 

such somatic symptoms as breathlessness, heart palpitations, chest discomtbrt, or 

stomach discomfort. Agoraphobia is the avoidance of certain places o r  situations for 

tear of having panic attacks. 

Panic disorder, which is characterized by recurrent unexpected panic attacks, 

can occur with or  without agoraphobia, and is thus subtyped. Panic disorder, 

regardless of subtype, has a worldwide lifetime prevalence rate of between 1.5% and 

3.50h (APA,  1994). Agoraphobia can also occur without history of unexpected panic 

attacks, although it can be characterized by the experience of panic-like symptoms, 

thus provoking the situational avoidance in the first place. Prevalence rates for 

agoraphobia without history of (or concurrent) panic disorder have been ditticult to 

determine: the clinical picture indicates that 95% of individuals presenting with 

agoraphobia also have a t  least a history of panic disorder. However, epidemiological 

studies seem to  indicate that the prevalence of agoraphobia alone is higher than panic 

disorder, an apparent contradiction that so far has not been sorted out. 

Specific phobia is characterized by a marked fear of discrete, fairly 

circumscribed objects (e.g., snakes) o r  situations (e-g., heights). Exposure to the feared 

object or situation provokes an intense anxiety response, sometimes resulting in panic 
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attacks. At any rate, the anxiety response is otrten characterized by somatic, panic-like 

symptoms. Specific phobia also often results in marked avoidance of the feared object 

or situation, a t  times to the extent that the qualtiy of life of  the individual is severely 

limited. Although the prevalence of specific phobias in the general population is 9%, 

the majority of these individuals do not receive a diagnosis of specific phobia, as their 

anxious response to  the feared object o r  situation does no t  in tertere with their 

everyday functioning (Bourne, 1998). 

Individuals with social phobia suffer fiom in tense anxiety when either 

interacting or  performing in a social situation, for fear of being negatively evaluated, or 

somehow embarrassed. Like specific phobia, a diagnosis of social phobia is not normally 

given unless the fear, apprehension, o r  avoidance causes significant distress, or  

interferes significantly with daily timctioning. This last criterion for diagnosis accounts 

for the wide range in estimated prevalence (3  to 13%; Turner, Beidel, & Dancu, 1996)-  

Obsessions, defined as persistent thoughts o r  images, and compulsions, 

repetitive actions in which an individual may engage in order to dispel o r  neutralize 

the feelings of anxiety brought on by the obsessions, characterize obsessive-compulsive 

disorder. Once again, the obsessions and/or compulsions must be the cause of 

signiticant distress o r  impairment in order to qualifi for a diagnosis. The liktime 

prevalence rate for obsessive-compulsive disorder is 2.5%, which is higher than 

previously estimated. 

Generalized anxiety disorder (GAD) is characterized by persistent and excessive 

worry about a number of events, people, or  activities in the individual's daily life. A key 

feature of GAD is the fact that  the individual finds it dificult t o  control the worry, 

and tends to continue to worry even when things are going well. A number of somatic 

symptoms accompany the worry, including restlessness, irritability, musde tension, 
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tatigue, and sleep disturbance. Lifetime prevalence for GAD in community samples is 

596 (APA,  1994). 

Uo th pos t-traumatic stress disorder (PTSD) and acute stress disorder are 

brought on  by exposure to an event o r  events that may be characterized as traumatic 

(e.g., events which constitute a direct threat to one's physical well-being, o r  witnessing 

an event that causes violent death o r  serious injury to others). The traumatic event is 

typically re-experienced by the individual through intrusive imagery. PTSD and acute 

stress disorder are often accompanied by symptoms of anxiety of which the following 

examples are cited: "difficulty sleeping, irritability, poor concentration, hypervigilance, 

exaggerated startle response, motor  restlessness" (APA, 1994, p. 432). Avoidance of 

stimuli or  situations that may recall the traumatic event is another anxiety symptom 

which may also be characteristic of PTSD and acute stress disorder. The classification of 

PTSD and acute stress disorder as anxiety disorders is somewhat questionnable, 

though. as many of the symptoms of PTSD appear to have much in common with 

depressive symptornatology as well (Joseph, Williams, & Yule, 1995). Prevalence rates 

for PTSD vary widely in the general population ( 1% to 14%), as weU as in at-risk 

populations, such as war veterans o r  victims of natural disasters (3% to 58%). 

Epidemioiogy of Anxietv Disorders a m o w  Older Adults. Perhaps the best source for 

prevalence rates of anxiety disorders among community elderly is still the various 

epidem iological catchment area (ECA) studies, which are summarized by Fisher and 

Noll ( 1996). Part of the difficulty with the ECA study reported here is that diagnoses 

from the earlier edition of the DSM (DSM-111-R) was used. Thus there is a prevalence 

rating for agoraphobia (with or  without panic), a classification which no longer exists 

in DSM-IV. Prevalence rates were averaged over a 6-month period, and are reported 

separately for males and females over age 65. N o  males qualified for a diagnosis of panic 
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disorder, while for females the averaged prevalence rate was 0.2%. For the no-longer 

existent agoraphobia classification, prevdence rates averaged 1.6% for males, and 3% 

for females. Simple phobia (now specific phobia) had an averaged prevalence rate of 

3.396 for males, and 7% tbr females. For obsessive-compulsive disorder, prevalence 

rates averaged 1.3% for males, and 1% for females. 

Most epidemiological studies apparently indicate that the population aged 65 

and over have the lowest prevalence of anxiety disorders across age groups. The 

numbers are still significant, however: for older females the prevalence of anxiety 

disorders in general is 6.8?40, which is higher than the prevalence rate for males at any 

age. There is also some danger in reading too much into the low numbers: ditlerences 

in prevalence rates across age groups may have more to  do  with the criteria used to 

detine the various anxiety disorders, than with the actual experience of anxiety. For 

example, W isocki ( 1988) reports that 14% of older adults aged 60 to 90 years suffrr 

from significant levels of worrying. Among those aged 55 and over, 17.1% of males, 

and 2 1.5% of females in a community sample were identified as suffering tiom anxiety 

symptoms severe enough to  warrant intervention (Smith, Sherrill, & Colenda, 1995 ). 

It is important to bear in mind that the diagnostic criteria described in DSM- 

IV were developed based o n  information regarding the general population, and that 

the experience of anxiety among the elderly may be quite dieeren t. Diagnostic 

dassiti cation can only be as accurate as assessment measures are valid and reliable. 

Xssessm en t measures of anxiety symptoms and disorders up to this point have been 

designed for, and largely normed on,  younger adults (Morin & Colecchi, 1995). 

However, several concerns have been raised regarding the age-specificity of 

assessment measures (Lawton & Teresi, 1994): To what extent does a construct like 

anxiety share meaning across age groups? How is the presentation of a mental health 

problem, and its assessment, influenced by age and its correlates, including cognitive 
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dysfunction, motor and sensory decline, and cohort effects? With regards to anxiety 

speciticdy, W isodci ( 1994) asserts that there may be little correspondence between 

what is known about anxiety in younger adults and the phenomenology of anxiety 

among older adults- I t  is possible that biological markers normally associated with 

anxiety in younger adults may be similar t o  biological changes associated with aging. 

For example, somatic symptoms such as sweating, trembling, o r  heart palpitations 

assessed in existing measures of anxiety overlap considerably with symptoms of physical 

health decline associated with aging, and particularly common among tiail elderly 

residents of continuing care, tbr whom no  epidemiological data are available, partly 

because of these outstanding questions. 

Assessing Anxiety in the General Povulation 

There are hvo general methods of assessing anxiety in the younger adult population. 

The t i n t  is through the use of rating scales, usually self-rated, although observer 

ratings are also a possibility (e-g., Zung, 1971 ). The second method is through 

structured or semi-structured clinical interviews. The tirst method is usually used to 

screen tbr  anxiety symptoms, while the second method is used to determine the 

presence or absence of anxiety disorders. The distinction between anxiety symptom 

and anxiety syndrome (or disorder) is important, particularly when considering that 

whereas anxiety disorders may be an arguably uncommon syndrome in the elderly, 

anxiety symptoms appear to be quite common (Gurian & Miner, 199 1 ). 

Anxiety S ~ m p t o m  Ratin? Scales. Most anxiety symptom rating scales include 

symptoms from three dimensions: the cognitive-emotional dimension (e-g., thoughts 

of being scared, thoughts of danger, o r  difficulty concentrating), the behavioural o r  

motoric dimension (e.g., avoidance, trembling, restlessness), and the somatic o r  
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physiological dimension (e.g., heart rate, breathlessness, nausea or  stomach upset). Two 

examples of the most commonly used rating scales in the general population are the 

State-Trait Anxiety Inventory (STAI; Spielberger, l983), and the Beck Anxiety 

Inventory (BAI;  Beck & Steer, 1988). 

The STAI approach to the measurement of anxiety takes into account the 

distinction between so-called "state" anxiety, which is a relatively transitory subjective 

teeling of apprehension or worry, and "trait" anxiety, which is a relatively enduring 

personality variable, also called "anxiety proneness" (Bartow, 1988). "State" anxiety can 

be thought of as an immediate cogn itive-emotional and physiological reaction to an 

anxiety-evoking event; "trait" anxiety refers to the likelhood that an individual will 

react to such an event with "state" anxiety. 

The STAI is a self-report scale, and consists of two forms: Form Y-1 contains 20 

items designed to  assess "state" anxiety, and asks the respondent to endorse one of  four 

Likert points ( 1  = not  at all; 4 = very much so), according to how the respondent feels 

at the moment of responding to the scale. Form Y-2 contains a further 20 items, 

designed to measure "trait" anxiety, again requiring the respondent to endorse one of 

four Likert points (1 = almost never; 4 = almost always), according to  how the 

respondent feels generally. Scores can range from 20 to 80, with higher scores 

indicating higher levels of anxiety (some items are reverse-scored). The scale is 

recommended for adults with a t  least a tifth o r  sixth grade reading ability. 

The STAI is brief, and easy to  administer and score. It is particularly important, 

however, to make sure that the directions for each form are read and understood by 

the respondent in order to adequately dit'ferentiate between the "state" measure and 

the "trait" measure, if both measures are administered. The wording of the directions is 

almost identical, except for a few key words ("how you feel right now" in Form Y-1 

versus "how you generally feel" in Form Y-2). The STAI-Trait scale correlates 
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moderately highly with other measures of trait anxiety ( r  = -70); however there has 

been some recent debate regarding the construct of "trait' anxiety itself, and ways of 

measuring it (Reiss, 1997). With the STAI itself, apart t iom the time frame, many of 

the items between the "trait" and "state" scales overlap, such that they almost look like 

parallel forms. 

More recentIy, researchers and practitioners have observed that although the 

phenomenological difterence between the experience of anxiety and depression may 

seem relatively straightforward, making empirical distinctions between these 

experiences have been less simple (Dobson, 1985). Such observations have spurred 

attempts to design and validate "purer" measures of anxiety: that is, the concern more 

recently has been to come up with ways to measure the severity of anxiety symptoms 

minimally shared with symptoms of depression. The BAI (Beck & Steer, 1993) is one 

such attempt. 

The BAI (Beck & Steer, 1993) is a 21-item Likert scde with four anchors (no t  at 

all. mildly, moderately, and severely), with scores ranging from zero to 63. It takes 

between five and 10 minutes to complete, and is simple enough to be administered 

orally. Perhaps because of its focus o n  anxiety symptoms minimally shared with 

depression, most of the items on the BAI are somatic o r  autonomic, which may cause 

some problems when trying to assess anxiety symptoms in populations where more 

somatic symptoms are also expected, such as the sick o r  the elderly. The BAI seems to 

be a promising tool for screening for anxiety symptoms, a t  least in the general 

population, and it has been validated in a number of  populations since its original 

publication in 1988 (e.g., Fydrich, Dowdall, & Cham bless, 1992; Gillis, Haaga, & Ford, 

1995; Osman, Barrios, Aukes, Osman, & Markway, 1993; Wetherell & Arean, 1997). 

More work needs to be done, however, in terms of establishing cut scores according to 

gender and age. 



12 
Clinical In tewiews tbr Anxiety Disorders. As mentioned previously, the presence or 

absence of an anxiety disorder is usually determined by clinical i n t e ~ e w .  The most 

common structured clinical in t e ~ e w s  used are the anxiety disorders module from the 

Structured Clinical Interview tbr DSM-IV (SCID; American Psychiatric Association, 

19941, and the Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV; Brown, 

DiNardo, & Barlow, 1994). Only the ADIS-IV will be described here. 

The ADIS-IV is a structured diagnostic interview designed t o  assess current 

episodes of anxiety disorders, and differential diagnoses among anxiety disorders 

according to DSM-IV criteria. It is a comprehensive interview which allows for full 

description of symptoms associated with the various anxiety disorders described abo 

the assessment of disorders which are highly comorbid with anxiety disorders. such as 

depression and substance abuse; as well as a medical and psychiatric history. The ADIS- 

IV has two versions: o n e  to assess current symptomatology, and the other to assess 

lifetime diagnoses. It goes beyond merely establishing symptom presence o r  absence, 

and tries to determine functional relationships among symptoms, thus hopefully 

resulting in more reliable differential diagnoses. The attention to functional 

relationships is especially important when assessing symptoms that cut across anxiety 

disorders, and across disorders with which the anxiety disorders are most frequently 

comorbid. 

Because the ADIS-IV is a diagnostic instrument, as opposed to a screening 

instrument, it would take the average adult more  than an hour to go through the 

entire interview. I t  also requires that the interviewer be a clinically trained professional 

(or a clinical professional-in-training), be $miliar with DSM-IV diagnoses and decision 

rules, and be able to exercise sound clinical judgment in order to skip appropriate 

sections if the initial screening inquiry is not  endorsed. Each diagnostic section (of 

which there is one for each of the DSM-IV anxiety disorder diagnoses, plus separate 
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sections for depression, mixed anxiety-depression, substance abuse, and other probable 

cornorbid diagnoses) begins with an initial inquiry which serves as a screen for further 

questioning in the area. If the initial inquiry is endorsed, the interviewer goes on to 

establish symptomatology, details regarding onset of the disorder, and life factors 

which may intluence presentation of the disorder. 

In sum, the assessment of anxiety is relatively well-developed among younger 

adults, a situation unfortunately not shared by older adult populations. Some work has 

been directed towards validating brief symptom rating scales; there has been no 

research as yet o n  the appropriateness of the DSM-IV criteria and classifications for the 

elderly (Fisher & Noll, 1996). 

Assessing Anxiety Sym~torns in Older Adult Po~ulations 

The assessment of anxiety in the elderly has long been earmarked for further 

investigation (Hersen, Van Hasselt, and Goreczny, 1993). Most of the work so far has 

focussed on the anxiety symptoms as opposed to disorders. Sheikh (1991), and Hersen 

et al. ( 1993) provide extensive reviews of the assessment of anxiety through the use of 

screening devices and behavioural procedures respectively. They conclude that existing 

assessment procedures need to be re-evaluated with older adults, both with respect to 

the appropriateness of available norms, and to the assessment procedures' reliability 

and validity with the older adult population. Hersen et al. assert that the "development 

of new schedules that pertain more directly to the experience of the older adult may 

prove be more cost-etYective in the long run" (p. 109). 

There has been some effort to validate brief self-report screening instruments 

among older adults. For example, Hale, Cochran, & Hedgepeth (1984) published 

norms tor the elderly for the first edition of the Brief Symptom Inventory (Derogatis 

& Spencer, l983), which allowed that measure to be used in a number of studies 
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involving older adult populations (e.g., Gilewski, Farberow, Gallagher, & Thompson, 

199 1 ; Kitson & Zyzanski, 1987; Thompson, Gallagher, & Breckenridge, 1987). 

Rankin, Gfeeller, & Gilner (1993) administered the A - State subscale of the 

State-Trait Anxiety Inventory tbr Children (STAIC; Spielberger, Edwards, Lushene, 

bl on touri, & Platzek, 1973) to a geriatric population (aged 60 to 95 years), examined 

descriptive and  validity data, and concluded that the STAIC - State subscale is a valid 

and reliable screening measure for an older adult population. The sample of oIder 

adults used in the validation were physically healthy, and lived independently in the 

com munity, factors that become significant when considering that, regardless of age, 

anxiety symptoms have exhibited a strong negative linear relationship with physical 

health (G  urian & Miner. 1991 ). Thus housebound o r  institutionalized elderly are 

more likely to exhibit anxiety symptoms than the healthy elderly, and would require 

difieren t norms. 

Assessing mental health problems in the continuing care setting is generally 

more challenging than among the community elderly for a number ofreasons. Ansiety 

and depression are apparently fairly common problems among continuing care 

settings. Parmelee, Katz, & Lawton ( 1993) observe that, at least for depression, 

prevalence rates are much higher for elderly residents of continuing care than for 

community-residing elderly. Furthermore, they add  that, as in younger populations, 

anxiety and depressive symptoms often co-occur among the continuing care 

population. Yet anxiety and depression largely remain either underrecognized or 

overpathologized (Morin & Colecchi, 1995), partly because continuing care facilities 

largely operate within a medical model, and are far better equipped to assess and treat 

physical problems. The assessment of mental health, if done at  all, often involves little 

more than administering a few items within a multidimensional instrument. Few 

mental health professionals in Alberta particularly have special training in working 
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with older adults, and still fewer work within continuing care. Continuing care 

residences are generally not  integrated into the mental health system, and continuing 

care residents can be described as a largely tbrgotten population as far as mental health 

is concerned. 

Apart fiom these systemic challenges hampering the task of addressing mental 

health issues among continuing care residents, characteristics of the continuing care 

population itself make the assessment of anxiety in particular a somewhat daunting 

task. 

Assessing Ansietv in the Continuing Care Population 

In the continuing care population, anxiety is the second most frequent mental 

health probIem requiring intervention (Wisodti, 19941, but its assessment is 

complicated partly by the overlap of anxiety symptoms with symptoms of physical 

illnesses relatively common in the continuing care population. Chronic illnesses such as 

hyperthyroidism, cardiac arrhythmias, hypoglycemia, o r  congestive heart failure, tend 

to be particularly prevalent among the frail elderly (Smith, Sherrill, & Colenda, 19951, 

and can serve to intlate scores on anxiety measures, particularly if those measures have 

a number of  items retlecting the somatic component of anxiety (e-g., shaking, heart 

palpi tatations, sweating, trembling). 

Beck, Steer, Ball, Ciervo, & Kabat (1997) recognized that this overlap between 

physical illness symptoms and anxiety syrn ptoms (e-g., pounding heart, which could be 

attributable to both anxiety and cardiac problems) needed to be addressed. They used 

nonsomatic items from the BAI (Beck & Steer, 1993) to develop the BAI tbr Primary 

Care patients (BAI - PC), suggesting that the use of this subscale would be a more 

effective way to screen for anxiety symptoms in medical patients. Although this 

approach shows promise for use with frail older adults. the mean age for their sample 



was 48.54 years, thus making generalizability to a much older continuing care 

population inadvisable. 

Wetherell and  Arean's (2997) psychometric evaluation of the BAI among older 

medical patients (mean age = 67.8) provides information which may be more usem 

when applied to frail older adults characteristic of the continuing care population. 

XIthough Wetherell a n d  Arean conclude that the BAI may be a valuable screening tool 

for anxiety symptoms among older adults, some of their findings also suggest that 

there may be differences in the meaning of anxiety across age groups. For example, in 

their factor analysis of B h l  items, the item "Fear of dying" loaded onto a depression 

factor rather than on  an anxiety factor as it does with younger adult samples. They 

suggest, therefore, that further research be conducted to determine whether the 

content of UAI items truly retlect the construct of anxiety among older adults. 

The relatively high rate of dementia in continuing care residents constitutes 

another complicating factor in the assessment of anxiety symptoms in continuing care 

settings. A survey of Alberta's continuing care settings indicated that about 40Yo of 

continuing care residents are cognitively impaired (Alberta Health, 1991). The use of 

traditional measures of anxiety symptoms are hampered by the possible presence of 

cognitive impairment in continuing care residents. For example, the Likert format of 

most of the screening inventories may not be readily understood by the cognitively 

impaired. Yesavage et al. (1983) designed the Geriatric Depression Scale (GDS) so that 

respondents could answer in a simple categorical format (yeslno). Rankin et al. (1993) 

addressed the same issue by using the simpler 3-point format of the STAIC 

(Spielberger et al., 1973) rather than the traditional 4-point scale of the STAI 

(Spielberger, 1983) in their validation study with older adults. 

A second implication of the relatively high rates of dementia in continuing care 

facilities is the difficulty of teasing apart the overlap between behavioural indicators of 
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anxiety (e.g., general restlessness and pacing) and  manifestations o f  agitation among 

elderly persons in the early stages of dementia (Cohen-Manstield, M a n ,  & Rosen thal, 

1989). Thus even the development of behavioural measures of anxiety for those who 

are suffering from dementing illnesses is particularly tricky. 

Finally, the cognitive-affective component of anxiety has been shown to overlap 

considerably with depressive symptomatology in the general population. Granted that 

the relationship between anxiety and depression among the frail elderly (indeed, 

among older adults in general) has not been systematically examined, and can only be 

speculative a t  this point, current conceptualizations of anxiety and depression share 

many common features, thus making it more likely for anxious and  depressive 

symptoms to co-occur (Watson & Kendd,  1989b). Clark and Watson ( 1991) point 

out that the correlations between self-report measures of anxiety and  depression are 

quite high in the  general population, averaging about -70. These high correlations may 

be due to overlapping symptoms, such as obsessive thinking, or anticipating negative 

events. Clark and  Watson make an argument tbr a new "Mixed Anxiety-Depression" 

diagnosis in order to account for the high rates of symptom overlap, still an open 

question in the general population, although the ADIS-IV indudes a diagnostic section 

for it. However, making distinctions between anxiety and depression in the continuing 

care setting, if possible, remains important, both because of the known high rates of 

depression and depressive symptoms in continuing care residents (30% to 5096 show 

marked depressive symptoms; Alberta Health, 1991 ; Gerety et al., 1994), and because 

of the implications of the distinction for pharmacological treatment, particularly in the 

traditionally highly medicalized environment of continuing care settings. 

In view of the above, a potentidy u s e m  measure of anxiety in the continuing 

care population, then, would be brief and foUow a simple, straightfonvard format; its 

reliability would be reported according to cognitive status; and it would differentiate as 
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well as possible between anxiety symptoms and symptoms of physical health problems, 

and between anxiety symptoms and symptoms of depression. One possible way of 

teasing apart anxiety symptoms at  least from physical health decline is, in the manner 

of the BAI-PC (Beck et al., 1997) and the GDS (Yesavage et al., 1983), to minimize the 

inclusion of somatic items in anxiety symptom rating scales. A focus on worry as a 

measure of the cognitive component of anxiety may be particularly promising. 

Worry: A Possible Means to  Measure Anxietv in the Frail Elderly 

Molina and Borkovec (1994) have described worry as the cognitive aspect of anxiety, 

particularly when anxiety is a t  sub-syndromd levels, as has been noted occurs quite 

frequently among the elderly. They point out  the high correlations between measures 

of worry and cognitive subscales of anxiety measures. Because of the complicated 

nature of teasing out anxiety symptoms from signs and symptoms of physical and 

cognitive decline that may be associated with aging, an emmination of worry may 

prove a promising approach to the assessment of anxiety among continuing care 

residents. 

Existing measures of worry may be grouped roughly into two general 

classitications: unidimensional measures that assess worry as a general tendency, such as 

the Pennsylvania State Worry Questionnaire (PSWQ; Molina & Borkovec, 1994); and 

multidimensional measures that assess the content of worry, such as the Worry 

Domains Questionnaire (WDQ; Tallis, Davey, & Bond, 1994). 

Of existing unidimensional measures, at least two may be suitable for use in 

geriatric populations. The PSWQ (Molina & Borkovec, 1994) mentioned earlier 

evaluates the frequency of worry: the typical tendency to worry, its excessiveness and 

intensity, and the tendency to worry in most situations, as opposed to situation-specitic 

worry. As a general measure of the frequency and severity of worry, the PSWQ shows 
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promise as a useful assessment tool to screen tbr cognitive symptoms of anxiety in a 

general geriatric population. It has been used in nonanxious older adults, as well as 

with a sample of older adults diagnosed with Generalized Anxiety Disorder (Beck, 

Stanley, & Zebb, 1995). In both populations the PSWQ showed good internal 

consistency and adequate convergent validity. Theirs was a relatively young sample of 

older adults, however (range = 55 to 8 2  years, with a mean age of67) .  

Labarge ( 1993) designed a 10-item unidimensional Worry Scale to help assess 

feelings of worry about changes related to dementia. Because of the focus on dementia, 

the scale is both too broad and too narrow for the purpose of investigating the nature 

of  ansiety in nursing home elderly: dementing diseases are not  confined to the older 

adult population, nor  d o  all elderly residents of continuing care institutions suf'fer 

from a dementing disease. 

Wells ( 1994). in developing and validating the Anxious Thoughts Inventory 

(AnTI), recognized and  attempted to measure the involuntary and  uncontrollable 

nature of pathological worry regardless of content. He introduced the term "meta- 

worry" to describe the cognitive processes involved in "worrying about worry'' (p. 297). 

AAIthough original items used in construction of the AnTl were derived from 

interviews with adults whose ages ranged from 17 to 74, the Meta-Worry subscale of 

the AnTl as a measure of the general tendency to worry warrants more thorough 

investigation in older adults, as it has the distinct advantage of being short (five items), 

and addresses a construct, meta-worry, which in theory could distinguish between 

"reasonable" worry and pathological worry. 

Assessing the content of worry may be particularly important in examining the 

nature of the construct of anxiety among continuing care residents. Multidimensional, 

domain-specitic measures of worry could help validate the content of anxious worry 

among the tiail elderly. Two multidimensional measures are most commonly used to 
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assess the con tent of worry in adults. The Worry Domains Questionnaire (Tallis et al., 

1994) consists of 2.5 items assessing worry in five domains: relationships, lack of 

contidence, aimless hture,  work, and  finances. As is evident tiom the subscale 

headings, the WDQ was designed for, and normed on, younger adult student and 

working populations. A quick examination of the items preclude its use with most 

older adults, for whom the content of items clearly does not  apply. 

Perhaps the most widely used worry measure in oider populations is the Worry 

Scale, designed by Wisocki, Handen, and Morse ( 1986) to assess "anxiety-related 

uncontrollable negative thinking in financial, health, and social areas specifically 

relevant to an older population sample" (p. 9 1 ). It was validated among housebound 

and community elderly. Mthough some of the worry items in the "Health" subscale 

apply to continuing care residents (e.g., worry about having to  be taken care of by 

strangers), many of them are not suitable, and may even be upsetting, tbr residents of 

continuing care (e.g., worry about having to go to  a nursing home o r  hospital; worry 

about not being able to care for one's spouse). In addition, the subscales may not be 

appropriate classifications of the items when considering continuing care residents: for 

esample, worry about not being able to  enjoy travel or recreation may be more a matter 

of "Health" tbr continuing care residents than of "Finances," as they are currently 

classified in the Worry Scale. 

In sum,  there are at least two measures assessing the general tendency to worry 

that could be validated with continuing care residents (the PSWQ and the AnTI Meta- 

Worry subscale). Of these two, the much briefer AnTI Meta-Worry subscale was 

chosen to be administered in the current study. Existing measures ofworry content are 

largely inappropriate, however. Considering our lack of information regarding the 

content validity of items of existing measures (e.g., the BAI's "Fear of dying" item, as 
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described above), the work of validating the possible content of worries among elderly 

residents ofcontinuing care remains an important task. 

This Studv: Goals 

There has been increasing hustration among investigators, as examination o f  issues 

involving anxiety in older adults (particularly those residing in continuing care) is 

hampered by the dearth of measurement instruments designed for this population. 

and the uncertainty regarding the content validity and  psychometric properties of 

many of the existing instruments when used with the elderly (Beck & Stanley, 1997; 

Hersen, Van Hasselt, & Goreczny, 1993; Sheikh, 199 1 ). Indeed, a relatively brief, 

reliable measure of anxiety symptoms, the items of  which would have con tent 

pertinent to the continuing care population, and  would be a reliable measure when 

applied to the frail elderly with possible cognitive irnpairrnen t, is no  longer a l u ~ u r y  

item. The growth of this segment of the population would mean that more  and more 

people would be eft'ectively neglected in terms of assessing (and treating) mental health 

problems, unless something is done immediately to begin to rectitj. the situation. 

Gurian and Miner (1991) express the need for a "diagnostic gold standard" against 

which anxiety measures for the elderly, and particularly elderly residents of continuing 

care, may be corn pared. The current study is the tirst step in an attempt to fill the 

growing need for such a "diagnostic gold standard." 

This study had two main goals. The tirst was to examine and report the 

psychometric properties of two brief self-report measures of anxiety in a sample of 

continuing care residents. The first measure, the anxiety dimension of the Brief 

Symptom Inventory (BSI; Derogatis, 1992), contains items that are consistent with the 

more traditional conceptualization of anxiety as a com bination of somatic, 

cognitive/afiective, and  behavioural symptoms, and  consists of six items. The Meta- 
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Worry subscale of the Anxious Thoughts Inventory (AnTI - MW; Wells, 1994) 

consists of tive items focusing on the process o f  worry -- that is, the 

excessiveness/con trollability of worry (rather than its content). 

The second, and larger goal of this study was to develop a domain-specific 

worry measure designed specifically for the continuing care population, and to report 

its psychometric properties. The 25 items of the Worry Questionnaire for Continuing 

Care Residents (WQCCR) were developed from a content analysis o t  interviews 

conducted as part of a previous research study (Crowhurst & Konnert, 1996). Elderly 

persons relocating to continuing care facilities were asked about sources of stress and 

worries as they contemplated and adjusted to their move to continuing care. The 

WQCCR was designed to be administered first as a categorical measure ("Do you worry 

about ... ?"), then each item endorsed was also assessed tbr frequency ("How often do 

you worry about ... ?"). Preliminary reliability and validity information for both the 

simpler, categorical version of the questionnaire, and the more complex 4-poin t Likert 

scale, are provided. 

Reliability analyses for all three measures included an enminat ion of mean 

in ter-item and item-to-total correlations, test-retest reliability ( WQCCR only), and 

alpha coefticien ts. 

Validity of the measures were assessed using a Multitrait-Multimethod Matris 

(MTMM; Campbell & Fiske, 1959). The MTMM is a means of assessing the convergent 

and divergent validity of a measure by examining its pattern of correlations with other 

measures: the measure in question should thus correlate positively and sign itican tly 

with other measures assessing the same (or similar) trait(s), even when the method of 

assessment differs (e-g., self-report inventory vs. semi-structured inteview). 

Conversely, there should be no correlation with measures that assess ditferen t traits, 
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even if the method of assessment is the same (e-g., aggressiveness and  creativity both 

measured by self- report inventories). 

In the current study, three difieren t characteristics of the continuing care 

resident were measured: anxiety, depression, and health. The methods used were: ( 1 ) 

for anxiety, self-report inventories and  interview; symptom checklists and  inventories 

from collateral sources ( familyifriend and stat't.' caregivers); (2)  for depression, self- 

report inventory and interview; symptom checklists and inventories tiom collateral 

sources ( fam ilyitiiend and staff caregivers); (3) for health, a single i tern self-rating o t  

perceived health; and  a rating of Activities of Daily Living (ADLs) and  list of chronic 

illnesses from sta'caregivers. T o  demonstrate construct validity, a measure of anxiety 

(e.g., the WQCCR) would have to correlate positively and signiticantly with all other 

measures of anxiety regardless of method (convergent validity), while not correlating 

signiticantly with measures of depression o r  of health, again regardless o f  method 

(divergent validity). 



Method 

Data for the current study were collected in the context of a larger study on the 

reliability of collateral measures of anxiety and depression (Konnert, Hertzsprung, & 

Brinker, 1999). 

Sample 

The sample consisted of 69 continuing care residents recruited through Carewest, an 

agency which a t  the time of data collection operated five continuing care sites in 

Calgary. Fam ily/tiiend and staff caregivers who had signiticant con tact with the 

participating resident were also recruited to provide collateral information. 

Residents were excluded from the study if: ( 1 ) the resident was physically too ill 

to participate; ( 2 )  the resident had severe communication problems, such as aphasia or 

deafness; (3) the resident had moderate to severe cognitive impairment, as indicated by 

a score of 15 o r  lower o n  the Folstein Mini-Mental State Exam ination (Folstein MMSE; 

Folstein, Folstein, & McHugh, 1975); o r  (4) the resident was non-English-speaking. 

The appropriate family/friend caregiver to be recruited was determined in 

con junction with Carewest staff. Only those h i l y l f r i end  caregivers who had visited 

the resident at least twice in the previous month were asked to participate. 

Determination of the appropriate staff caregiver to be interviewed was likewise 

completed in coordination with Carewest administration. The majority (92.8%) of 

staff caregivers recruited were the participating resident's "Team Leader:" that is, one  

of usual1 y two registered nurses on the resident's unit who had been assigned to the 

resident as primary staff caregiver. 
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Procedure 

Residents were initially approached by a member of the Carewest staff in order to 

determine their level of interest in participating in a research study. Those residents 

who indicated their willingess to "meet with researchers from the university" were 

given a full description of the study, its purpose and  goals, and the time commitment 

likely involved in participating. Intbrmed consent for the interview, as well as the 

audiotaping, was obtained from residents who chose to participate- Residents were then 

interviewed for approximately one hour in a quiet location in their continuing care 

tacility. Part of the interview was based on the anxiety and depression modules of the 

Structured Clinical Interview for DSM-IV (SCID-IV; American Psychiatric 

Association, 1994), and was audiotaped to  determine in ter-rater reliability. The 

resident was reminded of the purpose of the audiotaping procedure, and informed 

consent for audiotaping was claritied at the appropriate point during the interview. In 

order to determine temporal stability of the WQCCR, that instrument was re- 

administered within approximately a two-week period, again with the informed 

consent of the resident. 

With the permission of the resident, familylfriend and staff caregivers were 

then recruited to participate, and were interviewed within approximately two weeks of 

the resident interview. Collateral versions of the various measures were completed a t  

the convenience of the farn ilylfiiend and staff sources. Collateral ratings from staff 

took approximately 20 minutes per resident to complete; ratings t iom family members 

were designed to take approximately 30 minutes. 

The adequacy of the interview protocols for residents, family/friend caregivers, 

and staff caregivers was determined through pilot research, and resulted in two 

revisions of the protocol for residents. Revisions largely involved shortening the 
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protocol in order to ensure that it did not exceed the time limits, as is necessary for this 

tiail elderly population. 

For each case, all three interviews (resident, family/fiiend caregiver, statf 

caregiver) were completed by researchers blind to collateral information. Copies of the 

informed consent tbrms appear in Appendix A. 

Measures 

Copies of resident, fam ily/friend caregiver, and staff caregiver protocols can be viewed 

in Appendix B. 

Resident Measures. In addition to a questionnaire requesting demographic 

in form at ion, the following measures were adm in istered to residents: 

The Folstein Min i-Men tal State Exam ination (Folstein MMSE; Folstein, Folstein, 

& McHugh, 1975) is a 30 item measure which assesses orientation, registration, 

attention and calculation, recall, and language skills. As some residents were unable to 

complete some items (e-g., unable to write due to stroke; unable to read the instruction 

"close your eyes" due to sensory impairment), results on the Folstein MMSE were 

prorated for 33% of the residents interviewed. 

A single-item measure of perceived vhvsical health, rated as either excellent, 

good, fair, o r  poor (Maddox & Douglas, 1972) was administered. Scores could range 

from 1 to 4, with higher scores indicating poorer health. 

The Geriatric Depression Scale (GDS; Yesavage et al., 1983) is a 30-item 

inventory (yes/no) assessing subjective depression, with possible scores ranging from 0 

(no depression) to 30 (severe depression). It is valid and reliable with institutionalized 

elderly persons, including those with mild to moderate levels of cognitive impairment 

(Parmalee, Katz, & Lawton, 1992). Cut-offs are 17 o r  greater tbr major depression, and 
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has fewer somatic items, making it more appropriate tbr the frail elderly. 

The anxiety dimension of the Brief Svmptom Inventory (BSI; Derogatis, 1992) 

is a five point-Liken scale (0 = not at all; 4 = extremely) consisting of six items 

commonly associated with high levels of anxiety. The items include general signs of 

anxiety, such as tension and nervousness, as well as cognitive and somatic symptoms. 

Norms are available tbr non-patient normal, psychiatric outpatient, psvchiatric 

inpatient. and non-patient adolescent samples. An earlier version of the BSI already has 

published norms for older adults (Hale, Cochran, & Hedgepeth, l984), and the 

measure was often used in studies involving older adult populations (e-g., Gilewski, 

Farberow, Gallagher, & Thompson, 199 1). Internal consistency is good (coefticient 

alpha = .81), and test-retest reliability is acceptable (-79). Scores can range from 0 to 

34, with higher scores indicating greater levels of anxiety. 

The Anxious Thoughts Inventory - Meta-Worry subscale (AnTI - M W ;  Wells, 

1 994) consists of five items rated on a four-poin t Likert scale ( 1 = almost never; 4 = 

almost always), and  focuses on  the assessment of the process of worry, and includes 

such items as the experience of bothersome repetitive thoughts, and  lack of 

con trollability of anxious thoughts. Internal consistency derived from the original 

sample of adults aged 17 to 74 was acceptable (coefficient alpha = -75). Scores can 

range from 1 to 20, with higher scores indicating greater levels of uncontrollable 

worry. 

The Worry Questionnaire for Continuin? Care Residents (WQCCR) is a 25- 

item measure designed tbr this study. The items were developed from a content 

analysis of interviews conducted as part of a previous qualitative research study 

(Crowhurst & Konnert, 1996) in which elderly individuals relocating to continuing 

care tacilities, and those who had been living in continuing care for s i ~  months, were 
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asked to identity sources of worry and stress. The WQCCR was administered in this 

study, such that categorical (yeslno) information was gathered ti rst, in response to the 

question stem, "Do you worry about ... ?" Then those items which were endorsed 

during the categorical administration were then assessed for frequency, in response to 

the question stem, "How often do  you worry about ... ?" A four-point Likert scale ( 1  = 

almost never; 4 = almost always) yielded possible scores ranging tiom 0 to 25 for the 

categorical format, and  from 0 to 100 for the frequency format of the questionnaire. 

with higher scores indicating more worry. 

The anxiety module from the Structured Clinical Interview for DSM-IV 

(SCID-Anx; American Psychiatric Association, 1994) was administered, and used to 

derive an index of number and severity of anxiety symptoms. Twelve symptoms of 

anxiety were rated as either absolutely absent (rated 0), a t  subthreshold (rated 1 ), or 

present (rated 2). Scores could range tiom 0 to 24, with higher scores indicating more 

anxiety symptoms. 

The depression module from the Structured Clinical [ n t e ~ e w  f o r  DSM-IV 

(SCID-Dep; American Psychiatric Association, 1994) was likewise administered, and 

used to derive an index of num ber and severity of depression symptoms. Sixteen 

symptoms of depression were rated as either absolutely absent (rated 0), at 

subthreshold (rated I ) ,  or  present (rated 2). Scores could range from 0 to  32, with 

higher scores indicating more depressive symptoms. 

Administration of both modules of the SCID-IV was audiotaped with the 

resident's permission, and 20% of the tapes were later reviewed for in ter-rater 

reliability. 

Finally, residents were also administered a single-item measure of worry 

frequency, designed t o  provide a gross rating of how often a resident worried in 
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general on a scde from 1 to 4 ( "almost never," "sometimes," "often," and "almost 

always"). Higher scores indicated greater frequency of worry. 

Collateral Measures: FamilvlFriend Care~ivers. In addition to information regarding 

date, location, and mode of the interview (telephone or in person), and frequency of 

visits, fam ily/tiiend caregivers were administered symptom checklists based on the 

anxiety and depression modules of the SCID-IV (SCID-Anx-F and SCID-Dep-F). 

Symptoms could be rated as either absolutely absent (rated 0), a t  subthreshold (rated 

1 ), or present (rated 2). The SCID-Anx-F consisted of I 1  items, yielding possible 

scores ranging from 0 to 22, with higher scores indicating greater Levels of anxiety. The 

SCID-Dep-F consisted of 16 items, yielding possible scores ranging from 0 to 32, with 

higher scores indicating greater levels of depression. 

Collateral versions of the GDS (Nitcher, Burke, Roccaforthe, & Wengel, 1993) 

and the WQCCR were also administered. Like the GDS, the GDS-Collateral is a 30- 

item inventory rated either yes or  no, with possible scores ranging from 0 to 30, with 

higher scores indicating more depression- The WQCCR-Collateral, like the WQCCR, 

was administered tirst as a categorical (yedno) measure, and then as a tiequency 

measure on a four-point Likert scale ( 1  = almost never; 4 = almost always), yielding 

possible scores of 0 to 25 for the categorical format, and 0 to 100 for the frequency 

format, with higher scores indicating more worry. 

Collateral Measures: Staff Caregivers. In addition to objective information regarding 

the staff caregiver's relationship to the participating resident (e-g., length of time the 

staff caregiver had been primary caregiver), staff caregivers were also asked for a 

subjective rating of how well they felt they knew the resident in question (not at all 

well, somewhat wd, or  very well). 
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Symptom checklists based on the anxiety and depression modules of the SCID- 

IV (SCID-Anx-S and SCID-Dep-S) were also administered to staft'caregivers. Like the - 

familyltiiend collateral measures, the SCID-Anx-S consisted of 1 1 items, which yielded 

a range of possible scores tiom 0 to 22, again with higher scores indicating more 

anxiety. The SCID-Dep-S likewise consisted of 16 items, and scores could range from 0 

to 32, with higher scores indicating more depression. 

S tafl-caregivers were also asked to endorse a list of chronic illnesses based on the 

Minimum Data Set for Nursinrr Home Resident Assessment and Care Screening 

( MDS-Chronic; Morris et al., 1990), a set of items, detinitions, and response categories 

which was developed for, and used to assess continuing care residents in the United 

States. Very good reliability has been demonstrated for items relating to disease 

diagnoses, with reliability coetrficients averaging .74 (Hawes et al., 1995). In this study, 

~ t a ~ c a r e g i v e r s  could endorse the 25 possible chronic diagnoses tiom the MDS, and 

specify additional chronic diagnoses, if necessary. The possible range of scores was 0 to 

29. 

An evaluation of  h c t i o n a l  health based again on the Minimum Data Set tbr 

Nursing Home Resident Assessment and Care Screening, and modified slightly to be  

consistent with a standard Carewest measure of Activities of Daily Living ( ADLs) was 

used to describe participating residents' relative dependence or  independence in 

performing such daily tasks as eating, bathing, grooming, etc. Excellent reliability has 

been demonstrated by the original MDS measure, with average alpha coefiicients 

ranging from -87 to -92, depending a n  the area of evaluation (Hawes et al., 1995). For 

the current study, six areas were assessed o n  a five point Likert scale (0 = independent 

o r  no assistance; 4 = total dependence), yielding possible scores ranging from 0 to 24, 

with higher scores indicating more dependence. 

A summary of measures administered to each participant is displayed in Table 1. 



3 1 
TabIe 1. A summary of measures accordinp to characteristic and data  source. 

Resident Farn ily/Friend Staft' 
Anxiety SCID-IV SCID-IV checklist SCID-IV checklist 

BSI W QCCR (collateral) 
AnTI 
Worry 
CVQCCR 

Depression SCID-IV SCID-IV checklist SCID-IV checklist 
GDS GDS (collateral) 

Health Perceived health Chronic illnesses 
ADLs 

Note: SCID-IV = Structured Diagnostic Interview for the DSM-IV; BSI = Brief 
Symptom Inventory, Anxiety Dimension; AnTI = Anxious Thoughts Inventory, 
~Meta-Worry Subscale; WQCCR = Worry Questionnaire tbr Continuing Care 
Residents; GDS = Geriatric Depression Scale; ADLs = Activities of Daily Living. 
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Analvses. Demographic information for the resident sample was analyzed in terms of 

frequencies and percentages in order to adequately describe the sample, and to be able 

to make comparisons where possible with available data on the population of Carewest 

residents, and continuing care residents in Alberta. Descriptive statistics on all 

measures, along with alpha coefticien ts, were then examined to get an overall picture o i  

how internally consistent the measures were, a s  well as how this particular sample of 

residents, familyifriend caregivers, and staff caregivers were responding to the items. 

In ter-rater reliability on the SCID-IV modules were examined using kappa coefticien ts, 

and evaluated according to  Cicchetti's (1994) guidelines: less than -40 as poor, -40 to 

5 9  as fair, .60 to -74 as good, and -75 and above as excellent. 

More detailed reliability analyses were run on the BSI (Anxiety) and AnTI-IMM' 

scales. Apart from alpha coefficients, mean inter-item correlations, mean item scores, 

and item-to-total correlations were examined. Evaluation of alpha coefficients were 

again based on Cichetti's ( 1994) guidelines, indicating that coefticients of less than -70 

are unacceptable; those between -70 to .79 as fair; those between -80 to .89 as good; and 

those -90 and above as excellent. Mean inter-item correlations and item-to-total 

correlations were evaluated according to J a ~ s  & Petty's ( 1996) guidelines for item 

retention in scale development: mean inter-item correlations over .20 are acceptable; 

item-to-total correlations over -30 are acceptable. Needless to say, higher correlations 

generally indicate a more reliable measure. 

Both Resident and Collateral versions of the WQCCR (both categorical and 

h-eq uency) were also subjected to detailed reliability analyses, with items evaluated 

according to the guidelines outlined above. The Resident version of the WQCCR was 
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also analyzed for test-retest reliability. In addition, the pertbrmance of the WQCCR - 

Resident Version (frequency) was evaluated for subgroups of residents. First residents 

were grouped according to scores on the Folstein MMSE, a classitication particularly 

relevant to elderly residents of continuing care, as was discussed earlier. The cut-off 

score was set at 24 on the Folstein MMSE, as this score has been shown to effectively 

screen for individuals with dementia (Reischies & Geiselrnann, 1997; Van der 

Cam men, Van Harskamp, Stronks, Passchier, & Schudel, 1992). The residents were 

then grouped according to scores AnTI-MW. The latter subgroups were divided along 

the median score of the sample, and were done in order to determine if the WQCCII 

performed better a t  relatively higher levels of general worry. 

The pattern of correlations among all measures was then examined to evaluate 

convergent and divergent validity of the anxiety self-report measures (BSI, AnTI- 

~Mlt', CIrQCCR). Correlations between the WQCCR - Resident Version (categorical 

and frequency) and other measures of anxiety, measures of depression, and measures 

o t  health, were examined more closely. Again, the desired pattern according to the 

multitrait-multimethod matrix (Cambell & Fiske, 1959) for the WQCCR to achieve 

construct validity would have been positive and significant correlations with other 

anxiety measures, and nonsigniticant correlations with measures of depression and 

health, regardless of method of assessment. 

Finally, based on the reliability information o n  the WQCCR, an abbreviated 

form of the scale is suggested, and is itself subjected to further reliability analyses. 

Although the ideal would have been to test the abbreviated form with a new sample, 

both preliminary reliability and validity statistics are provided for the WQCCR - 
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Abbreviated, to aid in determining if the abbreviated tbrm is worth pursuing in 

further studies. 



Results 

Sam ~ l e  Characteristics 

Residents. The mean age of the sample of residents for this study at  the time of 

interview was 80.35 (s.d. 8-27)? with ages ranging from 62 to 97. The majority o t  

residents were female (71%) and widowed (S8%), and most did not complete high 

school (57.4%). All were Caucasian. Detailed demographic information is displayed in 

TabIe 2.  

Mean age at relocation was 78.1 2 (s.d. 9.52), and ranged from 52 to 97. The 

average duration since their admission in to the Carewest system was 2.33 years (s.d. 

2.821, and ranged from one month to  10.5 years. The sample scored a mean of 24-91 

(s.d. 4.03) on the Folstein MMSE, with a range from 12 to 30. I t  was decided to inciude 

the two residents who scored under the stated cut-offof 15 (one  resident scored 14; 

the other, 12), considering that the data would be subgrouped and analyzed according 

to Folstein MMSE scores. 

Most of the residents considered themselves in good health (54.4%); the vast 

majority (85.3%) considered that their health was at least fair ( that  is, fair, good. or 

excellent). At least four chronic illnesses were endorsed per resident. The most 

commonly endorsed illnesses were hypertension (50.7%), arthritis (37.7Oh), 

cardio y ulm onary disorders (34.80/0), and stroke (34.8%). 

Family/Friend Caregivers. Of the 69 residents interviewed, 58 had familylfriend 

caregivers willing to participate in the study. Fifty percent of the familylfriend 

caregivers interviewed were daughters (32.8%) or daughters-in-law ( 17.2%); 10.3'!4 

were spouses of resif ents; siblings, sons, nephews or  nieces, and friends made up the 

remaining 40%. One  parent of a resident was interviewed. 

Most of the familylfriend caregivers maintained con tact with the resident by 

visiting with resident two to three times per week (4S0h), while some visited daily 
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Table 2.  Demographic intbrmation on the resident s a m ~ l e .  

Frequency Percentage 
Sex (N=69)  

Male 20 29 
Fern ale 49 71 

Ethnicity (N=69) 
Caucasian (White) 69 100 

Age (N=69) 
60-74 2 1 30.4 
75-85 3 1 45 
Over 85 17 24.6 

Marital Status (N=69) 
Single 8 11.6 
 married 12 17.4 
hr idowed 40 58 
Divorced/ Separated 9 13 

Education (N=68) 
5-8 years 17 25 
High School incomplete 22 32.4 
High School completed 16 23 -5 
Post High School, Business, 6 

or trade school 

1-3 years college 2 2.9 
4 years college completed 2 2.9 
Post-graduate college 3 4.3 



37 
( 10%). All but 8% of the familyltiiend caregivers visited the resident a t  least weekly. 

That remaining 8% made contact with the resident twice o r  three times per month. 

Familyltiiend caregivers were interviewed within an average of 15 days of the 

resident interview. Nine percent of the interviews were conducted over the telephone; 

the vast majority (9 1%) of  the familylfiiend caregivers were interviewed in person, 

either in their home o r  a t  the continuing care facility, according to their preference. 

Staff Caregivers. Staff caregivers were interviewed within a mean of nine days of 

the resident interview. O n  average the staff caregivers had known the resident 35 

months, and had been the primary staffcaregiver for the resident an average of 20 

months. The majority of staff caregivers interviewed were employed as "Team Leaders" 

tvi thin the Carewest administrative system (92.8%). As mentioned previously, Team 

Leaders are one of two registered nurses within each unit who have primary 

responsibility tbr the care of a given resident. Staff caregivers considered that they 

knew 71 % of the residents interviewed "very well;" 27.5% of the residents were 

considered known "somewhat well;" while 1.4% (representing a single resident) was 

considered to be known "not a t  all well" by the interviewed staff caregiver. 

Descriptive Statistics 

Descriptive statistics for all measures administered to participants are displayed 

in Table 3 .  For all measures, higher numbers indicate more symptoms (lower level of 

healthlwell-being). The SCID-IV anxiety and depression modules administered to 

residents, upon which the SCID-IV anxiety and depression symptom endorsements 

were based, were audiotaped and checked tbr inter-rater reliability. Twenty percent of 

the audiotapes were reviewed by an independent rater (a clinical psychology graduate 

student), and in ter-rater reliability was determined via a kappa coefficient of .88, 

which according to Cicchetti (1994), is excellent. 



Table 3. Means and standard deviations on ail measures. 

Measure Mean S.D. Possible Range within 
Range sample 

Residents (N=69) 
MIMSE 24.9 1 4.03 0-30 12-30 

SCID-IV depression symptoms 6.16 5.47 0-32 0-22 
SCID-IV anxiety symptoms 6.64 5.18 0-24 0-22 
BSI 2.30 2.63 0-24 0- 10 
AnTI-MW 7.02 2.34 1-20 4-15 

GDS 8.29 5.23 0-30 0-23 
Worry trequency 1.73 0.7 1 1-4 1-4 

Perceived health 2.54 0.78 1-4 1-4 
WQCCR (frequency) 14.75 1 1.36 0-100 0-57 

W QCCR (categorical) 6.75 4.48 0-25 0-24 

Fam ily/Friend Caregivers (N=58) 
SCID-IV depression symptoms 0.24 0.5 1 0-32 0-2 
SCID-IV anxiety symptoms 0.20 0.44 0-22 0-2 
GDS collateral 9.37 6.43 0-30 1-26 
WQCCR collateral (frequency) 2 1.64 14.9 1 0-100 0-56 

CVQCCR collateral (categorical) 1 1.39 7.62 0-25 0-25 

Staff Caregivers (N=69) 
SCID-IV depression symptoms 0.32 0.70 0-3 2 0 - 3 
SCID-IV anxiety symptoms 6.10 4.44 0-22 0-13 
Chronic itlnesses 7.12 1.64 0-29 4- 12 
ADLs 13.16 7.5 1 0-24 0 - 24 

Note: MMSE = Folstein Mini-Mental State Examination; SCID-IV = Structured 
Diagnostic Interview for the DSM-IV; BSI = Brief Symptom Inventory, Anxiety 
Dimension; AnTI = Anxious Thoughts Inventory, Meta-Worry Subscale; WQCCli = 
Worry Questionnaire for Continuing Care Residents; GDS = Geriatric Depression 
Scale; ADLs = Activities of Daily Living. 
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Reliability information, in the form of alpha coefficients and mean inter-item 

correlations, are displayed in Table 4. 

Cichetti's ( 1994) guidelines specie that alpha coefficients of less than -70 are 

unacceptable; those between .70 to -79 are fair; those between .80 to -89 are good; and 

those above -90 are excellent. Jarvis & Petty ( 1996) specit'y mean inter-item correlations 

of 3t  least -20 as acceptable. Unfortunately, these reliability analyses could not be 

performed on the SCID-IV anxiety and depression symptom checklists administered 

to collateral sources (both familylfriend and staffcaregivers). In the case of the SCID- 

IV anxiety and depression symptom checklists for familylfriend caregivers, and the 

SCID-IV depression symptom checklist for staff caregivers, the low endorsement o t 

symptoms precluded the possibility of conducting reliability analyses. Table 3 contirms 

this, as the ranges of each measure within the current sample were 0 to 2,0 to 2, and  0 

to 3 respectively. In the case of the SCID-IV anxiety symptom checklist for staff 

caregivers, although more symptoms were endorsed, there were too many items with 

zero variance to allow tbr an analysis of the measure's reliability. 

Reliability: The BSI, the AnTI-MW, and the CVQCCR (Resident and Collateral 

Versions1 

The BSI (Anxiety Dimension). Of a possible maximum score of 24, the residents 

scored a mean of2.30 (s.d. 2.63). Scores ranged tiom a minimum of 0 to a maximum 

of LO. The overall mean of inter-item correlations for the six items of the BSI was -165, 

and the scale had an alpha coefficient in this sample of 5 7 5 ,  much lower than the 

demonstrated internal consistency of this measure in other samples (alpha = .81). 

Mean scores on each item, and item-to-total correlations are displayed in Table 5. 



Table 4. Reliabilitv information for alt measures. 

Measure Alpha Mean inter-item correlations 
Residents (N=69) 

SCID-IV depression symptoms -820 ,233 
SCID-IV anxiety symptoms .33 1 -069 
BSI .5 75 -165 
AnTI-MW .695 -3 18 
GDS .80 1 -120 
CVQCCR (frequency) .82 1 -155 
WQCCK (categorical) -803 -142 

Fam ilylFriend Caregivers (N=58) 
SCID-IV depression symptoms - - - - - -  

SCID-IV anxiety symptoms ---  - - -  
GDS collateral -922 -285 
W QCCR collateral (frequency) -859 ,197 
WQCCR collateral (categorical) -934 -363 

Staff Caregivers (N=69) 
SCID-IV depression symptoms ---  - - -  
SCID-IV anxiety symptoms ---  - - - 
ADLs -928 -673 

Note: SCID-1V = Structured Diagnostic Interview for the DSM-IV; BSI = Brief 
Symptom Inventory, Anxiety Dimension; AnTI = Anxious Thoughts Inventory, 
h/leta-LVorry Subscale; WQCCR = Worry Questionnaire for Continuing Care 
Residents; GDS = Geriatric Depression Scale; ADLs = Activities of Daily Living. 



Table 5. The  Brief Symptom Inventory: Mean item scores and item-to total 
correlations. (N=69) 

. . 

Mean I tern-to-total 
I tern (range = 0 to 4) Correlations 

Over the past week, how much were you distressed by . . . 
1. Nervousness o r  shakiness inside? -464 -206 

7. Suddenly scared for no reason? .334 .314 
3. Feeling fearful? -203 .202 
4. Feeling tense and keyed up? -754 .556 
5. Spells of terror and panic? .I59 .077 
6. Feeling so restless you couldn't sit still? .39 1 .493 



42 
The AnTI-MW. Of a possible maximum score of 20, residents scored a mean of 

7.02 (s-d. 2.34). Resident scores ranged from a minimum of 4 to a maximum of 15. 

The overall mean of inter-item correlations on the AnTI was -3 18, and the alpha 

coetticient in this sample was -695, once again indicating that this measure performs 

somewhat less consistently in this sample than in the standardization sample (alpha = 

-75; Wells, 1994). Mean scores on each item, and item-to-total correlations are 

displayed in Table 6. 

The WQCCR (Resident Version). As indicated previously, the WQCCR was 

administered to residents in such a way that  they responded first categorically 

(yesho),  and then in terms of ti-equency of worry. This strategy was used in order to 

obtain information regarding simpler a n d  more comple~  formats of the same measure. 

That is, if the simpler categorical format were to prove equally reliable as the more 

complex frequency format. the categorical format would be preferred, particularly for 

the more cognitively impaired. All preliminary reliability analyses were thus performed 

on both categorical and frequency formats of the WQCCR. Test-retest reliability 

analyses were likewise performed on both tbrmats. The questionnaire was 

rsadministered atier an average of 12-85 (s.d. 5.71) days, with 68% of the original 

sample responding. 

Of a maximum possible score of 2 5 ,  residents scored an average of 6-75 (s.d. 

4.48) on the categorical format of the WQCCR. Residents most commonly endorsed 

worry over the health of loved ones (69.6%), their ability to remember important 

things (38.1 %), and keeping in touch with family and friends (37.7%). Residents' 

scores ranged from a minimum of 0 to  a maximum of 24. The overall mean of inter- 

item correlations was .l42, with an alpha coefficient of ,803. Test-retest reliability for 

the categorical version was .205 (p = .091 ), indicating that this version of the WQCCR 
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Table 6, The Anxious Thoughts Inventory (Meta- Worry Subscalel: Mean item scores 

and item-to-total correlations. (N=54) 

Mean Item -to-total I tern 
(range = I to  4) correlations 

1.  I take disappointments so keenly that I 1.462 0.394 
can't put them out of my mind. 

2. Unpleasant thoughts enter mymind 
against my will. 

3. I have difficulty clearing my mind of 
repetitive thoughts. 

1.43 1 

4. I think that I am missing out on things 
in life because I worry too much. 1.292 

5. I worry that I cannot control my 
thoughts as well as I would like to. 
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is likely not stable over the two-week retest time period. Mean scores for each item. 

and item-to-total correlations are displayed in Table 7. 

On the WQCCR version designed to assess frequency of residents' worries, the 

average score was 14.75 (s.d. 11 -36 )  of a maximum possible score of 100. Scores ranged 

from a minimum of 0 to a maximum of 57. The overall mean of inter-item correlations 

was - 1  55, and the alpha coefiicien t was .82 1, thus performing slightly better than the 

categorical version of the questionnaire. Test-retest reliability for the frequency format 

was good, correlating at -81 7 (p < .001). Item means and item-to-total correlations for 

the WQCCR frequency format are displayed in Table 8. 

As would be expected, the correlation between the frequency and categorical 

formats of the questionnaire was high (-918, c -001). Because of the slightly more 

reliable performance, and, more importantly, the temporal stability of the frequency 

format of the questionnaire, succeeding analyses focused on this format of the 

Nr Q CCR. 

The WQCCR - Resident Version (frequency) was evaluated for subgroups of 

residents. First residents were grouped according to scores on the Folstein MMSE, a 

classification particularly relevant to elderly residents of continuing care, as was 

discussed earlier- For the Folstein MMSE, a cut-off score of 24 was used to divide the 

sam y le in to subgroups in order to roughly distinguish those with from those without 

dementia (Reischies & Geiselrnann, 1997; Van der Cammen, Van Harskarnp, Stronks, 

Passchier, & Schudel, 1992). The residents were then grouped according to scores on 

the AnTI-MW. The latter subgroups were divided dong the median score of the 

sample, and was done in order to determine if the WQCCR pertormed better at 

relatively higher levels of generd worry. Means, standard deviations, alpha coefiicients, 

and inter-item correlations for each subgroup are displayed in Table 9. 
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Table 7. W or? Questionnaire For Continuing Care Residents (Categorical): Mean item 

scores and item-to-total correlations. (N=69) 

Mean [tern-to-total i tern 
(range = 0 t o  1) correlations 

vou worrv about.. . 
Your eyesight o r  hearing getting worse? 
Being able to enjoy eating your b o d ?  
Being able to sleep at night? 
Your physical health getting worse? 
Being able to remember important things? 
Feeling sad? 
Feeling lonely? 
The health of loved ones? 
Keeping in touch with family and friends? 
How family members are getting along with 
each other? 
Your relationship with a tkmily member? 
Being a burden to your family financially? 
Having enough money to  help family 
members who may be in need? 
Your relationships with other residents? 
Your relationships with staff members? 
Having to  be cared for by people other than 
your loved ones? 
Staff not  responding to your needs as 
quickly as you might like? 
Being able to  express your opinions freely? 
Others not  listening to your ideas o r  
opinions? 
Others making decisions for you that you 
would rather make yourself? 
Your personal belongings going missing? 
Having enough room for personal things 
you may want to have near you? 
Missing meals o r  other activities you may 
want to join? 
Having enough privacy? 
Finding enough to d o  - no t  being bored? 



Table 8. Worry Ouestionnaire for Continuin Care Residents (Frequency): Mean i tern 
scores and item-to-total correlations. (N=6O) 

I tern Mean Item -to-total 
(range = 0 to 4) correlations 

vou worrv about.. . 
Your eyesight or  hearing: getting worse? 
Being able to  en joy eating your food? 
Being able to sleep at night? 
Your physical health getting worse? 
Being able to remember important things? 
Feeling sad? 
Feeling lonely? 
The health of loved ones? 
Keeping in touch with family and friends? 
How family members are getting along with 
each other? 
Your relationship with a family member? 
Being a burden to your family financially? 
Having enough money to help family 
members who may be in need? 
Your relationships with other residents? 
Your relationships with staff mem bers? 
Having to be cared tbr by people other than 
your loved ones? 
Staff not responding to your needs as quickly 
as you might like? 
Being able to express your opinions freely? 
Others not listening to your ideas o r  opinions? 
Others making decisions for you that you 
would rather make yourselt? 
Your personal belongings going missing? 
Having enough room for personal things you 
may want to  have near you? 
Missing meals or  other activities you may want 
to join? 

Having enough privacy? 
25. Finding; enough to do - not being bored? 0.71 7 0.2 19 



Table 9. Worry Questionnaire for Con tinuinv Care Residents (Freauencv): Resident 

Mean SD Inter-item 
correlation 

Folstein MMSE scores 
2 24 15.200 12.45 1 0.854 0.190 30 
< 24 13.850 9.022 0.704 0.097 20 

AnTI-M W scores 
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Of the subgroups, both Folstein MMSE scores and scores on the AnTI-MW affected 

the performance of  the WQCCR in this sample. For those scoring below the cut-offof 

24 on the Folstein MMSE, the alpha coefficient for the WQCCR is just fair (-704); 

however for those scoring a t  o r  higher than 24 on the Folstein MMSE, the alpha 

coet'ticient of the WQCCR is good (354). Likewise, for those scoring at o r  below the 

median score of 6 on  the AnTI-MW, reliability o f the  WQCCR is fair (alpha coefticient 

= -709); whereas tbr those scoring on the higher end of the AnTI-MW the 

aIy ha coefticient is good (-820). 

The WOCCR (Collateral VersionL O n  average, LBmily/friend caregivers 

endorsed more items on  the WQCCR than did the residents. The diHerence between 

family/friend caregiver and resident rate of endorsement was statistically signif cant ( 5  

( 1 ,  5 7 )  = -3.16, p < -01). On  the categorical format of the scale, of the possible 

maximum score of 25, family/tiiend caregivers endorsed a mean of 1 1.39 worries (s-d- 

7.63), with scores ranging tiom 0 to 25, as compared to the mean resident 

endorsement of  6.75 (s.d. 4.48). The overall mean of inter-item correlations f o r  the 

scale was -363, with an alpha coet'ticient of .934. Means on individual items, and item- 

to-total correlations are displayed in Table 10. 

O n  the frequency format, of the possible maximum score of 100, familylfriend 

caregivers scored a mean of 21.64 (s.d. 14-91), again higher than the mean resident 

endorsement of 14.75 (s-d. 1 1  -36 ) .  The overall mean of inter-item correlations was 

-197, with an alpha coet'ticient of.859, indicating that with familflfriend collateral 

sources, the categorical format is more reliable. Individual item means, and item-to- 

total correlations tbr the frequency tbrmat of the WQCCR - ColIateral Version are 

displayed in Table 11.  

As expected, the correlation between categorical and frequency formats of the 

WQCCR (Collateral Version) was quite high (-950, < .001). 
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Table 10. Worry Questionnaire tbr Continuing Care Residents - Collateral Version 

/Categorical): Mean item scores and item-to-total correlations. (N=58)  

I tern Mean Item-to-total 
correlations 

Does the resident worry about.. . 
Hidher  evesight o r  hearing getting worse? 
Being able to eniov hisiher b o d ?  
Being able to sleeo at nieht? 
Hidher  ohvsicd health eetting worse? 
Being able to remember irnuortant thines? 
Fedine sad? 
Feeling lonelv? 
The health of loved ones? 
Keeoing in touch with farn ilv and  friends? 

10. How family members are getting along with 
each other? 

1 I .  His/her relationshio with a t'amilv member? 0.39 1 0.534 
12. Being a burden to hislher familv tinanciallv? 0.275 0.6 19 
13. Having enough money to help family 

members who may be in need? 
14. His/ her relationshios with other residents? 0.39 1 0.580 
15. Hidher  relationshios with statf-members? 0.406 0.676 
16. Having to be cared for by people other than 

0.449 0.6 15 
hislhet loved ones? 

17. Statf no t  responding to hisiher needs as 
quickly as he/she might like? 

18. Being able to  exoress hisiher ooinions ti-eelv? 0.377 0.6 17 
19. Others not  listening to hidher ideas o r  

opinions? 
20. Others making decisions for himlher that 

he/she would rather make himselflherselt? 
21. Hislher oersonal belonein~s goine missing:? 0.609 0.480 
22. Having enough room for personal things 

he/she may want to have near you? 
23. Missing meals or  other activities he/she may 

0.26 1 0.686 
want to join? 

24. Having: e n o w h  orivacv? . . 0.493 0.535 
35-  F- - no b o d  7 0-377 0 676 
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Table 1 I .  Worrv Questionnaire for Continuing Care Residents-Collateral Version 

/ Freauencv): Mean item scores and item-to-total correlations. (N  =48) 

I tern Mean Item -to-total 
(range = 0 to 4 )  correlations 

How often does the resident worm about.. - 
Hislher eyesight o r  hearing getting worse? 
Being able to en joy hislher h o d ?  
Being able to sleep at  night? 
Hidher physical health getting worse? 
Being able to remember important things? 
Feeling sad? 
Feeling lonely? 
The health of loved ones? 
Keeping in touch with hmily and friends? 
How family members are getting along with 
each other? 
Hidher relationship with a family member? 
Being a burden to  hislher family financially? 
Having enough money to help family 
members who may be in need? 
Hislher relationships with other residents? 
Hidher relationships with statfmem bers? 
Having to be cared for by people other than 
hislher loved ones? 
Staff not responding to hislher needs as 
quickly as he/she might like? 
Being able to express his/her opinions tkeely? 
Others not listening to hidher ideas o r  
opinions? 
Others making decisions for him/her that 
he/she would rather make himselflherselt? 
Hislher personal belongings going missing? 
Having enough room for personal things 
heishe may want to have near you? 
Missing meals o r  other activities helshe may 
want to join! 
Having enough privacy? 

25. Finding e n o u ~ h  to  do  - not being bored? 0.813 0.488 
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Validity: Patterns of Correlations 

The correlation matrix tbr all measures is displayed in Table 12. The single-item 

measures of worry frequency and perceived health, as well as "objective" measures of 

health (chronic illnesses and ADLs) are included in the table; correlations for only the 

frequency format of the WQCCR (both Resident and Collateral Versions) are 

displayed, as the categorical format had identical patterns. 

The BSI (Anxiety Dimension). The BSI correlated positively and signiticantly 

(Q < -05) with resident scores on the WQCCR, the AnTI-MW, the single-item worry 

frequency measure. the GDS, and the number of depression and anxiety symptoms as 

determined by both relevant modules of the SCID-IV. However, none of the anxiety 

m sasures tiom collateral sources (either fam ily/friend o r  staff caregiver) correlated 

signiticantly with the BSI. With regards to divergent validity, none of the health 

measures (perceived health, chronic illnesses, o r  ADLs) correlated signiticantly with 

the USI, nor any of the collateral depression measures. 

The AnTI-M W. The pattern of correlations for the AnTI-MW was identical to 

the BSI: the AnTI-MW correlated positively and signiticantly with the WQCCR, the 

USI, the single-item worry frequency measure, the GDS, and with the number of 

ansiety and depression symptoms as determined by the SCID-IV interview modules. 

None of the  collateral measures of anxiety correlated significantly with the AnTI-MW, 

nor did the health o r  collateral depression measures. 

The WOCCR (Resident Version). As mentioned previousiy, convergent and 

divergent validity of the WQQCR was determined through a multitrait (ansiety, 

depression, health), multimethod (self-report inventory, structured clinical interview, 

collateral information) matrix. The WQCCR (Collateral Version) was treated as a 

separate measure assessing residents' anxiety through collateral information. 



Table 12. Pattern of correlations: AU measures. 

1 Resident 
SCID-IV BSI AnTI-MW WQCCR W o v  SCID-IV Gm Perceived 

( A  nx.) (Freq.) Freq. 0) H ealth 
Resident 

SCI D- IV (Anx.) 
BS I -422'"' 

AnTI-hl\V 503""' -349" 

KQCCR (Frsq.) .592-' -3 I 1 *' .576"** 

Worry Frsq. ,532""" .5 16"" -299' -343' 

SCI D-I L' (D) .537'" .397"* .377"* -486""' -404% " 
G DS .570*"* .3 13"' -567"" -595"' -303" -628""" 
Perceived Health -243" -163 .079 -184 -248 -494"" -195 

FamilyIFriend 

SCID-IV (Anx.) - -004 -044 -.025 -107 -.066 -035 ,025 -.010 
iVQCCR (Freq.) -052 -.039 -. 004 .I34 .040 -159 -129 -.082 
SCI D- I L' (D) -. 137 -. 137 -. 131 -206 .035 -.242 -025 -.048 
GDS (Coil.) -005 -096 .060 -.017 -.2 19 -296' 263' -. 148 

Staff 

SCID-ICr (Anx.) -.012 -. 113 -.098 -.09 1 -082 -.I37 -.I93 -.025 

SC1 D-I L' ( D )  -228 -127 -205 -037 .I98 .095 -.018 -.028 
Chronic I IInesses -040 -.009 -077 -096 .007 -208 .059 -,239 
A DLs -06 1 -185 -233 -0 I8 . I02 .I74 .033 -. 130 

continued on next page 

Note: SCID-IV = Structured Diagnostic Interview for the DSM-IV; SSI = Brief 
Symptom Inventory, Anxiety Dimension; AnTI = Anxious Thoughts Inventory, 
Meta-Worry Subscale; WQCCR = Worry Questionnaire tbr Continuing Care 
Residents; GDS = Geriatric Depression Scale; ADLs = Activities o f  Daily Living. 



Table 12 continued. Pattern of correlations: All measures. 

Fam ilv/ Friend I Staff 
I I 

SCID-IV WQCCR SCID-IV GDS SCID-IV SCID-IV 
(Anx.) (Freq.) (D)  (Coil.) (hnx. )  0) 

Resident 

SCID-I V (Anx.) 

BSI 

A nT1- h.1 hr 

WQCCR ( Freq.) 

WQCCR (Cat.) 

SCID-IV (D)  

G DS 

Perceived Health 
- - - - -  - - 

FarnilyiFriend 

SCID-IV (Anx.) 

CVQCCR (Freq.) .082 

SCID-IV (D)  .058 -030 

GDS (CO~I. )  -.063 -595"' -130 

Staff 

SCI D-I V (Anx.) .04 1 -. 121 -152 2 9  1 

SCID-IY(D) -230 .228 -.057 -072 -090 

Chro nic IIlnlssses -. 1 I9 .030 -.058 -057 202 -160 

DLs -114 -093 -. 172 . I14 - .043 2 3 5  -084 
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The WQCCR correlated positively and significantly with the SCID-IV anxiety 

and depression modules administered to the residents, the BSI, the AnTI-MW, the 

GDS, and the single-item measure of worry tiequency. Of the resident measures, only 

the perceived health measure did not correlate with the WQCCR, thus supporting its 

divergent validity. Although one could argue that a single-item measure of perceived 

health may not be an adequate measure, it is worth noting that collateral measures of 

health (chronic illnesses, ADLs) likewise did not correlate significantly with the 

WQCCR. 

The WQCCR (Resident Version 1: A Pro~osed Abbreviation 

An abbreviation of the WQCCR (Resident Version) is proposed for two reasons: first, 

given the physical frailty of the continuing care population, brevity of reliable and 

valid assessment measures tbr use with this population is particularly important. 

Second, given the mean inter-item correlations on the original measure, it is apparent 

that the questionnaire could be improved from a psychometric viewpoint by deleting 

items which may not correlate well with other items, and with the scale as a whole- 

Thus in accordance with Jarvis and Petty's (1996) guidelines for retention of 

scale items, those items with an item-to-total correlation of -30 or greater on the 

frequency format of the WQCCR (Resident Version) were treated as a "new" scale, and 

subjected to preliminary reliability and validity analyses. The resulting abbreviated 

version of the WQCCR had 15 items (total possible score = 60) ,  and reliability analyses 

revealed an alpha coeficien t of -8 13. Since the original scale had an alpha coefticient of 

-82 1 ,  the abbreviated scale did not seem to suffer for having had ten items deleted. 

Furthermore, the overall mean of in ter-item correlations for the shorter version of the 

WQCCR was .225, thus meeting another of J a ~ s  and Petty's guidelines for item 

retention. Test-retest reliability for the abbreviated version is .82 1 (p < .OO 1 ), 



55 
indicating that the scale is likewise quite stable over the two-week test-retest period. 

Scale items for the new abbrebiated scale, along with their new item-to-total 

correlations, are displayed in Table 13. 

Means, standard deviations, and scale characteris tics tbr the 1 5-i tern abbreviated 

W QCCR (Resident and Collateral Versions) for the entire sample, and resident 

subgroups divided according to Folstein MMSE scores and AnTI-MW scores, are 

displayed in Table 14. As was true with the original version of the WQCCR, the 

abbreviated format seems to pertorm better among those residents with minimal 

cognitive impairment (as indicated by Folstein MMSE score 2 24), and particularly 

among those with higher levels of general worry as measured on  the AnTI-MW. 

Finally, preliminary validity information on the abbreviated WQCCR tbr the 

entire sample is displayed in Table 15. 



Table 13. Items retained for the Worry Questionnaire for Continuing Care 
Residen ts-Ab breviated. (N=69) 

[tern-to-Total 
Correlation with 

Item Abbreviated Scale 

How otien d o  you worry about.. . 
1 .  Being able to sleep at night? 
2. Your physical health getting worse? 
3 .  Being, able to remember important  things? 
4. Feeling sad? 
5. Feeling lonely? 
6. The health of loved ones? 
7. Keeping, in touch with family a n d  friends? 
8 How family members are getting along with each other? 
9. You relationships with staff members? 
10. Having to  be cared tbr by people other than your loved 

ones? 
1 1. Staff no t  responding to your needs as quickly as you might 

li lie? 

12. Being able to express your opinions tieely? -443 

13. Others no t  listening to  your ideas or opinions? 3 6 8  
14. Others making decisions for you that you would rather -495 

make yourselt? 
15. Missing meals o r  others activities you may want t o  join? -337 



Table 14. Worry Ouestionnaire for Continuing Care Residents - Abbreviated: 
Preliminary reliability intbrmation for Resident and Collateral versions. 

Mean SD Inter-item 
*lpha correlation 

Complete Sample 
WQCCR - Resident (N=62) 9.964 8-387 0.8 13 0.225 
WQCCR - Collateral (N=48) 14.229 10.071 0.818 0.228 

Folstein MMSE scores 2 24 
WQCCR - Resident (N=42) 10.095 8.795 0.833 0.254 
WQCCR - Collateral (N=32) 14.250 10.689 0.839 0.255 

Folstein MMSE scores <24 
WQCCR - Resident (N=20) 8.850 7.604 0.774 0.2 16 
W QCCR - Collateral (N= 16) 14.188 9.035 0.775 0.173 

AnTI -MMr  scores < 6 
WQCCR - Resident (N=17) 5.94 1 4.930 0.570 0.075 
WQCCR - Collateral (N= 1 2) 14.500 8.639 0.740 0.181 

AnTI-MW scores 2 6 
WQCCR - Resident (N=45) 11.1 11 9.01 1 0.825 0.234 
MrQCCR - Collateral (N=36) 14.139 10.616 0.838 0.253 



Table 15. Worry Ouestionnaire for Continuing Care Residents Abbreviated: 
Preliminarv validity intbrmation. 

WQCCR Abbreviated 
Anxiety Measures 

Resident 
SCID - IV 
BSI 
AnTI - MW 
Worry Freq. 

Fam ilyIFriend 
SCID - IV 
WQCCR - Collateral 

Staft- 
SCID - IV -. 105 

Depression Measures 
Resident 

SCID - IV .421*** 
GDS .616**' 

Family/Friend 
SCID - IV -.272 
GDS Collateral -.062 

Staff 
SCID - i V  -163 

Health Measures 
Resident 

Perceived Health 
Staff 

Chronic Illnesses 
AD Ls 
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Discussion 

The goals of this study were, first, to examine and report the psychometric properties 

of two brief self-report measures of anxiety in a sample of continuing care residents. 

The first measure, the anxiety dimension of the BSI, was chosen because of its 

consistency with more traditional conceptualizations of anxiety as it is defined in the 

general population. The second measure, the AnTI Meta-Worry subscale, was chosen 

in order to probe the etTectiveness of using an instrument that assesses worry as a 

measure of the cognitive aspect of anxiety, as suggested by Molina and Borkovec 

(1994). 

The second goal of this study was to develop a domain-specific measure of 

worry designed specitically to address issues within the continuing care setting, the 

Worry Questionnaire for Continuing Care Residents, and to report its psychometric 

properties. 

Generalizability 

Democra~hic Com~arisons. Demographic information from the current 

sample was compared to two sources: an extensive descriptive protile of Alberta's 

continuing care residents (Alberta Health, 1991), and a demographic summary (age 

and sex) available from Carewest for the period of data collection (Marian Molendyk, 

personal communication, July 8, 1999). 

In comparison with the Carewest continuing care population in Calgary at the 

time of data collection (May to November, 1998), the sample consists of relatively more 

residents belonging to the segment of the continuing care population between ages 60 

to 75. Two readily available but unfortunately undocumented reasons are possible tor 

the greater number of younger residents in the sample. The first possible reason is the 
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presence of cognitive impairment; the second possible reason is health status of the 

resident. 

The majority of the sample was recruited from Carewest's "Capable Seniors" 

program, indicating that the residents were individuals who were both physicalty and 

cognitively able to participate in a number of different programs. The resident 

protocol, as indicated earlier, takes about one hour to complete with a resident, thus 

ruling out potential participants who may not have been able to complete the interview 

for either health or cognitive reasons. The interview process itself, particularly if it is 

lengthy, requires physical energy as we1 as concentration, both of which may be 

ditticult for the frail elderly individual who may be suffering from some cognitive 

impairment (Edelstein & Sernenchuk, 1996). Additional support for these speculations 

regarding the sample lies in the fact that, in contrast to the approximately 40% of 

individuals with cognitive impairment in Alberta's continuing care facilities (Alberta 

Health, I99 1 ), only 32% of the current sample had even mild cognitive impairment. 

Somewhat remarkably, however, females over age 75, who constituted the 

largest segment of the Carewest population at  the time of data collection, was accurately 

represented: 52.2.941 of the sample were of that segment; 51.9% of the Carewest 

population were females over age 75. 

ivith regards to marital status, the current sample's patterns are similar to 

Aiberta's continuing care population over age 65 in 199 1 (Alberta Health, 199 1 ), in 

that the vast majority of the residents were either widowed, divorced, or separated; 

close to 20%) were married; and approximately 10% had never been married. 

Patterns of Resident Endorsement. Perhaps more significant when considering 

generalizability of data from the current sample is the endorsement of either anxious 

or depressive symptoms in the current study. In comparison with general adult 

populations, resident endorsement of symptoms were remarkably low. For example, on 
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the AnTI - MW, the current sample scored much lower (mean = 7.2) than the 

standardization sample mean of 1 1 (Wells, 1994). 

Although very little is known about the prevalence of anxiety in continuing 

care populations, comparisons could be made with prevalence rates of depression 

reported in the literature. For example, research has indicated that 12 to 26% of 

residents meet full diagnostic criteria for depression, and another 30 to 50% show 

marked depressive symptoms (Gerety et al., 1994; Parmelee, Kar ,  & Lawton, 1992; 

Parmelee, Lawton, & Katz, 1989). Endorsements of the current sample on the GDS 

indicate that only 21940 of the residents interviewed fell within the GDS cut-off points 

tor minor depression; only 9% met the GDS cut-off for major depression. 

In addition, published norms for community elderly on the earlier version of 

the BSI (Hale, Cochran, & Hedgepeth) noted that older adults "tend to report 

relatively high levels of distress on the BSI" (p. 322). However, resident endorsements 

on the anxiety measures in the current study were quite low, and were consistently 

lower than family/tiiend endorsements. 

Once again, levels of residents' health may have played a part in these patterns. 

Regardless of age, anxiety symptoms exhibit a strong negative linear relationship with 

physical health (Gurian & Miner, 1% 1 ). The same can be said of depressive symptoms 

(Parmelee, Katz, & Lawton, 1993). Furthermore, it is likely that those with mental 

health problems in this population are no t  as willing to participate in a research project 

that deals with mental health issues.There may therefore have been a strong self- 

selection bias in the current sample. 

A second possibility is that a selection bias occurred in referring suitable 

potential participants to the research project. For ethical reasons, researchers were not 

permitted to approach potential participants directly. The choice of appropriate 

residents was therefore the responsibility of the referring staff caregivers a t  Carewest, 
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who may have screened out  as inappropriate participants those residents who might 

have been sufTering from more anxious and depressive symptoms. Because elderly 

individuals tend to express depressive symptoms less in terms of depressed mood and 

more in terms of somatic o r  other complaints, such as sleep disturbances o r  aches and 

pains (Mrolk, Morrow, & Fredrickson, 1996); and because of the overlap between 

ansiety and somatic complaints (Smith, SherriU, & Colenda, 1995), only the exclusion 

criteria specified (ie., too physically ill to participate, severe communication problems, 

moderate to severe cognitive impairment, o r  non-English speaking) should have been 

used to deem residents as inappropriate for t he  study. Unfortunately, there was likely 

more informal screening taking place at the continuing care settings. 

Issues Related to Reliability of Measures 

The majority of measures used in the current study appear to have good to excellent 

reliability as determined by the alpha coefticien ts (see Table 4). It was unfortunate, 

however, that three of the four anxiety measures administered to  residents (the SCID- 

IV anxiety module, the BSI, the AnTI-MW) yielded unacceptable alpha coetticien ts, as 

evaluated according to Cicchetti's ( 1 994) guidelines. 

Two possible reasons could account for the  lack of reliability of the SCID-IV 

measure. Firstly, the SCID-IV was designed as a structured interview upon which basis 

a diagnosis of generalized anxiety disorder could be made. Deriving what is effectively a 

symptom checklist on the basis of the interview may have been inappropriate. On  the 

other hand, the same procedure was used for t h e  SCID-IV depression module, which 

yielded reliable results. A second and more likely possible reason, then, is the effect of 

the time frame of the interview questions on t he  reliability of endorsements. Whereas 

questions on the depression module tbcussed o n  symptoms experienced during the 
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previous month,  questions on  the anxiety module required the resident to report 

symptoms over the previous six months. 

The performance of the BSI in this sample is particularly disappointing (alpha 

coefticien t = .575), as compared to the normative sample (alpha coeficen t = -8 1 ; 

Derogatis & Spencer, 1983) of the earlier version of the BSI, for which norms for the 

elderly are available. As mentioned previously, the BSI has been fairly well used in 

studies involving community elderly. The current results imply that measures that 

may work reasonably well among community elderly are no t  guaranteed to work well 

among elderly residents of continuing care. Once again, however, the lack of variability 

in response may have affected the reliability of the measure. Also, the inclusion of the 

item regarding the experience of spells and  terror and panic, which had the lowest 

item-to-total correlation (.077), may have lowered the overall alpha coefficient fbr the 

BSI. Less than 9% of the current sample endorsed the panic item at all, indicating that 

the vast majority of the sample did no t  experience this symptom. This result is 

consistent with epidemiological data regarding panic disorder, of which spells of terror 

and panic are the primary symptom. According to Fisher and  Noll's (1996) summary 

of the epidemiological catchment area studies, no males over 65 qualitied for the 

diagnosis of panic disorder, and only 0.2% of females met criteria for panic disorder. 

Like the BSI, the AnTI-MW did no t  perform well in this sample, although the 

item-to- total correlations indicated a unified scale likely measuring a single trait. It may 

be worthwhile to test the reliability of  the AnTI-MW with a sample of residents 

endorsing a wider range of anxiety symptoms, as the alpha coefficient yielded in this 

sample was quite dose to the -70 guideline for acceptability, and may have suffered 

from a restriction of range. 

The  MrQCCR yielded good alpha coefficients in the current sample (for both 

categorical and frequency formats), but  mean inter-item correlations indicated the 
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need tbr a paring down of items. The abbreviated WQCCR is encouraging, since all 

resulting item- to-total correlations and the overall mean of in ter-item correlations are 

acceptable (Jarvis & Petty, 1996), and the alpha coefficient remained good despite 

fewer i tems. 

Two issues emerged in the process of analyzing the reliability of the WQCCR. 

The tirst issue concerned the effect of cognitive impairment on reliability; the second 

issue concerned the importance of process variables. 

Effect of Copnitive Impairment. As discussed earlier, the relatively high rate o t  

dementia in con tinuing care residents introduces complicating factors in the 

assessment and diagnosis of mental health problems in continuing care settings. The 

possible presence of cognitive impairment has obvious implications for the reliability 

and accuracy of measures used with older adults. Cognitively impaired residents may 

fail to understand the questions asked of them, or  may have difficulty with the Likert 

scale formats used in some of the measures in this study. According to Feher, Larrabee, 

and Crook (1992), cognitiveIy impaired older adults who deny memory loss may also 

tend to deny other symptoms. At the same time, because accurate responding to 

current sym p tomatology requires minimal memory ability, the use of shorter time 

frames ("right now," "past week") may increase reliability of measures. This is 

consistent with the earlier observation regarding the low reliability of the SCID-IV 

anxiety module, the time frame for which covered the previous six months, as 

compared to the good reliability of the SCID-IV depression module, the time frame tbr 

which only covered the previous month. 

Data from the current study regarding resident subgroups are likewise 

consistent with observations regarding the relationship between cognitive impairment 

and reliability of measures. Reliability estimates on the WQCCR for residents scoring 

above the cut-off score of 24 (chosen to roughly distinguish between those who are 
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and those who are not sutTering from dementia) are considerably better than for those 

who did not. With a iarger sample size it would have been possible, and preferable, to 

determine the reliability of the WQCCR for various cut-off scores on the Folstein 

MMSE. Such an analysis would have given a dearer picture of when (that is, a t  what 

cut-off score) the WQCCR becomes an unreliable assessment instrument. It is 

encouraging, however, that even for those in this sample who scored below 24 the 

alpha coescient  is still acceptable, albeit merely hir. 

Process Variables in Assessment. Almost incidental to the analyses for the 

current study, the consistently higher alpha coefficients and generally more  reliable 

characteristics of the retest administration of the WQCCR points to the possible role of 

process variables in the reliability of assessment measures. Alpha coefticients tbr the 

original WQCCR administration were fair to good; for the retest administration alpha 

coefiicien ts were good to excellent. Apart tiom the obvious reasons of self-selection 

(that is, only those most interested in participating in the research study actually 

consented to be interviewed a second time), at least two possible reasons may account 

for the ditference, both of which point towards the importance of process variables. 

Firstly, the WQCCR was administered on  its own during the second interview. That is, 

the formal, "questionnaire" part of the second interview was relatively short, and may 

have left more time for "small talk," o r  conversation meant to engage the resident 

partkipan t. Secondly, a second visit from the researcher likely meant that rapport had 

been built, and the relationship itself had changed from the tirst to the second visit. 

Little is known to date about process variables in psychological practice in 

general, and in assessment in particular. D u e  (1999) discusses why process variables 

have been neglected in psychology in the context of psychotherapy research. He cites 

the prevailing philosophy of science within psychology as necessarily focusing on 

con tent and outcome of psychological activity ( the  "what") rather than process (the 
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"how" and "why"). Until recently (that is, the last 15 to 20 years), at  least in North 

America, psychology has relied exclusively on  observable, measurable, external data to 

draw conclusions, to the neglect of process dimensions, thus accounting for the lack of 

research on process dimensions such as relationship and interpersonal variables, which 

have been deemed largely unmeasurable. 

Several strands of research have pointed to the need for more attention to 

process variables, however. For example, Wampold et al. (1997) conducted one of the 

latest and most sophisticated investigations in to the question of psychotherapy 

treatment outcome, and once again documented a lack of significant differences 

between bona tide therapies emanating from difterent theoretical traditions, a finding 

consistent with other studies from as early as 1980 (Luborsky s t  al., 1980). Thus, 

whereas psychotherapy in general has generally been shown to  be effective (Seligman, 

1996), the mechanism for its efiectiveness may have more to do  with relationship 

variables and other "unmeasurables" rather than a particular approach to 

psychotherapy, o r  particular psychotherapy techniques. 

One relationship variable which has received some attention in the literature has 

been the therapeutic alliance, defined as the collaborative relationship between the 

therapist and the client, as representing a "common thread among disparate 

therapeutic schools of thought" (Kivnick & Kavka, 1999). Edelstein and Semenchuk 

( 1996) describe the establishment of a therapeutic alliance through rapport-building as 

the in itial element in the assessment (and treatment) process. It is important that 

researchers and clinicians think of the process of building rapport not as a mere 

"preliminary" to the real business a t  hand, but to consider it as the first and necessary 

stage in accomplishing the business a t  hand (usually assessment). The collaboration of 

the client is necessary to any progress in either assessment or  treatment, and the 
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establishment ofrapport  as the first step in building a therapeutic relationship can 

determine the nature of the collaboration. 

Edelstein and  Semenchuk (1996) summarize five classes of therapist behaviour 

which have been shown to encourage a sense of trust in the therapist on  the part of the 

client, thus contributing to  positive relationships. These include therapist behaviours 

that convey: ( 1 ) the therapist's genuine concern for the welfare of the dien t; (2)  the 

therapist's willingness to  accept the client's "weaknesses;" (3) the therapist's 

understanding of the client's needs; (4) the therapist's beIief in the client's strengths 

and in a positive outcome; and (5) the therapist's honesty and dependability. Specific 

therapist behaviours would include smiling, remembering things that had been 

discussed previously, letting the client talk about things that are bothering him/her, 

and taking the t ime to  think before suggesting solutions to the client. D u e  ( 1999) 

addresses similar issues in a more general language, warning that clients and therapists 

tend to scrutinize no t  only outward behaviours but also the intentions behind the 

behaviour, which are often conveyed through both verbal and nonverbal means. 

An evaluation of whether process variables play a role in the increase in 

reliability from initial administration to retest administration of a measure, such as 

occurred in this study, would be both useful and interesting. 

Issues Related to Validity of Measures 

Construct validity of the measures in this study, and particularly of  the WQCCR, was 

evaluated with the use of a multitrait-multimethod matrix (MTMM; Cambell & Fiske, 

1959). Resident measures were all positively and significantly correlated to one another 

to varying degrees, with the exception of the measure of perceived health, which only 

correlated signi ticantly with the SCID-IV anxiety and depression modules. In this 
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respect, all the resident self-report questionnaires performed as was hopefully 

expected: that is, that they would no t  correlate with any health measures. 

Two issues emerged in the process of evaluating construct validity of the 

measures used in this study. The first issue pertains to the relationship between 

colIateral measures; the second issue lies in the difficulty of making empirical 

distinctions between anxiety and depression. 

The Use of Collateral Measures in Assessment. In the current study, none o t  the 

staff caregiver measures correlated significantly with resident o r  timily/tiiend caregiver 

measures. Of  the familylfriend caregiver measures, only the GDS -Collateral 

correlated significantly with resident measures: these correlations were in the expected 

direction, and with the expected measures (SCID-IV depression module, and GDS), 

thus indicating that the GDS - Collateral performed particularly well in this sample. 

It's correlation with the WQCCR - Collateral, however, indicates that the overlap 

between depression and worry may extend to family/friend caregivers' endorsement of 

measures. 

The use of multiple informants and collateral reports in assessment has been 

primarily used among children, in older medical patients with physical illnesses, and, 

to a lesser extent, among patients with severe mental illness. 

Assessment processes with children commonly follows a multimethod ternpiate, 

emphasizing the importance of gathering as much information as possible from 

difieient informants and different settings, in addition to  information gained directly 

trom the child (Mash & Terdal, 1997). In fact, diagnostic criteria for some childhood 

disorders such as Attention DeticitIHyperactivity Disorder (ADHD) require that 

problematic behaviour occur across two o r  more settings (American Psychiatric 

Association, 1994), thus rendering collateral reports a prerequisite to making a 

diagnosis. Taking ADHD as an example, the average correlation of reports from 
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diflerent sources of information (parent and  teacher) regarding behavioural criteria 

has been modest (about .30), and Barkley (1997) observes that "stipulating that 

parents and teachers must agree on the diagnostic criteria [for ADHD]  before a 

diagnosis can be rendered is probably unwise and unnecessarily restrictive" ( p. 93). 

Complete concordance in collateral reports in child assessment are not expected; 

instead the information is treated as additive and collaborative in order that the 

researcher/clinician be able to take into account as much intbrmation as possible (Mash 

& Terdal, 1997). In the current study, correlations among primary and collateral 

sources were quite low. In the case of the GDS - Collateral version, similar to the 

ADHD literature, correlations of family with primary sources hovered around -30. 

Research comparing familylfriend and professional caregiver reports with older 

medical patient reports tend to demonstrate high correlations in the domain of 

physical health (particularly easily observable indices such as activities of daily living), 

but not in less easily observed variables such as those in the psychosocial domain (e-g., 

Magaziner, Simonsick, Kahner, & Hebel, 1988; Rothman, Hedrick, Bulcroft, Hickam, 

& Rubinstein, I99 I ). A somewhat surprising tinding in this study is the lack of 

correlation between perceived health and number of chronic illnesses or  ADLs as 

assessed through staff reports. In fact, said correlations (such as they are) are negative: 

that is, tbr example, the greater the number of chronic illnesses, the better residents 

apparently perceived their physical health. However these results may be accounted 

for by the fact that mere number of chronic illnesses were measured, without regard 

for severity or  nature of illness. 

In the LPw studies among populations with severe mental illness the pattern 

remains similar as for older medical patients: that is, correlations were highest tbr 

measures of objective health, and  lowest for subjective measures of distress (e-g., Gater, 

Kinder, & Gudex, 1995). Since most of the measures used in the current study 
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necessarily measure subjective distress due to the nature of the construct (anxiety), 

perhaps the low correlations among sources is not too surprising. 

Agreement among collateral ratings of mental health problems, particularly 

symptoms of depression, has been examined among elderly populations, albeit in a 

limited number of studies. A number of general conclusions can be drawn from the 

results of these studies. First, comparisons of ratings from patient, familylfriend 

caregiver, and clinician caregiver have yielded moderate to high correlations (Teri & 

Wagner, 199 1 ), a result not replicated in this study with the exception of the 

established GDS and the GDS - Collateral version. Second, correlations between 

collateral ratings seem to be a function of the patient's cognitive knctioning: 

correlations are higher when patients are either not or  only mildly demented (Feher, 

Larabee, & Crook, 1992). Third, patient ratings tbr depression are generally lower than 

clinician ratings, which are in turn generally lower than family ratings (Burke, Rubin, 

Morris, & Berg, 1988; Miller, 1980; Rubin, 1990). Finally, professional caregivers tend 

to rate patients as more dysfunctional than would be suggested by more objective 

measures (Rubenstein, Schairer, Wieland, & Kane, 1984). 

In contrast to patterns from previous studies, tarn ily/friend caregivers in the 

current study endorsed the lowest nurn ber of symptoms on  the SCID-IV symptom 

checklists for both anxious and depressive symptoms. However, patterns of 

familylfriend caregiver endorsement on the questionnaires (GDS - Collateral and 

WQCCR - CoUateral) were consistent with previous research in that mean scores o n  

these measures were higher than those on the corresponding resident measures. 

Meanwhile, staff caregivers endorsed more symptoms than family/friend caregivers, 

but less symptoms than residents on both SCID-IV symptom checklists. 

The difference in patterns of response between questionnaire and interview 

data from resident sources again points to issues of assessment process discussed earlier. 
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That is, it is likely that continuing care residents are more willing to discuss difliculties 

and symptoms in an interview format, and,  when faced with fixed choices in a 

questionnaire format, would tend to underreport symptoms. 

The current study also yielded quite a different pattern on SCID-IV 

in  terviews/checklists than what was expected given previous research in the area. That 

is. in the current study family/friend caregiver ratings of symptoms were the lowest, 

closely tbllowed by staff caregiver ratings. Resident endorsement of symptoms via 

interview were the highest. Aside from process issues (questionnaire vs. interview), 

other factors may have come into play to  account for these results, although the 

reasons suggested here will be necessarily speculative. With regard to family/friend 

caregivers, low symptom endorsements on the SCID-IV symptom checklists may 

retlect their lack of knowledge regarding the daily functioning o f t h e  resident (sleep 

patterns, appetite, etc.), whereas higher endorsement of questionnaire items may 

retlect themes dealt with in their interactions with residents (e-g., worries). 

Staff caregivers in this study endorsed much fewer depression symptoms than 

did residents; whereas endorsement of anxiety symptoms were com parable to resident 

sources. Two possible reasons may account for this result. Firstly, the time frame of the 

SCID-IV checklists may have affected patterns of response. That is, retlecting over a 

six-month time frame, staffcaregivers may have tbcussed o n  salient negative aspects of 

dealing with the resident, and therefore endorse more anxiety syrn ptoms such as 

irritability and restlessness. Secondly, the anxiety symptom checklist includes more 

readily observable items (e-g., fidgeting, irritability, tension) as compared with the 

depression symptom checklist which includes more items of personal distress 

(thoughts of death, suicide, loss of pleasure). 

In light of previous research, the generally low correlations between sources in 

the current study are somewhat puzzling. However, it must be noted that none of the 
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previous studies were conducted in continuing care settings. Systemic bctors m ay have 

played a role in some of the observed patterns of correlations. No t  only are the 

family/friend caregivers somewhat distanced from the day-to-day hnctioning of 

residents, but Team Leaders, who were the staff collateral sources for the current 

study, may no t  have had enough daily contact with the resident either. The 

hierarchical model of staffing in most continuing care facilities in general (Zarit, Dolan, 

8r Leitsch, I998), and Carewest in particular, implies that those with the most training, 

including Team Leaders, do not necessariiy know the residents well. 

Perhaps more importantly, many continuing care facilities still operate on a 

medical model: that is, they are staffed and equipped to deal with physical, rather than 

psychological distress (Sm yer & Qualls, 1999). The majority of staff caregivers a t  

continuing care facilities are licensed practical nurses and registered nurses, who likely 

have not had geropsychological training. Furthermore, faced with multiple physical 

health complaints tiom residents requiring various diets, activities, and schedules of 

medication, staff caregivers may simply find it too overwhelming to  think in terms of 

mental health care as well. 

In any event, as Edelstein and  Semenchuk (1996) conclude (and as is the 

current practice in child assessment), "perhaps the best model of information 

gathering is one  that includes as many sources as possible so that a convergence of 

information is accumulated" (p. 158). In the assessment of continuing care residents, a 

variety of methods for assessment may also be important, in light of the difterences 

between questionnaire and interview data. 

Distinguishing Anxiety from Depression. Results of the current  study indicate 

substantial correlations between self- report measures of anxiety a n d  depression, 

regardless of method of assessment (interview vs. questionnaire). As mentioned 

previously, making em piricd distinctions between anxious and depressive symptoms 



has so far been a daunting task. Dobson (1985) observed that although the 

phenomenological difierence between the experience of anxiety and depression may 

seem relatively straigh tiorward, making empirical distinctions between these 

experiences in the general population have been so complicated as to seem impossible. 

In the general population, correlations between self-report measures of anxiety and 

depression are quite high, averaging about .67 among patient populations, and  -70 

among nonpatient populations (Clark & Watson, 199 1). 

Correlations between resident measures o f  depression and anxiety were not 

quite so high in the current sample. In fact, on  a positive note, correlations were 

highest behveen the GDS and the SCID-IV (Depression) interview (-628). Among 

measures of depression and anxiety, the GDS correlated most highly with measures 

which attempted to isolate the cognitive/affeaive component of anxiety from its 

somatic component (AnTI-MW and WQCCR), 

Several models of the relationship between anxiety and depression have been 

proposed in the general population that retlect some of the phenomenological 

ditt'erences summarized by Watson and Kendall (1 989a) and outlined earlier. For 

exam ple, Beck's ( 1 976) cognitive speci ticity model articulates the differences in 

cognitive content between anxiety and depression. That is, cognitive con tent in anxiety 

tends to be oriented to anticipatory kars regarding future events, whiIe cognitive 

con tent in depression focuses more on perceived o r  actual loss experiences in the past. 

The helplessness/hopelessness model of anxiety and depression views the two 

constructs as points along a unitary continuum: that is, "whereas anxiety is caused by 

helplessness (uncertain or  certain ), depression (specifically, the hopelessness sub type) 

occurs when helplessness becomes hopelessness" (Alloy, Kelly, Mineka, & Clements, 

1990, p. 518). This model lends a developmental tlavour to the relationship between 

anxiety and depression, and highlights their connection with the concept of perceived 
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control. The model implies that subjective distress regarding events beyond one's 

perceived control first takes the tbrrn of anxiety, in which the general stance is 

engagement; however, when controi is not  regained the anxious person withdraws and 

begins to manifest symptoms of depression. 

The question of whether anxiety and  depression are deveiopmentally linked 

also arises in the child psychopathoiogy literature, mainly due to the fact that the 

prevalence rates of anxiety are highest in early to middle childhood (Barrios 8r 

Hartmann, 1997), while prevalence rates of depression are highest in late childhood to 

adolescence (Corn pas, 1997). In addition, the nature of anxiety has been shown to 

change with age: older children tend to express their anxiety in terms of worry, rather 

than nightmares or  physical ailments as in younger children. Thus o n e  might speculate 

that some childhood anxiety may differentiate into depression according to the 

helplessness/hopelessness model; on the other hand, developmental changes in the 

expression of anxiety may contribute to more symptom overlap with depression (e-g., 

worry in anxiem with obsessive thinking in depression). 

Clark and Watson's (1 99 1 ) tripartite model of anxiety and depression is an 

attempt to explain overlapping and distinctive anxious and depressive symptoms. 

According to this model, "anxious and depressed syndromes share a signiticant 

nonspecitic component that encompasses general affective distress and  other corn mon 

symptoms, whereas these syndromes are distinguished by physiological hyperarousal 

(specific to anxiety) versus the absence of positive aft'ectivity (specific to depression)" 

(Clark & Watson, p. 33 1). Within the tripartite framework, therefore, a nonspecitic 

factor common to both depression and anxiety would account for the  strong 

association between current measures of anxiety and  depression in the general 

p opulation. 



The current study focussed on the assessment of worry as the cognitive 

component of anxiety in an attempt to isolate anxiety symptoms from symptoms of 

physical health problems. Unfortunately, this focus probably highlighted common 

teatures between anxiety and depression as posited by Clark and Watson's ( 1 99 1 ) 

triipartite model. Evidently, each of the models discussed above needs investigation in 

the continuing care population. 

Most of the models just discussed have been tested to varying degrees among 

the general younger adult population; some have been investigated among younger 

populations of adolescents and children. So far, no theoretical model of the 

relationship between anxiety and depression has been investigated in an older adult 

population, despite the fact that clarifying this relationship among older adults may be 

especially valuable- Parmelee, Lawton, and Katz ( 1998) point out particularly the 

potential usefulness of making distinctions between psychic symptoms of anxiety 

versus somatic symptoms of anxiety in the elderly. Among continuing care residents, 

the implications o f a  clear differentiation between anxious and depressive symptoms 

could mean substantial changes in medication and programming. 

Limitations of the Studv 

The current study has several limitations. The sample size was small, precluding more 

sophisticated statistical analyses of measures. Speciticdly, a factor analysis at least of the 

WQCCR would have been desirable, and would have afforded a closer look at the 

content of residents' worries. Although the most frequently endorsed worries of 

residents according to this study appear to be related to relationship issues (worry 

about the health of Loved ones, worry that residents would not remember important 

things, and worry about keeping in touch with family and friends), a much dearer 

picture of how the items on the WQCCR grouped together, and how those groups of 
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i terns in turn correlated with other measures, would have been particularly interesting 

and useful. 

The small sam ple size may have given rise to a somewhat restricted range of 

responding on the various measures. In particular, the residents in this sample 

generally endorsed remarkably few syrn ptom s of anxiety and depression, in 

comparison not  only with the general adult population, but also with other continuing 

care populations. Questions arise regarding the process of resident recruitment for 

participation in the current study, which admittedly let% open the possibility of several 

selection biases to operate. As discussed previously, Carewest staff may have been 

reluctant to refer residents to  the study who were either in poor health (though not 

meeting exclusionary criteria), o r  already suffering from anxious and depressive 

symptoms. 

In addition, residents themselves may have been reluctant to report symptoms, 

whether from natural reticence to discuss feelings of subjective distress, or  for other 

reasons. I t  is important to remember that physically frail residents may feel vulnerable 

within the continuing care setting. Fears of appearing ungratetd, complaining, o r  

problematic may have played a part in resident endorsements, despite assurances of 

contidentiality. At any rate, a broader range of symptomatology among resident 

participants would likely have provided more information regarding the reliability of 

the various measures used, and the pattern ot'correlations between measures. 

Finally, the results of the interviews with staff caregivers suggests the possibility 

that perhaps the Team Leaders were not  in the best position to respond to some of the 

measures. Although the Team Leaders had the most training and were responsible for 

the participating residents, perhaps those with less training but more persona. day-to- 

day contact with the resident might have been more appropriate sources of 

information (Zarit, D o h ,  & Leitsch, 1998). 



Implications and Future Directions 

The current study raises several issues with implications tbr working with 

elderly residents of continuing care facilities. First of all, the evaluation of psychometric 

properties of d i e r e n t  measures for use among continuing care residents is still 

necessary. More specifically, low reliability for the BSI implies that a measure that may 

perform adequately among community elderly may not be appropriate for continuing 

care residents. 

Secondly, both the WQCCR and the single-item question regarding worry 

frequency show promise in this population. Like the WQCCR, the single-item worry 

frequency question correlated in expected directions with other measures of anxiety; 

more importantly, it seemed to  differentiate worry symptoms from physical health 

complaints, and may thus be usetrul as a screening item for anxiety. The WQCCR 

likewise correlated significantly with other measures in expected directions, and seemed 

to have valid content, as none of the WQCCR items were never endorsed by the whole 

sample. Further analysis of the abbreviated form of the WQCCR with different, larger 

samples of continuing care residents seems warranted. 

Thirdly, the level of an  individual's cognitive functioning should always be 

taken in to consideration during assessment and treatment. Both researchers and 

practitioners would do well to remember that the reliability and validity of measures 

are Likely dependent on the client's level of cognitive functioning. Likewise, process 

variables may play a vital role in the reliability and validity of measures. The 

establishment of rapport between researcher/dinician and resident may make a big 

difference in the results of assessment and treatment procedures. Unfortunately, the 

area of process variables in general is underresearched in psychology, and is in need of 

closer atten tion. 
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Fourthly, relationships between the collateral measures used in this study seems 

to imply that, as in the child psychopathology, health, and schizophrenia literatures, 

various sources of information should be taken additively, as if snapshots of the same 

event were being taken from dif3erent angles. I t  is important to include the residents 

them selves in the assessment procedure, particularly when dealing with issues of 

psychological distress since subjective areas tend yield the least convergence between 

primary and collateral sources. The researcher/clinician's task then is to sort through 

the intormation in order to come up with the most useful formulation for analysis, 

treatment, o r  program planning. 

Finally, the relationship between anxiety and depression remains a conundrum 

for a variety of populations, including the population of continuing care residents. 

Among the elderly particularly, "accurate psychiatric diagnosis o f  late life affective 

disorders is in many ways an exercise in disentangling confounds" (Parmelee, Lawton, 

& Katz, 1998, p. M I  55). The overlap between anxious and depressive symptoms (both 

psychic and somatic) in the continuing care population is especially worth 

investigating, not only because of the apparently high rates of both kinds of symptoms 

among this population, but  also because the overlap of symptoms is likely further 

complicated by the possibility of cognitive impairment, the presence of multiple 

chronic illnesses and medication for such illnesses which may produce anxious or  

depressive symptoms, and the individual's level of hnctional health. Still, the 

implications of the presence of either anxiety o r  depression for programming and 

medication renders clarification of such relationships necessary. 
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Appendix A 
Informed Consent Forms 



INFORMED CONSENT 
(Residents) 

Research Project Title: The Assessment of Depression and Anxiety in 
Continuing Care Residents: How Good are Collateral Reports? 

Investigators: Candace Konnert, Ph.D., Meyen Hertzsprung, B.A., Jaylene 
Brin ker (Research Assistant) 
Funding Agency: Alberta Heritage Foundation for Medical Research 

This consent form, a copy of which has been given to you, is only part of 
informed consent. It should give you the basic idea of what the research is 
about and what your participation will involve. If you would like more detail 
about something mentioned here, or  information not included here, please 
ask. Please take the time to read and listen to this form carefully and to 
understand any accompanying information. 

The overall goal of this study is to understand better the process of assessing 
well-being in persons like yourself, who are living in continuing care 
facilities. More specifically, we are interested in the assessment of depression 
and anxiety or worry in continuing care residents. Also, we are interested in 
the amount of agreement across reports of depression and anxiety given by 
residents themselves, their family caregivers, and the staff members who care 
for them. This is important because decisions such as giving medication or 
participating in group programming are often based on reports Crom all 
three sources. We need to know whether there is agreement about residents' 
well-being among those persons involved in decisions about care. To 
achieve our goal we would like to interview you for about 1 to 1 - 1/2 hours. 
This consent form describes the interview to you and requests your 
participation. 

The interview consists of a variety of questions beginning with general 
information about your background, such as your birth date, your education 
and past occupation(s), your marital status and family members, and your 
physical health including some questions about your memory. We will then 
ask you some questions about your emotional well-being. We will also ask 
your fam ilylfriend caregiver and a staff person who knows you well similar 
questions about your well-being. You may find some of these questions 
rather personal but our interviewers are very experienced in talking with 
people about their emotional well-being. Also, if there are questions you 
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would prefer not to answer that will be fine. Part of the interview may be 
audiotaped so that we can go back and make sure that our  information is 
correct. If you would prefer not to have your responses audiotaped please let 
us know and we can omit that from our procedure. 

You should know, as well, that the information you give us will be kept 
confidential and will not be shared with anyone you know, including your 
family members o r  persons at your residence. After you complete the 
inteniew, the questionnaire and audiotape will be kept in a locked file. You 
will be given a number code and will not be identified by name. 
Furthermore, all the information will be treated as group data and pooled 
across many respondents. 

Participation in this study does not involve risk or discomfort other than the 
sensitivity and personal nature of some of the questions. I t  has the potential 
to detect any emotional difficulties you might be experiencing. In addition, 
your participation may benefit other people who live in continuing care 
settings by improving our ability to assess the well-being of residents. We 
will provide you with a summary of our results at the end of the study so that 
you can see how this research might help others. 

I f  you find the interview is too long please let me know and we can stop and 
perhaps continue at a later time. Or, if you like, you can withdraw from the 
study completely. Whether o r  not you choose to participate or  continue in 
the study will have no effect on the care you receive or on  the attitudes of 
other people towards you. 

In addition, we would like to ask you some of the same questions in about 
one or two weeks. The purpose of this is to find out how well our measures 
are working. Your consent to participate today does not mean that you have 
to be interviewed again in two weeks. We will ask your permission and 
obtain your informed consent again at that time. 

Your signature on this form indicates that you have understood to your 
satisfaction the information regarding participation in the research project 
and agree to participate as a subject. That is, you will be asked to answer 
questions about your background, and your physical and emotional well- 
being. Also, you understand that your family/friend caregiver and a staff 
person who knows you well will also be asked to answer questions about 
your emotional well-being. In no way does this waive your legal rights nor 
release the investigators, sponsors, or involved institutions from their legal 
and professional responsibilities. As I indicated already, you are free to 



withdraw horn the study at  any time. Your continued participation should 
be as informed as your initial consent, so you should feel free to ask for 
clarification or new information throughout your participation. I f  you have 
further questions concerning matters related to this research, please contact 
Dr. Candace Konnert at 220-4976. 

I f  you have any questions concerning your participation in this project, you 
may also contact the Office of the Vice-president (Research) at the 
University of Calgary, and ask for Karen McDermid at 220-3381. 

Signatures: 
Participant: 

Legal Guardian: 
(if appropriate) 

Interviewer: Date: 

CONSENT FOR RELEASE OF MEDICAL RECORDS 

In addition to interviewing you as described above, we would like to look at 
your medical chart to obtain information about your background and your 
physical health. As indicated above, this information is confidential and will - - 
not be shared with anyone who does not already have access to it, for 
example, staff members. The information from your chart will be released 
only an anonymous and averaged format. ~ h u s ,  your second signature 
indicates that you have given your permission to access your medical 
records. Again, in no way does this waive your legal rights nor release the 
investigators, sponsors, or  involved institutions from their legal and 
professional responsibilities. 
Participant: 

Legal Guardian: 
(If appropriate) 

ewer: Date: 

A copy of this consent form has been given to you to keep for your records 
and reference. 



INFORMED CONSENT 
(Familyffriend version) 

Research Project Title: The Assessment of Depression and Anxiety in Continuing Care 
Residents 

Investigators: Candace Konnert, Ph.D., Principal Investigator 
Research Assistants: Meyen Hertzsprung, JayIene Brinker, Cheryl Chang 

Funding Agency: Alberta Heritage Foundation for Medical Research 

This consent form, a copy of which has been given to you, is only part of intbrmed 
consent. I t  should give you the basic idea of what the research is about and what your 
participation will involve. If you would like more detail about something mentioned 
here, or information not included here, please ask. Please take the time to read this form 
carefully and to understand any accompanying information. 

The overall goal of this study is to understand better the process of assessing well-being in 
continuing care residents. More specifically, we are interested in the degree of agreement 
among reports of depression and anxiety or worry given by residents themselves, a family 
memberlfriend like yourself, and the staff members who care for them. This is important 
because decisions such as giving medication or participating in psychosocial activities are 
often based on reports from all three sources. We need to know whether there is 
agreement about residents' well-being among those persons involved in decisions about 
care. To achieve our god we would like to interview you for about 30 minutes. This 
consent form describes the interview to you and requests your participation. 

The interview consists of a variety of questions pertaining to the general well-being of the 
resident, and one question about your own well-being. We have asked your fmily 
memberlfriend similar types of questions. You may find some of these questions rather 
personal but our interviewers are very experienced in talking with people about emotional 
well-being. Also, if there are questions you would prefer not to answer that will be tine. 
You should know, as well, that the information you give us will be kept confidential and 
will not be shared with anyone you know, including your family memberftiiend, or staff 
at the continuing care facility. After you complete the interview, your questionnaire will 
be kept in a locked tile. You will be given a number code and will not be identitied by 
name. Furthermore, all the information will be treated as group data and pooled across 
many respondents. 

Participation in this study does not involve risk or discomfort other than the sensitivity 
and personal nature of some of the questions. Your participation may benetit other 
people who Iive in continuing care settings by improving our ability to assess depression 
and anxiety in residents. We will provide you with a summary of our results at the end of 
the study so that you can see how this research might help others. 

If you find the interview is too long please let me know and we can stop and perhaps 
continue at a later time. Or, if you like, you can withdraw from the study completely. 



Whether or not you choose to participate or continue in the study will have no effect on 
the care your family rnember/fiiend receives, or on the attitudes of other people towards 
himlher or you. 

Your signature on this tbrrn indicates that you have understood to your satisfaction the 
information regarding participation in the research project and agree to be involved. In 
no way does this waive your legai rights nor release the investigators, sponsors, or  
involved institutions from their legal and professional responsibilities. As I indicated 
already, you are free to withdraw from the study at any time. Your continued 
participation should be as informed as your initial consent, so you should feel free to ask 
for claritication or new information throughout your participation. I f  you have further 
questions concerning matters related to this research, please contact 
Dr. Candace Konnert at 220-4976. 

If you have any questions concerning your participation in this project, you may also 
contact the Ofice of the Vice-president (Research) at the University oFCalgary, and ask 
for Karen McDermid at 220-338 1. 

Participant: 

In teniewer: Date: 

A copy of this consent form has been given to you to keep for your records and reference. 



INFORMED CONSENT 
(Staff member version) 

Research Project Title: The Assessment of Depression and Anxiety in Continuing Care 
Residents 

Investigators: Candace Konnert, Ph-D., Principal Investigator 
Research Assistants: Meyen Hertzsprung, Jaylene Brinker, Cheryl Chang 

Funding Agency: Alberta Heritage Foundation for Medical Research 

This consent form, a copy of which has been given to you, is only part of informed 
consent. It should give you the basic idea of what the research is about and what your 
participation will involve. If you would like more detail about something mentioned 
here, or information not included here, please ask. Please take the time to read this form 
carefully and to understand any accompanying information. 

The overall goal of this study is to better understand the process of assessing well-being in 
continuing care residents. More specifically, we are interested in the degree of agreement 
across reports of depression and anxiety given by residents themselves, famiIy/friend 
caregivers, and staff members like yourself. This is important because decisions such as 
uiving medication or participating in psychosocial activities are often based on reports 4 
trom all three sources. We need to know whether there is agreement about residents' 
anxiety and depression among those persons involved in decisions about care. To achieve 
our goal we would like to interview you for about 20 minutes. This consent tbrm 
describes the interview to you and requests your participation. 

The interview consists of a variety of questions pertaining to the general well-being of the 
resident. We have asked himlher similar types of questions. If there are questions you 
would prefer not to answer that will be fme. You should know, as well, that the 
information you give us will be kept confidential and will not be shared with anyone you 
h o w ,  including the resident, hidher family or friend caregiver, or other persons at 
Carewest. After you complete the interview, your questionnaire will be kept in a locked 
tile. You will be given a number code and will not be identified by name. Furthermore, a l l  
the information will be treated as group data and pooled across many respondents. 

Participation in this study does not involve risk or discomfort other than the sensitivity 
and personal nature of some of the questions. Your participation may benefit people who 
live in continuing care settings by improving our ability to assess depression and anxiety 
in residents. We will provide you with a summary of our results at the end of the study so 
that you can see how this research might help others. 

We can stop the interview at any time and perhaps continue at a later time. Or, if you 
like, you can withdraw from the study completely. Whether or not you choose to 
participate or continue answering questions will have no effect on any aspect of your 
ernploymen t with Carewest, including your performance evaluations. 



Your signature on this form indicates that you have understood to your satisfaction the 
information regarding the research project and that you agree to participate. In no way 
does this waive your legal rights nor release the investigators, sponsors, or involved 
institutions from their legal and professional responsibilities. As I indicated already, you 
are free to withdraw from the study at any time. Your continued participation should be 
as informed as your initial consent, so you should feel free to ask for clarification or new 
information throughout your participation. I f  you have hrther questions concerning 
matters related to this research, please contact 
Dr. Candace Konnert at 220-4976. 

i f  you have any questions concerning your participation in this project, you may also 
con tact the Office of the Vice-president (Research) at the University of Calgary, and ask 
tor Karen McDemid at 220-338 1. 

Participant: 

Interviewer: Date: 

A copy of this consent form has been given to you to keep for your records and reference. 
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Research Protocols 



The Assessment of De~ression and Anxiety in Continuing Care Residents 
(Resident version) 

A. 1. Participant's I.D.: 2. Date of interview: 

3. Place of 
residence: 4.Inteniewer: 

(Site and unit) 
5. Date of relocation to this residence (from chart): 

6. Name of cargiver informant: 7. Relationship: 
(First name only.) 

8. Xame of staff informant: 9. Position: 
(First name only.) 

**********************************************************************************+ 

I3. First I would like to learn something about your personal background. (Confirm 
demographic data tiom medical chart.) 
1. Participant's gender: Male Female 

2. Participantis ethnicity (clarify if necessary): 
1 Caucasian 
2 Asian (please specit?): 
3 Native Canadian 
4 East Indian 
5 Black 
6 Other (please specify): 

3. What is your date of birth? Day Month Year 

4. What is your age? 

5. What is your current marital status? 
1 Single 
2 Married 
3 Widowed 
4 Divorced 
5 Separated 

6. How far did you go in school? (Please indicate the highest level completed.) 
1 0-4 years 
2 5 -8 years 
3 high school incomplete 
4 high school completed (grade 12 grade 1 1 1 
5 post high school, business or trade school 
6 1-3 years college 
7 4 years college completed 
8 pos t-graduate college 



7. Were you employed outside of your home for most of your life? 

Yes No If  no: Homemaker Yes No 

If yes, what kind of work did you do? tbr most o f  life? 

8. How many children d o  you have (include adopted and stepchildren)? 

no children number of daughters number of sons 

9. If children identified, how many of these children live in Calgary? 

number of daughters number of sons 

10. Now I would like to ask you a few questions about your relatives and friends. 
Thinking about these people, who visits you most often? 
(Indicate name and relationship. Attempt to identify preferably one person, perhaps 
hvo.) 

1 1 .  How often do you visit with 
Person 1 
1 daily or  almost daily 
2 4-5 times per week 
3 2-3 times per week 
4 weekly 
5 2-3 times per month 
6 monthly 
7 less than once per month 

? 
Person 2 (if necessary) 

1 daily o r  almost daily 
2 4-5 times per week 
3 2-3 times per week 
4 weekly 
5 2-3 times per month 
6 monthly 
7 less than once per month 

12. How would you rate your physical health a t  the  present time? 
I excellent 
2 good 
3 fair 
4 poor 

13. Compared to others your age, how would you rate your health a t  the present time? 
1 excellent 
2 good 
3 fair 
4 poor 

(Insert Folstein MMSE here.) 



C. STRUCTURED INTERVIEW (SCID-IV) FOR DEPRESSION AND ANXIETY 
(Request permission to tape). Note that subthreshold responses indicate that the 
symptom is present but does not meet criteria (e.g. not inearly every dayi or  ias long as 
hvo weeksi or weight losslgain but without meeting 5% criteria, etc). For every 
subthreshold response, indicate the reason for not meeting full criteria. 

1. Now I am going to ask you some questions about your mood. In the last month, 
has there been a period of time when you were feeling depressed or  down most of 
the day nearly every day? (What was that like?) 

? false subthreshoid true 

Describe resident's report of 
symptoms: 

I a. IF YES, how long did it last? (As long as two weeks?) 

false subthreshold true 

Comments 
(duration): 

1 b. Did anything happen that made you feel depressed or down? no yes 
Describe (if bereaved, indicate date of death and relationship): 

1 -. What about losing interest or pleasure in things you usually enjoy? 

? false subthreshold true 

Comments 
(examples): 

Za. IF YES, \.vas it nearly every day? 
? Mse subthreshold true 

Comments: 

2b. IF YES, how long did it last? (As long as two weeks?) 

? false subthreshold true 

Comments 
(duration): 
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2c. IF YES, does the respondent suontaneousl~ attribute this to hislher residential 

situation? 
Yes No 

For the following questions, focus on the worst two weeks in the past month (or else the 
past two weeks if equally depressed for the entire month). 

3. During this (two week period) did you lose or gain any weight? (How much?) 
(Were you trying to lose o r  gain weight?) (Note: Significant weight loss/gain is 
defined as a change of 5% of body weight in a month.) 

? tdse subthreshold true 

Check iE weight lost weight gain 
amount lost (1bs.Ikgs.) amount gained (1bs.Ikgs.) 

Comments: 

4. How was your appetite? (What about compared to your usual appetite!) (Did you 
have to force yourself to eat?) (Eat (less/more) than usual?) (Was that nearly 
every day?) 

? false subthreshold true 

Check ik decreased appetite increased appetite 

Comments: 

5. How were you sleeping? (Trouble falling asleep, waking frequently, trouble staying 
asleep, waking too early, O R  sleeping too much? How many hours a night 
compared to usual? Was that nearly every night?) 

? false subthreshold true 

Check it': insomnia h ypersomnia 

Comments: 

5a. Were you taking medication tbr sleep?: yes no - uncertain 



6 .  Were you tidgety o r  restless? (Was it so bad that other people noticed it? What 
did they notice? Was that nearly every day?) 

? Mse subthreshold true 

Comments: 

7. What about the opposite - - talking or moving more slowly than is normal tor 
you? (Was it so bad that other people noticed it? What did they notice? Was that 
nearly every day?) 

? false subthreshold true 

Comments: 

8. What was your energy like, that is, were you feeling tired all the time? (Nearly 
every day?) 

? Mse subthreshold true 

Comments: 

9. During this time, how did you feel about yourself in general, tbr example, did you 
feel badly about yourselt? (Nearly every day?) (Note: Code I or 2 if only low self- 
esteem.) 

false subthreshold true 

Describe (in resident's 
words) : 

10. What about feeling guilty about things you had done or not done? (Nearly every 
day?) 

false subthreshold true 
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Comments (describe nature of guilt if resident spontaneously provides intbrmation): 

I I .  Did you have trouble thinking o r  concentrating? (What kinds of things did it 
interfere with?) (Nearly every day?) 

? fdse subthreshold true 

Comments (kinds of things intertered 
with): 

12. Was it hard to make decisions about everyday things? (Nearly every day?) 

false subthreshold true 

Comments (types of 
decisions): 

13. Were things so bad that you thought a lot about your own death! 

? false subthreshold true 

Describe 
ideation: 

13a. IF YE, did you think about ending 

? false 

your own life or wish that you could? 

subthreshold true 

13b. IF YES, did you do anything to hurt yourself? (Note: Code 1 for self-mutilation 
W/O suicidal intent.) 

? t'alse subthreshold true 

Specify: 
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14. Has (depressive episode/own words) made it hard for you to do  things or  get 

along with other people? 
? false subthreshold true 

Comments: 

15. In the last six months, have you been particularly nervous or  anxious? 

? fdse subthreshold true 

Comments: 

15a. Do you also worry a lot about bad things that might happen? 
? false subthreshold true 

Comments: 

15b. IF YES, what do  you worry about? (Do you worry about people/events/activities)? 

? false subthreshold true 

Describe 
worry: 

15c. IF YES. during the last six months, would you say that you have been worrying 
more days than not? 

? false subthreshold true 

Comments: 

15d. IF YES, when you worry, do you t'ind that it's hard to stop yourself? 

? false subthreshold true 

Comments: 

15e. IF YES, when did this anxiety or worry start? (Same time as the onset of onset of 
mood disorder?) 

? false subthreshold true 

1 5f.. Did anything happen that made you feel anxious or worried? No Yes 
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(Indicate approximate date and precipitating event(s), if 

Continue assessing symptoms of anxiety, whether or  not anxiety/worry were endorsed. 
Now I am going to ask you some questions about other symptoms that you may or may 
not have. Thinking back over the past six months (when youire feeling nervous and 
anxious) and now.. . 

16. Do you often feel physically restless - can't sit stiU? 

? false subthreshold true 

Comments: 

17. Do you often feel keyed up or on edge? 
? false subthreshold true 

Comments: 

18. Do you often tire easily? 
? false subth reshoId true 

Comments: 

19. Do you have trouble concentrating or does your mind go blank? 

? false subthreshold true 

Comments: 

20. Are you often irritable? 
? false subthreshold true 

Comments: 

2 1. Are your muscles often tense? 
? false subthreshold true 

Comments: 

22. Do you often have trouble falling or staying asleep? 

false subthreshold true 

Comments: 
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23. (If any symptoms endorsed) Have any of these symptoms made it hard for you 

to be with other people? 
? false subthreshold true 

Comments: 

D. BRIEF SYMPTOM INVENTORY - ANXIETY 

Below is a list of problems and complaints that people sometimes have. Listen to each 
one carefully and tell me how much discomfort that problem has caused you during the 
past week, including today. 

O=nota taU 
1 = a little bit 
2 = moderately 
3 = quite a bit 
4 = e-xtrernely 

were you distressed by: 

1. nervousness or shakiness inside 

2. suddenly scared tbr no reason 

3. feeling fearful 

4. feeling tense and keyed up 

5. spells of terror and panic 

6. feeling so restless you couldnit sit still 

E. ANXIOUS THOUGHTS INVENTORY: METAWORRY 

Now I would like to ask you some questions about worry. I am going to read out some 
statements and ask you to tell me how often this happened to you. 

1 = Almost never 
2 = Sometimes 
3 = Often 
4 = Almost always 

I take disappointments so keenly that I canit put them out  of my mind. 

2. Unpleasant thoughts enter my mind against my will. 

3. I have difficulty clearing my mind of repetitive thoughts. 

4. I think that I am missing out o n  things in life because 1 worry too much. 



5 I worry that I cannot control my thoughts as well as I would like to. 

6. In general, how often do you worry? 

F. WORRY QUESTIONNAIRE FOR CONTINUING CARE RESIDENTS 
I am going to read you a list of things that people may worry about. For each item please 
tell me whether or  not you worry about it. Do you worry about. - . 

Freq. Rating 

Your eyesight or hearing getting worse? 

Being able to enjoy your food? 

Being able to sleep at night? 

Your physical health getting worse? 

Being able to remember important things? 

Do you worry about feeling sad? 

Feeling lonely? 

The health of loved ones? 

Keeping in touch with family and friends? 

How family members are getting dong with each other? 

Do you worry about your relationship with a family member? 

Being a burden to your family financially? 

Having enough money to help family members who may be in need? 

Your relationships with other residents (e-g. roommate)? 

Your relationships with statfmembers? 

Having to be cared for by people other than your loved ones? 

Do you worry that staff may not respond to your needs as 
quickly as you might like? 

Do you worry about being able to express your opinions freely? 
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19. Y N That others may not listen to your ideas or  opinions? 

20. Y N That others will make decisions for you that you would rather 
make yourselt? 

2 1. Y N Your personal belongings going missing? 

22. Y N Having enough room for personal things you may want to have 
near you? 

23. Y N Missing meals o r  other activities you may want to join? 

24. Y N Do you worry about having enough privacy? 

25. k' N Finding enough to d o  - not being bored? 

26. Is there anything else that you worry about? 

27. Now I am going to go back to those items that you worry about, and ask you to tell me 
how ot'ten you worried about them over the past week: 

I = Almost never 
2 = Sometimes 
3 = Often 
4 = Almost always 

(To interviewer: Please review the endorsed items for ti-equency ratings.) 

G. GERIATRIC DEPRESSION SCALE 

Choose the best answer for how you felt over the past week (Y=Yes, N=No): 

1 .  Y N Are you basically satisfied with your life? 

2. Y N Have you dropped many of your activities and interests? 

3 .  Y N Do you feel that your life is empty? 

4. Y N Do you often get bored? 

5. Y N Are you hopettul about the future? 
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Are you bothered by thoughts you can't get out of your head? 

Are you in good spirits most of the time? 

Are you afraid that something bad is going to happen to you? 

Do you feel happy most of the time? 

Do you often feel helpless? 

Do you often get restless and fidgety? 

Do you prefer to stay in your room, rather than going out and 
doing new things? 

Do you frequently worry about the hture? 

Do you feel you have more problems with memory than most? 

Do you think it is wonderful to be alive now? 

Do you often feel downhearted and blue? 

Do you feel badly about yourself (e.g. guilty)? 

Do you worry a Lot about the past? 

Do you find life very exciting? 

Is it hard for you to get started on new projects? 

Do you feel tidl of energy? 

Do you feel that your situation is hopeless? 

Do you think that most people are better off than you are? 

Do you frequently get upset over little things? 

Do you frequently feel like crying? 

Do you have trouble concentrating? 

Do you enjoy getting up in the morning? 

Do you prefer to avoid social gatherings? 

Is it easy for you to make decisions? 



30. Y N Is your mind as clear as it used to be? 

.Weire just about t'mished our interview but before we do I would iike to ask you about 
the things that make you happy or bring you joy? Describe some of these for me. 
(Anything else?) 

Thank you for spending the time talking with me today. As I mentioned when we began, 
the purpose of the interview was to find out more about the health and well-being of 
residents in continuing care. For example, we are interested in learning more about how 
best to assess symptoms of depression or  worry in persons like yourself. Our goal is to 
improve our assessment measures so that they give us a better idea of how people are 
feeling. The time that you spent answering my questions will benefit others who live in 
continuing care and we really appreciate the time you spent with us. Thank you again. 
Do you have any questions for me? 

Would you like to receive a copy of our results? Yes No 
I f  yes, we will send these to you in approximately 6 months, when the study has tinished. 



The Assessment of De~ression and Anxiety in Con ti nuinn Care Residents 
(Familylfriend version - revised June 10, 1989) 

Resident's name: 

A. 1. Farnily/fiiends's I.D.: 2. Date of interview: 

3. Interviewed at: care facility home 

4. Interviewed: in person telephone (less preferable) 

5. Relationship to resident: friend 
family member (specify relationship ) 

6. How ohen do you visit with ? 

1 daily or almost daily 
7 - 4-5 times per week 
3 2-3 times per week 
4 weekly - 
3 2-3 times per month 
6 monthly 
7 less than once per month 

NOTE: If the respondent reports that helshe has had only monthly (6) contact or less than once 
per month (7), discontinue interview. 

I3. Now we would like to ask you some questions about your family member'slfriend's general 
level of well-being, including symptoms that may be related to anxiety and/or depression. Has 
helshe experienced the following symptoms, nearly evew day for at least two weeks during the 
past month? 
Note that subthreshold responses indicate that the symptom is present but does not meet criteria 
(e.g not nearly every day or as long as two weeks, or weight loss/gain but without meeting 5% 
criteria, etc.). For every subthreshold response, indicate the reason for not meeting full criteria. 

1. Depressed or down most of the day nearly every day, 
tbr at least two weeks during the past month? 

2. Loss of pleasure or interest in things helshe normally 
enjoys (nearly every day, for at least two weeks during 
the past month)? 

3. Significant weight loss (5% of body weight in month) 
without special diet. Specify: Ibs. or kgs. lost 

4. Significant weight gain (5% of body weight in a month) 
without special diet. Specify: Ibs. or kgs. gained 

5. Decreased appetite 

Yes No Sub. 

Yes No Sub. 

Yes No Sub. 

Yes No Sub. 

Yes No Sub. 

Yes No Sub. 6 .  Increased appetite 



7. Insomnia (difficulty sleeping) Yes No Sub. 

8. Hypersomnia (sleeping more than usual) Yes No Sub. 

9. Fidgety or restless Yes No Sub. 

10. Talking or moving more slowly than usual Yes No Sub. 

1 1. FeeIing tired Yes No Sub. 

1 2. Feeling badly about self Yes No Sub. 

13. Guilt about things done or  not done Yes No Sub. 

14. Trouble thinking or concentrating Yes No Sub. 

15. Difficulty making decisions about everyday things Yes No Sub. 

16. Recurring thoughts of own death Yes No Sub. 

17. Thoughts of ending own life or wishing helshe could 
Check here if suicide attempt 

Yes No Sub. 

18. ( I f  symptoms are present) have these symptoms made it difficult Yes No Sub. 
for your family memberlfriend to do things or get along with others? 

19. ( I f  symptoms are present) when did you first notice these symptoms (indicate approx. date)? 

20. ( I f  symptoms are present) please specify any circumstances or life events that may have 
precipitated these symptoms, or might account for them. 

Now we would like to ask you about symptoms that may be related to anxiety or worry. Has your 
family memberlkiend experienced any of the following symptoms over the past six months. 

2 1. Has he/she been particularly nervous or anxious? Yes No Sub. 

22. Does he/she worry a lot about bad things that might happen, Yes No Sub. 
(more days than not, over the past six months)? 

23. (If yes to 22) when helshe worries, does helshe find that it's 
hard to stop? Yes No Sub. 

24. Felt physically restless - can't sit still? Yes No Sub. 

25. Felt keyed up or on edge? Yes No Sub. 



26. Easily tired (over the past six months)? 
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Yes No Sub. 

27. Trouble concentrating or mind going blank? Yes No Sub. 

28. Irritable? Yes No Sub. 

29. MuscIe tension? Yes No Sub. 

30. Trouble falling or staying asleep? Yes No Sub. 

3 1. ( I f  symptoms are present) have these symptoms made it 
hard for him/her to be with other people? 

Yes No Sub. 

32. (If synDtoms are ?resent) when did you first notice these symptoms (indicate approximate 
date)? 

33. (if symptoms are present) please specify any circumstances or life events that might have 
started 
these symptoms o r  might account for them. 

Geriatric Depression Scale (Collateral) 

The following questions also pertain to your family member'slfriend's well-being and focus 
specifically on symptoms that may be related to depression. As I read out each statement, please 
answer yes or no for how you think helshe has felt in the past week 

I .  Is helshe basically satisfied with hislher life? Yes No 

2. Has helshe dropped many of hidher activities and interests? Yes No 

3. Does helshe feel that hidher life is empty? Yes No 

4. Does helshe often get bored? 

5 .  Is helshe hopeful about hislher Future? 

Yes No 

Yes No 

6. Is helshe bothered by thoughts he/she canit get out of hislher head? Yes NO 

7. [S helshe in good spirits most of the time? Yes No 

S. Is helshe afraid that something bad is going to happen to himlher? Yes No 

9. Does helshe feel happy most of the time? 

10. Does helshe feel helpless? 

Yes No 

Yes No 



1 1. Does helshe often get restless and fidgety? Yes No 

12. Does helshe prefer to stay in hisfher room, 
rather than going out and doing new things? 

13. Does helshe frequently worry about the firmre? 

14. Does helshe feel that hdshe has more problems with 
memory than most? 

1 5. Does helshe think it is wonderful to be alive now? 

16. Does hdshe feel downhearted and blue? 

17. Does helshe feel badly about himselflherself (e.g. guilty)? 

18. Does helshe worry a lot about the past? 

19. Does helshe find life very exciting? 

20. 1s it hard for himlher to get started on new projects? 

2 1. Does helshe feel full of energy? 

22. Does helshe feel hidher situation is hopeless? 

23. Does helshe think that most people are better off than helshe is? 

24. Does helshe frequently get upset over Little things? 

25. Does helshe frequently feel like crying? 

26. Does helshe have trouble concentrating? 

27. Does helshe enjoy getting up in the morning? 

28. Does helshe prefer to avoid social gatherings? 

29. Is it easy for himiher to make decisions? 

30. Is hislher mind as clear as it used to be? 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

D. \.Vow Ouestionnaire for Continuinfiare Residents (~ollaterall 

Weire also interested in symptoms of anxiety, in particular the issues that continuing care 
residents worry about. In general, how oAen does your family memberlfriend worry: almost 
never, sometimes, often, or almost always? 

I = almost never 
2 = sometimes 
3 = often 
4 = almost always 



Now i am going to read you a list of things that your family member/hiend may worry about. For 
each item please tell me whether or not you think that hdshe womes about this. 
Do they worry about. . . 

Frequency 
1 = Almost never 
2 = Sometimes 
3 = Often 
4 = Almost always 

H is/her eyesight or hearing getting worse? 

Being able to enjoy hisiher food? 

Being able to sleep at night? 

H isher physical health getting worse? 

Being able to remember important things? 

Does he/she worry about feeling sad? 

Feeling lonely? 

Does he/she worry about the health of 
loved ones? 

Keeping in touch with family and friends? 

10. How family members are getting along with 
each other? 

1 1. Does he/she worry about their relationship 
1~1th a family member? 

12. Being a burden to his/her family financially? 

13. Having enough money to help family members 
who may be in need? 

14. Hislher relationships with other residents 
(e.g. roommate)? 

15. Hidher relationships with staff members? 

16. Having to be cared for by people other than 
hisher loved ones? 

17. Does he/she worry that staff may not respond to 
hislher needs as quickly as he/she might like? 

ies 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 



I = Almost never 
2 = Sometimes 
3 = Often 
4 = AImost always 

18. Does helshe worry about being able to express 
hislher opinions freely? 

19. That others may not listen to hislher ideas 
or opinions? 

20. That others will make decisions for h i d h e r  
that he/she would rather make? 

Yes No 

Yes No 

Yes No 

2 1. Hidher personal belongings going missing? Yes No 

22. Having enough room for personal things he/she Yes No 
may want to have near himlher? 

23. Missing meals o r  other activities helshe may 
want to join? 

Yes No 

24. Does helshe wony about having enough privacy? Yes No 

25. Finding enough to do - not being bored? Yes No 

26. Is there anything else that helshe worries about? 

27. Now I am going to go back to those items that they worry about, and ask you to tell me how 
often you think they worried about them over the past week: (To interviewer: Please review the 
endorsed i terns for frequency ratings.) 

How would you rate your own emotional well-being at the present time? 
1 excelen t 
3 - good 
3 fair 
4 poor 



The Assessment of Depression and Anxiety in Continuine Care Residents 
(Staff version with supplement from Monthly Review - revised June 10, 1998) 

Resident's name: 

A. 1. StaWs I.D.: 2. Date of interview: 

3. Employee position (e-g. Team Leader, Program Leader, etc.) 

4. How Long have you known this resident? 

Since hidher admission date 
or (if difterent) No. of years No. of months 

5. How long have you been the team leader or primary staff caregiver for the resident? 

Since hislher admission date 
or (if diflerent) No. of years No. of months 

6. How well do you feel you know this resident? 

1 very well 
2 somewhat well 
3 not at all well 

B. Now we would like to ask you some questions about the resident's general level of well- 
being, including symptoms that may be related to anxiety andlor depression. Has helshe 
experienced the following symptoms, nearly everv day for at least two weeks during the 
past month? (If  the staff member has not known the resident for one month, please check 
here and continue assessing for the rime period for which they have known 
them.) 

Note that subthreshold responses indicate that the symptom is present but does not meet 
criteria (e.g. not inearly every dayi or ias long as two weeks,i or weight loss/gain but 
without meeting 5% criteria, etc.). For every subthreshold response, indicate the reason 
for not meeting full criteria. 

I .  Depressed or down most of the day nearly every day, Yes No Sub. 
for at least two weeks during the past month? 

2. Loss of pleasure or interest in things hdshe normally Yes No Sub. 
enjoys (nearly every day, for at least two weeks during 
the past month)? 

3. Signiticant weight loss (5% of body weight in a month) Yes No Sub. 
without special diet. Specify: Ibs. or kgs. lost 
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4. Significant weight gain (5% of body weight in a month) Yes No Sub. 

without special diet. SpeciQ: Ibs. or kgs. gained 

5. Decreased appetite Yes No Sub. 

6. Increased appetite Yes No Sub. 

7. f nsomnia (difticulty sleeping) Yes No Sub. 

8. Hypersomnia (sleeping more than usual) Yes No Sub. 

9. Fidgety or restless Yes No Sub. 

10. Talking or moving more slowly than usual Yes No Sub. 

I I .  Feeling tired Yes No Sub. 

12. Feeling badly about self Yes No Sub. 

13. Guilt about things done or not done Yes No Sub. 

14. Trouble thinking or concentrating Yes No Sub. 

15. Difiiculty making decisions about everyday things Yes No Sub. 

16. Recurring thoughts of own death Yes No Sub. 

17. Thoughts of ending own life or wishing helshe could Yes No Sub. 
Check here if suicide attempt 

18. I I f  svmatoms are present) have these symptoms made it difticultYes No Sub. 
tor the resident to do things or get along with others? 

19. Ilfsvmptoms are present) when did you first notice these symptoms (indicate 
approximate date)? 

20. ( I f  symptoms are resent) please specify any circumstances or life events that might 
have precipitated these symptoms, or might account for them. 
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Now we would like to ask you about symptoms tha t  may be related to anxiety or 
worry. Has the resident experienced any of the following symptoms over the past six 
months. ( I f  the staff member has not known the resident for six months, please check 
here and continue assessing for the time period for which they have known 
them.) 

2 1. Has he/she been particularly nervous or anxious? Yes No Sub. 

22. Does he/she worry a lot about bad things that might happen, Yes No Sub. 
(more days than not, over the past six months)? 

23. (If  yes to 22) when helshe worries, does he/she t-md that itis 
hard to stop? Yes No Sub. 

24. Felt physically restless - can't sit still? Yes No Sub. 

25. Felt keyed up or on edge? Yes No Sub. 

26. Easily tired (over the past six months)? Yes No Sub. 

27. Trouble concentrating or  mind going blank? Yes No Sub. 

28. Irritable? Yes No Sub. 

29. Muscle tension? Yes No Sub. 

30. Trouble tilling or staying asleep? Yes No Sub. 

3 1. ( I f  s y m ~ t o m s  are present) have these symptoms made it hard Yes No Sub. 
for him/her to be with other people? 

32. [ I f  symptoms are present) when did you first notice these symptoms (indicate 
approximate date)? 

33. [ I f  symptoms are present) please specify any circumstances o r  life events that might 
have started these symptoms or  might account for them? 

34. In general, how often does he/she worry, almost never, sometimes, often, or  almost 
always? 

I = almost never 
2 = sometimes 
3 = often 
4 = almost always 
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C. Now we would like to ask you some questions about the resident's physical health. 
Please indicate which of the following diseases the resident currently has. (Do not list 
old/inactive diagnoses.) 

HEART/CI RCULATION 
Arteriosclerotic heart disease 

(ASHD) 
Cardiac dysrhythrnias 

Cerebrovascular accident (stroke) 

Congestive heart failure 

Hypertension 

Hypotension 

Perip herd vascular disease 

Other cardiovascular disease 

NEUROLOGICAL 

Dementia other than Alzheirneris 

Parkinson's Disease 

SENSORY 

Cataracts 

Glaucoma 

OTHER 

Anemia 

Arthritis 

Cancer 

Diabetes mellitus 

Explicit terminal prognosis 

Hypothyroidism 

Osteoporosis 

Seizures 

Septicemia 

Urinary tract infection 
in last 30 days 

PULlMONARY 

Emphyserna/asthma/COPD 

Pneumonia 

NONE OF THE ABOVE: 

OTHER CURRENT DIAGNOSES: 



D. PainiFalls 
I .  Does heishe complain or  show evidence yes no 
of pain daily or  almost daily? 

2. Has he/she fallen in the past 30 days? yes no 

3. In the past 31-180 days? yes no 

4. Has he/she had a hip fracture in last 180 days? yes no 

E. Medication Use (Please indicate whether the dose is regularly administered ( e g  OD. 
BID, TID, QID), as needed (prn), or at bedtime only (HS). 
Dosage 

g & p r n b  
1 .  Does heishe receive an antidepressant? yes no - - - 

2. Does heishe receive an antianxiety medication? yes no - - - 

3. Does heishe receive an antipsychotic? yes no - - - 

4. Does heishe receive a sedative (e-g. for sleep). yes no - - - 

F. ( If svmptoms of depressionlanxietv are present) has the resident experienced any of 
the following which might be related to hidher symptoms of depression and/or anxiety? 

I .  Medication change yes no 

2. Acute illness yes no 

3. Other? yes no 

IF YES, please 
specify: 

G. Mental Health History 
1. Does the resident have a history of depression yes no 

2. Does the resident have a history of anxiety disorder yes no 

3. Does the resident have a history of psychosis yes no 

4. Does the resident have a history of substance abuse yes no 
( e-g. ETOH, medication)Specify: 

IF YES, please 
s p e c i ~ :  



G. Activities of Dadv Living 

Code for performance during last month: 
0 = independent or  no assistance 
1 = some assistance, mostly supervision/oversigh t 
2 = limitedlintermittent supervision 
3 = extensive/constant supervision 
4 = total dependence/assistance 

1.  EATING 

How the resident eats and drinks (regardless of skill). 

2. TOILETING 

How resident uses the toilet room (or commode, bedpan, urinal); transfers onloff toilet, 
cleanses, changes pad, manages ostomy or  catheter, adjusts clothes. 

3. TRANSFER 

How resident moves between surfaces - to/from bed, chair, wheelchair, standing position 
(excludes toltiom bathltoilet). 

How resident moves between locations in hidher room and adjacent corridor on same 
tloor. I f  in wheelchair, self-sufficiency once in chair. 

How resident manages personal hygiene including full-body bathlsponge bath (not tub 
transfer). 

How resident puts on, fastens, and takes off all items of street clothing (including 
donning/removing prosthesis, if applicable). How resident manages personal hygiene, 
including combing hair, brushing teeth, shaving, applying make-up. 



H. Medical Chart Data Participant I.D. 

1. Resident's Date of Birth: 

2 .  Resident's Date of Admission to this Facility: 

Please take the following information from the most recent MONTHLY REVIEW in the 
chart. 

3. Date o t monthly review: 

CCL Communication 

4- Does patient easily understand others 
5. Express him/ herself without difiicdty 
6.  I t  no, is this due to language 
7. physical 
8. cognitive 

Y o r N  
Y o r N  
Y o r N  
Y o r N  
Y o r N  

Activities of Daily Living 
Code tor performance during last month: - 

0 = independent or no assistance 
I = somi assistance, mostly supervision/oversight 
2 = limited/intermittent supervision 

4 = total dependence/assis tame 
9. Eating 
10. Toileting 
1 1.  Transfer 
12. Mobility 
13. BathingIHygiene 
14. Dressing/Grooming 

EDL (circle one) 
15. Family supports/assists patient 

Daily 
At least weekly 
Less than weekly 
Never 
(No family) 

16. Family behaviours requiring staR time 
Daily 
At least weekly 
Less than weekly 
Never 
(No  family) 

Y or N 
Y o r N  
Y o r N  
Y or N 

Y o r N  
Y o r N  
Y o r N  
Y o r N  



~Memorv/Orientation 

1 7. MMSE score, if present 
Able to find way through whole facility 
Able to fine way only around unit 
Needs help finding room 
Recognizes staff 
Believes staff are fmi ly  
Recognizes family 
Able to remember instructions 

Y o r N  
Y o r N  
Y o r N  
Y o r N  
Y o r N  
Y o r N  
Y o r N  

UDL (Uehaviours as per Plan of Action) (List and indicate Active = A or Resolved = R) 

25. GDS score, if present Date GDS administered: 

AorR 

AorR 

AorR 



27. Please list the medications that the resident currently receives, including the 
medication schedule: 

PRN = as needed 
OD = once per day 
BID = twice per day 
TID = three times per day 
QID = four times per day 
HS = bedtime only 

Medication 

1. 

3 

Dose 




