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Individualizing care for older persons depends on knowing about a care recipient’s
psychosocial preferences. Currently, however, no comprehensive, empirically derived
instruments exist to assess these preferences. As part of an effort to develop such an
instrument, this pilot study examined the content and structure of psychosocial preferences

in older adults using the statistical technique known as concept mapping. Results suggest
two underlying dimensions to psychosocial preferences (Enrichment-Self-Maintenance and
Extrapersonal-Intrapersonal) and six distinct content domains (Social Contact, Growth
Activities, Leisure Activities, Self-Dominion, Support Aids, and Caregivers and Care). Both
the dimensions and the content domains provide valuable information for the construction
of psychosocial preference instruments. They also might assist formal and informal
caregivers in tailoring their interventions to provide individualized care that enhances

quality of life for older adults.
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Older people with functional limitations often re-
quire assistance with a variety of tasks ranging from
traditional activities of daily living (e.g., grooming,
cooking, managing finances) to more abstract expres-
sions of their will and personality (e.g., participating
in hobbies, maintaining contact with friends and
family, choosing the attributes of their living environ-
ment). Depending on the nature and extent of their
impairment, each individual has a unique pattern of
care needs. So too does each individual have differ-
ent thoughts and feelings about how those care needs
should be met. For example, two people may require
a comparable amount of assistance getting dressed,
but they may have different thoughts about what time
to get dressed, who they want present when they get
dressed, and what they prefer to wear.

A recent emphasis in gerontology has been on
promoting the perspective of the individual, the care
recipient, in the design and execution of personal
care (e.g., Cotrell & Schulz, 1993; Kane & Caplan,
1990; Kane & Degenholtz, 1997; Rader & Tornquist,
1995). Indeed, in advocating improvement in nursing
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home quality, the 1987 Omnibus Budget Reconcilia-
tion Act (OBRA) gave a prominent position to resi-
dent preferences as a guide to care. Acknowledging
that people have unique notions about their care re-
flects a respect for the individual, an awareness of in-
dividual differences, and a sensitivity to the contin-
ued importance of choice and autonomy in late life
(Rodin & Langer, 1977). Allowing individuals to ex-
ercise control in their environment and integrating
personal preference into their care are ways to en-
hance consumer satisfaction and quality of life (Kane,
1995; Kane & Kane, 1988; Kearney & McKnight,
1997; Rader & Tornquist, 1995).

One area in which the importance of personal
preference has been recognized for some time is in
the case of advance directives (e.g., Cox & Sachs,
1994; Mold, Looney, Viviani, & Quiggins, 1994; U.S.
Senate Special Committee on Aging, 1987). Advance
directives offer individuals the opportunity to plan
the kind or degree of medical intervention they would
like if at some point they are unable to express their
wishes. While the value of documenting aspirations
for medical care has been widely acknowledged, rel-
atively little theoretical or empirical work has been
done regarding the assessment and implementation
of preferences in the area of psychosocial care (for
notable exceptions see the work of Froberg & Kane,
1989; Kane, 1995; and Kane & Degenholtz, 1997).

Just as people have unique wishes about the medi-
cal care they receive, they may have unique wishes
about the personal care they receive as they become
more dependent on others. It may be useful to docu-
ment psychosocial preferences while an individual is
capable of expressing them in order to use that infor-
mation if they are incapable of expressing prefer-
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ences in the future. Currently, however, few empiri-
cally derived instruments exist to help caregivers
assess psychosocial preferences or broad qualities of
a person that might be important to how care is
planned or delivered. Without such a tool, care deci-
sions often are based on a best guess about what an
individual might like, particularly if they are unable
to express their preferences directly. Or, more often,
care is provided using a “cookie cutter” approach in
which two or three standard service plans are used
regardless of personal preferences (Kane, 1995). Pre-
vious assessments of preferences in older adults have
been limited to important but brief appraisals of per-
sonal values (e.g., Degenholtz, Kane, & Kivnick,
1997) or relatively narrow aspects of everyday living
(e.g., Brennan, Moos, & Lemke, 1988; Firestone,
Lichtman, & Evans, 1980), or have been constructed
with no detailed psychometric analysis (e.g., Moore,
Staum, & Brotons, 1992); see Note 1, Apprendix B.
Brennan, Moos, and lLemke (1989) developed a
questionnaire to assess preferences for policies and
services in group residential settings, but questions
on the instrument were framed in terms of broad
communal policy (e.g., “Should residents be allowed
to drink a glass of wine or beer at meals?”) rather
than personal preference (e.g., “l would like to drink
a glass of wine or beer at meals.”). The authors did
suggest, however, that the instrument could be used
to compare current policies with residents’ prefer-
ences when deciding whether a particular care set-
ting was appropriate for a resident. A comprehensive,
person-specific assessment is necessary in order to
individualize care in all the realms in which it might
be needed. With little yet known about how to make
such an assessment, significant conceptual issues exist.

Conceptual Issues in the Assessment of
Psychosocial Preferences

One consideration in the assessment of psychoso-
cial preferences is whether there are overarching do-
mains or content areas in which preferences are or-
ganized. For example, preferences regarding social
activities might be distinct and qualitatively different
from opinions about more solitary leisure activities.
Similarly, individuals might have a collection of opin-
ions that focus on family involvement in caregiving,
which could be distinct from their preferences regard-
ing professional caregivers such as physicians, home
health aides, or nursing home staff. Currently, little is
known about the breadth of people’s preferences and
whether those preferences fall into cohesive catego-
ries. Knowledge about categories of preferences could
help guide the construction of preference instruments
and the implementation of program and care plans.

A second consideration concerns the specificity of
preferences. In their study of community-dwelling el-
ders, Degenholtz and colleagues (1997) identified
broad domains of preferences related to care (e.g.,
privacy) and specific categories within those domains
(e.g., personal privacy, financial privacy, and social
privacy). Domains of preferences could be arranged,

of course, in almost infinite detail. Preferences regard-
ing apparel, for instance, could be divided into pre-
ferred clothing for warm weather and preferred cloth-
ing for cool weather. Warm weather clothing, in turn,
could be divided into preferred clothing for casual oc-
casions and preferred clothing for special occasions,
and so on. There is clearly a limit to the specificity that
is feasible in an assessment, just as there are limita-
tions in terms of the accommodation to preferences in
actual care settings. Theoretically, one could sketch
out preferences regarding every aspect of every minute
of the day, but the burden of documenting that detail
would be great, and the reality of most caregiving en-
vironments would prohibit its implementation.

A third issue is whether some preferences are
more important than others. Holmes and colleagues
(1994) asked nursing home clinical staff, administra-
tive staff, and families of residents with Alzheimer’s
disease to rate the importance of attributes of special
care units. They found a limited range but definite
hierarchy of what people thought was important in
special care units. In a study of community-dwelling
elders receiving case management services (Degen-
holtz et al., 1997), clients rated the importance of
various issues in their current and future care. Here,
too, a definite hierarchy emerged. The trade-off be-
tween freedom and safety was the issue most impor-
tant to clients, followed by family/friend involvement
in care, privacy, avoiding pain, being able to partici-
pate in some future event, and daily routine (in de-
clining order of importance). These results suggest
that personal significance might vary across domains
of preferences (e.g., health care issues might be more
important, in general, than aspects of leisure activity)
as well as within domains of preferences (e.g., having
control over one’s medications may be more critical
than the kind of training one’s medical practitioner
has). All items in an assessment of preferences may
have some worth, but certain items may have higher
priority. Importance rankings could be useful in pri-
oritizing care planning and guiding interactions be-
tween care providers and care recipients.

The current study grew from the idea that knowing
psychosocial preferences is an essential component
in providing respectful, individualized personal care.
Because little is known about the breadth or organi-
zation of preferences, we sought to explore aspects of
everyday life that older people consider important
and how those aspects are organized. The statistical
approach known as concept mapping was used as a
data-gathering and analytic technique to investigate,
in a preliminary manner, the structure and pattern of
psychosocial preferences. What follows is a brief re-
view of concept mapping. For additional details read-
ers are referred to works by Trochim and Linton (1986)
and Trochim (1989a).

Basics of Concept Mapping

As its name suggests, concept mapping is a data
analytic approach that produces a pictorial represen-
tation—literally a map—of items, ideas, or concepts.
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Like a traditional geographical map, a concept map
portrays how close (i.e., similar) or distant (i.e., dissim-
ilar) items are, based on ratings from a group of indi-
viduals. ltems that are close to one another on the map
were rated as similar, and those far from one another
were rated as dissimilar. The value of this type of anal-
ysis is that it allows investigators to explore interrela-
tionships among items and thereby refine a theory,
with the assistance of a picture. Concept mapping has
been used to address a wide range of issues including
social service planning and implementation (Galvin,
1989), mental health programming (Trochim, Cook, &
Setze, 1994), articulation of the facets of special care
units (Holmes et al., 1994), and a variety of other eval-
uation and planning issues (see Trochim, 1989b).

Concept mapping involves a series of data gather-
ing steps that yield a number of products. First, inves-
tigators must have a list of items whose similarity/dis-
similarity they would like to map. Item generation
can occur through a brainstorming process, a litera-
ture review, or even a qualitative analysis of tran-
scripts. Next, participants are instructed to sort items
into groups based on their perceived similarity. The
sorting is done independently by each individual,
without consultation with other participants. No ex-
plicit guidelines are provided about the strategy they
should use for sorting; participants can create any
number of groups and can place any number of items
in each group. The only definitive instructions are
that each item must appear in a group, and each item
can appear in only one group. The purpose here is to
provide a relatively open-ended task that enables
participants to impose on the items the structure that
is intuitive to them. [n this way investigators can
learn how people naturally organize items into con-
ceptual categories. Next, each item is rated, usually
on a Likert-type scale, in terms of its importance to
the concept under consideration. Finally, as an op-
tional step, participants name each group to indicate
what the group represents to them.

Data analysis begins with the construction of a sim-
ilarity matrix for each participant, usually a square N X
N matrix, where N equals the number of items. In the
matrix, a 1 is entered when two items have been
sorted by the participant into the same group, O if the
two items were sorted into different groups. A total
similarity matrix for all participants is constructed by
summing the values in each individual matrix. In the
total similarity matrix, where M equals the total num-
ber of participants, the value of any cell can range
from 0 (two items were sorted together by none of the
participants) to M (two items were sorted together by
all of the participants). The total similarity matrix pro-
vides the data for subsequent statistical analyses.

The first step in the statistical analysis is a nonmet-
ric multidimensional scaling (MDS) of the total simi-
larity matrix. This analysis generates a concept map
that is a visual representation of similarity: Items that
were sorted together frequently appear closer to one
another on the map, whereas items sorted together
less frequently appear farther from one another on
the map. Qualitative interpretation of the concept
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map involves (a) examining the content of items and
their relative positions on the map to determine if
there is some underlying thematic organization to the
items, and (b) exploring opposite sides of the map to
detect unifying dimensions that may describe the ba-
sis of item similarity.

Next, the two-dimensional concept map itself pro-
vides xy coordinates that are the input for a hierarchi-
cal cluster analysis. In this analysis items are grouped
into non-overlapping clusters, which are interpreted
for conceptual significance. Finally, importance rat-
ings for the items are reviewed.

Concept Mapping of Preferences

The purpose of this pilot study was to use concept
mapping to derive an empirical structure for the psy-
chosocial preferences of older adults. Knowing more
about domains of preferences and their ranked im-
portance would (a) help guide how to structure as-
sessments of preferences, and (b) provide preliminary
information relevant to clinical intervention. For this
study, items for concept mapping were generated
from a number of sources.

First, an extensive literature review was conducted
to identify scales and theories that described areas in
which preferences might exist. Second, focus groups
were held with older individuals at three senior cen-
ters, two assisted living facilities, and one nursing
home to generate additional areas of preference that
older individuals felt were important for the satisfac-
tion of their everyday needs and the maintenance of
a good quality of life. Because the ultimate goal was
to apply preference measurement to frail elders, item
content excluded preferences regarding activities that
demand full physical vigor or those identified strongly
with the interests of young cohorts.

These efforts yielded approximately 470 items; see
Note 2, Appendix B. In the case of medical directives,
a number of authors have emphasized that an assess-
ment of broad values may be useful in addition to an
investigation of preferences in specific situations (Cox
& Sachs, 1994; Lambert, Gibson, & Nathanson, 1990).
Consequently, using level of specificity as a demarca-
tion, questions were divided into two categories: broad
items that explored a general area, and nested items
that addressed precise preferences within a general
area. An example of a broad item was, “I enjoy read-
ing,” and one of its nested items was, “At what times of
day do you enjoy reading?” Items were reviewed for
redundancy, rewritten using the broad-then-nested for-
mat outlined above, and edited, resulting in a final
pool of 80 broad items (see Appendix A). Those 80
items served as the items for concept mapping. The
nested items (363 of them) were not analyzed in this
study but were retained for use in another pilot project.

Method
Participants

Twenty-eight individuals were contacted to partic-
ipate in this pilot study. All were over age 60 with es-
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tablished records of research and service in the area of
gerontology. Older gerontologists were sought for par-
ticipation because of their simultaneous perspectives
as older individuals and scientific experts. Although the
participants in this pilot study represented a select
group of individuals and therefore a limited perspective
on elder preferences, they were thought to have per-
sonal insight into late life as well as professional experi-
ence with the issues of importance to elders. Of the 28
individuals contacted, 20 (11 men and 9 women) pro-
vided completed protocols. A majority had completed
doctoral work (67%), and most worked in research or
academic settings (78%). This sample size is compara-
ble to those used in other studies employing concept
mapping (see Trochim, 1989b).

Materials and Procedure

Participants were mailed an introductory letter and
instructions for the concept mapping procedure.
Along with the instructions were 80 index cards, and
on each was printed one of the 80 broad preference
items. Participants were instructed to sort the items
into groups that reflected areas of preferences for ev-
eryday living. After completing the sorting procedure,
respondents were directed to record which items
they had grouped together. Finally, participants rated
each item in terms of its importance as a preference
for their everyday living. Ratings were made on a
5-point, Likert-type scale ranging from “minimum
importance” (1) to “maximum importance” (5).

Data Analysis

The general approach to the concept mapping
process was taken from Trochim (1989a); see Note 3,
Appendix B. One item was dropped because of a
typographical error, leaving 79 items for analysis.
The total similarity matrix was analyzed using MDS.
The ALSCAL procedure in Statistical Procedures for the
Social Sciences (SPSS) was used, which requires for
input a dissimilarity matrix rather than a similarity
matrix (SPSS, 1994). To obtain a dissimilarity matrix,
the value in each cell of the total similarity matrix
was subtracted from 20 (the total number of raters).

During MDS, solutions for different numbers of di-
mensions can be requested (i.e., a two-dimensional
solution with two axes, a three-dimensional solution
with three axes, etc.), although interpretation becomes
difficult when the number of dimensions exceeds two
or three. One statistic that can help determine what
number of dimensions best represents the data is the
stress value. The stress value is a percentage measure
of goodness of fit, with values approaching zero repre-
senting better fit. Figure 1 portrays the stress values in
this study for solutions with different numbers of di-
mensions. Although the stress value for the two-dimen-
sional solution was moderately high (26%, compared
to the 10% that is considered good), Kruskal and Wish
(1978) suggest that two-dimensional solutions are gen-
erally acceptable, particularly when combined with
cluster analysis, which was the case here. In addition,
concept mapping studies typically report stress values

338

w
(=}

)
(=}

|

|

Stress value (%)

10 |

Number of dimensions

Figure 1. Stress values for multidimensional scaling solutions
of different dimensions.

higher than those presented in the multidimensional
scaling literature (Trochim, 1989a; Trochim et al.,
1994). Therefore, a two-dimensional solution was
chosen for interpretation.

XY coordinates for each item on the two-dimen-
sional MDS solution were used as the input for the
hierarchical cluster analysis, with Ward’s algorithm
as the cluster method (after Trochim, 1989a, based
on Everitt, 1980). Although no standard mathemati-
cal criterion exists for determining the number of
clusters that best represent the data, one piece of sug-
gestive evidence is the coefficient generated on the
agglomeration schedule. This value is the squared Eu-
clidean distance between clusters. One recommenda-
tion is to stop the clustering process at the number of
clusters that precedes the first most significant jump in
the agglomeration coefficient (SPSS, 1994). (During a
cluster analysis, the number of clusters decreases at
each step, as additional items/clusters join one an-
other.) In the current sample, the first most significant
change in the coefficient occurred between a solu-
tion with six clusters and a solution with five clusters,
thereby recommending a six-cluster solution. Coeffi-
cient change at this stage was 4.45. The coefficient
change prior to this stage was 1.96, and the coefficient
change at the next stage was 6.71. Another method for
determining the most reasonable number of clusters is
a qualitative analysis of how items are grouped in suc-
cessive stages of the cluster analysis (Trochim, 1989a).
Here again, the six-cluster solution appeared to pro-
vide the best balance between detail and interpretable
categorization. Substantive interpretation of the con-
cept map and the clusters was undertaken following
procedures suggested by Trochim (1989a).

Results

Figure 2 shows the two-dimensional concept map
generated by MDS. Each item is represented by its
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Figure 2. Two-dimensional configuration of preference items.

item number (see Appendix A for a list of the items
and their numbers). One of the first things to note is
that the items form a fairly coherent circle around an
empty center. The centrifugal and distributed ar-
rangement of items suggests, first, that the items rep-
resent preferences in a range of content areas, and
second, that the participants were relatively consis-
tent in sorting the same items together (J. Arbuckle,
personal communication, May 1998). In other words,
the individuals in this sample appeared to have a sys-
tematic and comparable method of organizing the
items into distinct substantive categories.

Dimensions of Psychosocial Preferences

One approach to interpreting the array of items in
a concept map is to look for overarching dimensions
that characterize the two-dimensional arrangement
of items. To accomplish this, one strategy suggested
by Trochim (1989a) is to examine patterns among
items (a) adjacent to one another, and (b) at opposite
sides of the figure. This approach was used to inter-
pret the concept map in Figure 2. As an example of
interpretation using adjacent items, those that are
near 3 o’clock in Figure 2 include preferences for
traveling (item 6), reading (25), doing crafts and hob-
bies (64), listening to music (44), and spending time
outside (11). As a group, these items all seem related
to leisure activities. (A more detailed analysis of adja-
cent items is part of the cluster analysis described
later.) As an example of interpretation based on items
opposite one another on the map, across from the lei-
sure items, the items at approximately 9 o’clock have
a more pragmatic, utilitarian tenor. These items refer
to preferences regarding the use of herbs and vita-
mins (34), having environmental restrictions in place
to ensure personal safety (67), having routine medi-
cal and dental exams (14), accessibility of alternative
medicine providers (54), and the use of assistive de-
vices (51). Unlike the 3 o’clock items, which empha-
size discretionary, leisure activities, the preferences
at 9 o’clock seem to relate to practical and self-main-
taining endeavors. By pursuing similar qualitative
comparisons of opposite sides throughout the figure,
two primary dimensions emerged. The dimensions
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appear as lines in Figure 2, drawn on the basis of
consensual agreement among the researchers.

The first dimension (roughly east-west in Figure 2)
represents a continuum of different types of activities
that are pursued throughout life. Items at the eastern
end of this continuum represent activities that are
purely discretionary, such as attending cultural activ-
ities, traveling, spending time outside, and watching
television. These are activities people choose to pur-
sue because they find them enjoyable or rewarding.
They contribute to a sense of personal growth, culti-
vation, and pleasure. Items at the western end of this
continuum, by contrast, represent activities that are
more utilitarian, such as maintaining cleanliness, us-
ing assistive devices, taking nutritional supplements,
and having regular medical examinations. These are
activities that people pursue in order to maintain an
optimum functioning in life, and as such they have a
more routine, obligatory quality. Overall, this first
continuum seems to reflect a range of preferences
that are elective versus pragmatic, and the poles were
named Enrichment and Self-Maintenance.

The second dimension (roughly north-south) rep-
resents a continuum of items that relate to a self ver-
sus other focus. Items at the northern end of this con-
tinuum address outward-directed, or extrapersonal
experiences involving other people, such as keeping
in weekly contact with family, being a member of
clubs, and meeting new people. These items all reflect
preferences for interaction with others. In contrast,
items at the southern end of the continuum deal with
more self-focused, or intrapersonal lifestyle choices,
such as choosing what to wear and eat, maintaining
a regular routine each day, and establishing a certain
living environment. These items reflect preferences
associated with oneself, both in terms of tangible
conditions and daily habits. Overall, the second con-
tinuum seems to reflect an outward versus inward fo-
cus, and poles were named Extrapersonal and Intra-
personal.

Preference Clusters/Categories

In addition to the broad dimensions suggested by
the multidimensional scaling, results of the cluster
analysis revealed distinct preference categories. The
polygons in Figure 3 represent the six clusters that
were identified. (Layers for each cluster represent av-
erage item importance ratings, which are discussed
later.)

Beginning at the top of the figure, the first cluster
includes items that relate primarily to social contact.
The items address general preferences for social con-
tact, such as a desire for visits with family members
and preferred size of social groups, as well as specific
social activities, such as participating in clubs and
celebrating holidays and birthdays. This cluster is
named Social Contact. Moving clockwise around the
figure, the second cluster also contains items about
activities (some with a social component, some not)
whose commonality is a potential for personal growth,
achievement, or self-enhancement. Examples include
preferences for attending cultural activities, traveling,
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Figure 3. Preference clusters and average importance ratings.

reading, being challenged, keeping busy, and being
physically active. This cluster is named Growth Ac-
tivities. The third cluster also includes items about
activities, but here they are less goal-directed than
those in the previous cluster. Relaxed leisure, diver-
sion, and entertainment appear to be the focus of
these items, which include questions about watching
television, eating at restaurants, staying around the
house, using alcoholic beverages, snacking, and hav-
ing times during the day with nothing in particular to
do. This cluster is named Leisure Activities.

At the bottom of the figure, the items shift from
specific activities to environmental features, includ-
ing characteristics of the living environment as well
as the ability to control one’s schedule and routine.
Concrete environmental features addressed in these
items include preferences for keeping personal me-
mentos on display, room temperature, floor covering,
and lighting. Additional items focus on daily routine
involving meals, bathing, and bedtime. More abstract
items deal with the general desire for control over
one’s life, such as preferences for having a plan for
the day, choosing when to eat, choosing what to wear,
and having privacy. The fourth cluster is named Self-
Dominion.

Continuing clockwise, the fifth cluster includes
items about the use of external resources and aids to
maintain well-being. ltems address preferences for the
use of sensory aids, the availability of ramps and hand-
rails, the consumption of vitamins and nutritional sup-
plements, and the use of medications for pain. This
cluster is named Support Aids. Finally, the sixth cluster
contains items that address access to medical care, re-
lationships with caregivers, and specific individuals
preferred to be involved in care. For example, items
assess preferences for routine medical and dental ex-
ams, access to alternative medical providers, availabil-
ity of counseling support, and expected professional
training of caregivers. Questions in this cluster also ad-
dress the quality of the relationship expected with car-
egivers, such as its level of formality, and the preferred
involvement of family and friends in care. This final
cluster is named Caregivers and Care.

Topical movement around the cluster map reaf-

firms the content of the two broad dimensions dis-
cussed earlier (see Figure 3). The Caregivers and Care
and Social Contact clusters have clear social sub-
stance and are grouped near the Extrapersonal pole.
At the same time, the far edge of Social Contact abuts
the Enrichment pole, as does the Growth Activities
cluster. Some social activities appear to include an
element of personal improvement and development.
Moving clockwise to Leisure Activities and Self-
Dominion, the emphasis shifts from others to self (Intra-
personal), and items reflect increasingly pragmatic
content (Self-Maintenance). Further clockwise, Sup-
port Aids has an obvious focus on utilitarian Self-
Maintenance, as does Caregivers and Care, although
the focus of the latter is more on people who assist
with self-maintenance, reflecting the Extrapersonal
pole. In summary, the clusters represent distinct cate-
gories of preferences that are components of a larger
tframework of preference dimensions.

Ratings of Item Importance

Table 1 includes a list of items within each cluster,
ranked by average importance rating. Overall, re-
spondents expressed a wide range of sentiment about
the importance of items, extending from very impor-
tant (the mean for “I like to feel in control of my life”
was 4.8 out of a possible 5.0) to minimally important
(the mean for “I like that direct care providers address
me by my first name” was 1.9). The five highest
ranked items addressed preferences for feeling in
control of one’s life (item 58), having weekly contact
with family (22), reading (25), getting around town
independently (13), and being challenged (37). In
contrast, the five lowest ranked items included pref-
erences for being in a lively place (50), having care-
givers with the same background as oneself (32), ob-
taining help to get motivated (56), being active the
same time each day (35), and having caregivers use
one’s first name (72).

Items from different clusters were evenly distrib-
uted throughout the rankings, suggesting that no one
cluster was more important than another. In Figure 3,
clusters are layered to indicate the average impor-
tance of their items. The cluster with the highest
mean importance rating was Growth Activities (M =
3.59, SD = 0.81). Next important was the Social
Contact cluster (M = 3.35, SD = 0.71), followed by
Self-Dominion (M = 3.21, SD = 0.68) and Support
Aids (M = 3.29, SD = 0.83). Finally, the Leisure Ac-
tivities cluster (M = 3.03, SD = 0.71) was followed
by Caregivers and Care (M = 2.86, SD = 0.71). For
this group of healthy elders, with relatively high edu-
cation and continuing work involvement, prefer-
ences related to self-growth and self-determination
appeared most important. It should be noted, how-
ever, that the differences among average importance
ratings were small. In fact, a one-way analysis of vari-
ance indicated that there were no statistically signifi-
cant differences between cluster mean importance
ratings, F(5,73) = 1.73, p > .10. Despite consider-
able spread within the clusters, the categories them-
selves all appeared moderately important.
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Table 1. Ranked Mean Importance Ratings of Preference Items, by Preference Domain

Social Contact Rating Leisure Activities Rating

22. have weekly contact with family ~ 4.53 13. get around town independently 4.45 57. learn things in particular ways 2.47
62. physical contact with someone 4.30 10. display mementos 3.80 28. bathe at specific time 2.42
23. celebrate holidays/birthdays 4.00 65. eat at restaurants 3.40 46. nap 2505
43. meet new people 3.74 55. have times with nothing to do 2.85 35. be active same time each day 2.00
21. spend time with small groups 3.68 68. do household tasks 2.70
2. live in same room as someone 3.65 5. watch TV 2.60 Support Aids Rating
24. volunteer to help others 3.26  47.snack 2.55 53. decide when to take medications 4.40
60. be a group leader 3.10 19. stay around the house 2.50 73. use hearing aids, glasses, etc. 3.60
18. reminisce about the past 2.90 9. alcoholic beverages 2.40 40. keep clean 3.53
63. be a member of clubs, etc. 2.80 34. use herbs, vitamins, supplements 2.58
4. participate in religious activities ~ 2.85 Self Dominion Rating  51. use ramps, hand rails, etc. 2.35
78. be center of attention 2;35 58. feel in control of life 4.80
41. spend time with large groups 2.26 77. have privacy 4.30 Caregivers and Care Rating
7. choose what | eat 4.05 74. know about medical condition/treatment ~ 4.35
Growth Activities Rating 8. choose what | wear 3.75 20. people to be courteous 3.68
25. read 4.47 66. choose when | eat 3.65 59. family members help with care 3.68
37. be challenged 4.42 27. eat three meals/day 3.53 33. talk to a professional about problems 3.53
1. spend time by myself 4.25 48. pay attention to appearance/dress  3.50 15. receive medical care from MD only 3.30
45. cultural activities 4.16 76. do things to feel better 3.50 14. have routine medical/dental exams 3.15
7. do new things 4.05 70. live in a colorful environment 3.35 80. have friends involved in my care 3.00
61. be physically active 4.00 30. be where it is quiet 3.32 38. caregivers call me by a particular name 2.89
44. listen to music 3.95 75. have a plan for my day 3.30 54. use alternative medicine providers 2.80
11. spend time outside 3.85 49. bright lighting 3:15 52. formal relationship with caregivers 2.55
36. keep busy 3.74 69. keep blinds/curtains open 3.10 67. accept restrictions for my safety 2.35
6. travel 3.65 31. have a place to lock things 3.05 12. discuss personal things with staff 230
64. do crafts, hobbies, etc. 3.00 71. have carpeting around 3.00 39. have people take care of me 2.26
3. contact with animals 230  29. warm temp. where | live 2.84 32. caregivers have same background 2.05
79. shop for bargains 2.30  26. follow sleep/wake routine 2.79 56. help to get motivated 2.00
50. being in lively, noisy place 2.16 16. keep to regular routine 2.50 72. caregivers to use first name 1.90
Note: Questions began with the stem, “I like ...” or “I like to ...”. The rating scale ranged from “minimal importance” (1) to “maximum importance” (5).

Discussion

This study used concept mapping to explore the
structure of the psychosocial preferences of older
adults. Two overarching dimensions and six domains
were identified from 80 items that addressed prefer-
ences regarding everyday activities. The preference
dimensions and domains contribute to our under-
standing of how psychosocial preferences are orga-
nized, and they suggest implications for future scale
development as well as clinical intervention.

The two preference dimensions are consistent with
continua described in other psychological literatures.
Enrichment versus Self-Maintenance is a continuum
that emerges, in some form, throughout the research
on time use and human activity (e.g., Chapin, 1974;
Robinson, 1977). In the context of psychosocial pref-
erences, this dimension implies that older adults pur-
sue some preferences that have as their goal personal
growth and development, whereas other preferences
are associated with activities related more to self-
preservation and basic functioning (cultural pursuits
and travel vs eating and grooming, for instance).
What is interesting is that, at least in this sample, im-
portance ratings were uniform along this dimension;
enrichment preferences were as important as self-
maintenance preferences. It is possible that the rela-
tive good health and high education of this sample
enabled respondents to emphasize what might be
seen as discretionary activities (e.g., travel), prefer-
ences for activities that might seem secondary to the
basic tasks of life. On the other hand, consistent rat-
ings throughout this dimension also emphasize the
importance to older adults of continued growth, self-
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improvement, and enrichment. Care planners and
providers who focus solely on the pragmatic aspects
of everyday life risk overlooking another facet of life,
more abstract perhaps, but equally important to older
adults.

The second dimension identified in the concept
map, Extrapersonal versus Intrapersonal, reflects an
“other” versus “self” focus for preferences. This di-
mension is reminiscent of broad constructs identified
in theory about human personality (e.g., Eysenck,
1967). In terms of preferences for everyday living,
older adults seem to have preferences that corre-
spond to their social engagement as well as prefer-
ences related to the management of the world more
immediately around them (preferences related to
time spent with friends vs preferences related to
wardrobe, for instance). Importance ratings along this
dimension were also uniform, and it therefore seems
important for care planning to address preferences
both “far from” and “near to” the individual.

Along with the two dimensions, the six preference
domains identified in this study also suggest areas of
focus for care providers, whether formal or informal,
as they consider how to promote a high quality of life
for older adults. The six domains are: Social Contact,
Growth Activities, Leisure Activities, Self-Dominion,
Support Aids, and Caregivers and Care. The Social
Contact domain suggests that older individuals have
a coherent attitude about engagement with other
people that should be assessed during a preferences
evaluation. Considerable research has demonstrated
the value of social support in enhancing psychologi-
cal resiliency and well-being (e.g., Taylor, 1990).
Yet, while social contact can be a source of support
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for some individuals at some times, it is not always
beneficial. Social contact that is ineffective, exces-
sive, unwanted, or unpleasant can elevate distress
and disrupt well-being (Krause, 1995; Rook & Pi-
etromonaco, 1987; Silverstein, Chen, & Heller, 1996).
In order to ensure that social contact has a positive
effect, it is important to assess what kind of social en-
gagement individuals prefer. Sensitivity to individual
wishes is particularly important in light of the finding
that it is the perception of support, that is, subjective
social support, that seems to be the key ingredient
to its beneficial effects (Antonucci, 1990; Helgeson,
1993). Enhanced social contact is an important ele-
ment in the lives of older individuals, but care plan-
ning needs to recognize that the preferred timing,
amount, and nature of social contact may differ from
individual to individual.

Two other domains of preferences, Growth Activi-
ties and Leisure Activities, suggest the importance of
paying attention to pursuits that enable growth and
pleasure. Humanistic perspectives in psychology have
long emphasized an innate striving for personal
growth and attainment of one’s potential as a human
being (e.g., Maslow, 1971; Rogers, 1961), and older
individuals may continue to value opportunities for
self-education and personal accomplishment even in
the face of functional limitations. In fact, the onset of
functional limitations may prompt a reassertion of ac-
tivities that bring meaning to life or a reevaluation of
how an individual can maintain a sense of purpose
and worth given changes associated with aging. En-
joyable leisure activity also appears to add to the
quality of life of older individuals (Kelly, Steinkamp,
& Kelly, 1986; Riddick, 1993; Smith, 1993). How sa-
lient such opportunities would be among a group of
highly disabled or at-risk elders remains to be dem-
onstrated.

Another domain of preference that emerged in the
current study, Self-Dominion, is consistent with what
is known about the importance of personal choice
and control in late life. A desire to remain in control
over one’s life is an essential human attribute, impor-
tant in older as well as younger individuals (White,
1959). Particularly for older individuals who face
multiple and mounting losses both physiological and
psychological, the importance of control may be
heightened. Providing opportunities to exert control
can have a profound and positive effect on health, as
feelings of efficacy and agency are associated with
positive physical and psychological outcomes in older
individuals {Johnson, Stone, Altmaier, & Berdahl,
1998; Menec & Chipperfield, 1997; Roberts, Dunkle, &
Haug, 1994). In fact, the simple act of asking about
individual’s preferences communicates that their opin-
ion is valued and that their wishes are important.
Moreover, following individual preferences delivers
another powerful message that the individual has
control over their life. An assessment of preferences
regarding personal routine and activities of daily liv-
ing would enable care planners and providers to in-
clude client input in their efforts.

A desire for control also seems to be an important
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dynamic as individuals think about the care they re-
ceive. The Caregivers and Care domain reflects pref-
erences regarding access to services as well as opin-
ions about who should be providing services or
assistance. Older individual’s preferences regarding
the frequency and nature of formal services—what
they feel comfortable discussing, how they would
like to be addressed, the overall level of formality
they would like to maintain with professionals—are
important to their satisfaction with care (e.g., Kasper
& Riley, 1992; Ross, Steward, & Sinacore, 1993). In
the current study it appeared that these concerns ex-
tend to informal caregivers as well and include
which friends and family members an individual
would like to have involved in their care.

Finally, the Support Aids domain suggests that in-
dividuals have clear preferences about how assistive
devices are integrated into their daily lives. Just as in-
dividuals may have derogatory opinions about others
who use assistive devices (Stephens, Kinney, & Mc-
Neer, 1986), they may have negative feelings about
their own use of such instruments. On the other
hand, for some individuals the use of prosthetic de-
vices or tools may be welcomed because they in-
crease mobility, independence and, subsequently,
self-esteem and quality of life (Harless & McConnell,
1982). In either case, it seems useful to determine
how individuals perceive assistive devices before
they are implemented.

Some additional comments may be made about
the ranking of preferences and the importance ratings
found in the current study. First, the rankings in this
study are somewhat different from those found by
Degenholtz and colleagues (1997). In their study, the
trade-off between freedom and safety was rated as
most important, whereas here participants in this
study rated safety restrictions as relatively unimpor-
tant. Instead, being able to get around independently
was one of the highest ranked items in the current
study, an issue not addressed explicitly by Degen-
holtz and colleagues. Privacy issues, meanwhile,
were relatively important in both studies. Family in-
volvement in care was somewhat less important to
the current group; more important was simply having
weekly contact with family rather than full-fledged
caregiving. These differences between studies might
reflect the relative health and functional indepen-
dence of the participants in the current study. Differ-
ences in wording and item specificity between the
two studies also could be responsible for the varia-
tions in ranking.

A second consideration is that the difference in the
mean importance ratings across preference domains
was small. This may reflect a reluctance to rate any
life activity as unimportant. At the same time, the
lack of a statistically significant difference does not
mean there are not clinically significant differences.
Degenholtz and colleagues (1997) also found a nar-
row range of importance ratings in their assessment
of care values and preferences but implied that even
those differences might be worthy of a more detailed
investigation. In future work it may be helpful to have
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participants rank categories of preferences in a more
direct comparison with one another. Asking partici-
pants to rank all 80 items in this study would have
been burdensome, but ranking the six general do-
mains would be a feasible way to establish a coarse
hierarchy of importance. [Additional measurement
and scaling issues in the assessment of preferences
are discussed in a series of comprehensive articles by
Froberg and Kane (1989)].

In one sense, of course, aggregating importance
rankings across individuals runs counter to the idea
that preferences are unique to the individual. It may
not make sense to summarize ratings when these rat-
ings differ widely across people. In the current study,
even the item that had the lowest average importance
rating (“ like to have caregivers address me by my
first name.”) included the full range of ratings; for
some people having caregivers use their first name
was quite important, for others entirely unimportant.
Different people are likely to have different opinions
about the prioritization of their preferences.

At the same time, in devising a standardized as-
sessment instrument it is necessary to settle on some
organization and structure. How items are placed
within an assessment deserves careful consideration,
although the best structure might not emerge from
purely mathematical considerations such as item im-
portance ratings. Perhaps items that are rated consis-
tently as important should be placed first so that they
can be answered before individuals fatigue. Or per-
haps highly important items should be placed later,
after some rapport has been established between in-
terviewer and interviewee or after the purpose of the
task is fully understood. A discussion of preferences
is a complicated, abstract undertaking, and it de-
mands a type of self-reflection to which respondents
may be unaccustomed at first. The strategy we have
adopted in our ongoing work is to place items to-
gether that are related to one another and arrange
general topics in a logical sequence, progressing
from the more straightforward to the more complex.
For example, items regarding time preferences (“What
time do you like to get up in the morning?”) appear
together and precede a discussion of activities of
daily living (“What do you like to wear when the
weather is cold?”), both of which are followed by
more sensitive questions about caregivers (“Are there
any friends or family members you do not want to
have involved in your care?”). The most effective
way to structure a preference assessment, one that
allows respondents the freedom to consider care-
fully their answers, awaits further empirical investiga-
tion.

So too does the issue of whether it is more useful
(theoretically or practically) to think about prefer-
ences in terms of the dimensions or in terms of the
clusters identified in this study. From the perspective
of future instrument development, assessment tools
that aim to provide a comprehensive picture of psy-
chosocial preferences will need at least to include
items that reflect each of the conceptually distinct
preference categories. Similarly, clinical interventions

that promote a high quality of life for older adults will
need to recognize the broad array of preferences that
contribute to an individual’s conception of what
makes everyday life meaningful. An instrument for
assessing preferences is certainly an important ele-
ment in learning about an individual, but it has limits,
as do all standardized tools. Perhaps more important
is that the act of completing a preference assessment
provides an opportunity for discussions about what is
important to an individual, conversations that are
rarely undertaken spontaneously. In this way an as-
sessment of preferences can serve as a springboard
for in-depth conversations about personal histories,
values, and choices.

Limitations of the Current Study

The findings of this study should be interpreted
with several sampling and methodological limita-
tions in mind. First, the 20 individuals who sorted
preference items represent a convenience sample of
highly educated, active researchers and clinicians.
Consequently, the clusters identified in the current
study and the ranking of preferences might differ
from those provided by another group of elders. In
some of our additional pilot work, more frail individ-
uals used a smaller number of categories and differ-
ent rankings of item importance compared to the ger-
ontologists (Carpenter, Van Haitsma, Ruckdeschel, &
Lawton, 1998). The participants in the current study
may have had experience in research and academia
that influenced the intellectual set with which they
approached the sorting task, resulting in a relatively
high number of preference categories or categories
that reflected their knowledge of research in geron-
tology. Other research on preferences for policies and
services in residential settings also found differences
between experts and residents (Avant & Dressel,
1980; Brennan et al., 1989). When considering pref-
erence importance, one could imagine different rank-
ings between many social subgroups. Leisure activi-
ties might be most important for those who are
retired; caregiving issues may be most meaningful for
individuals with functional impairment; participation
in social groups may be vital to more extroverted peo-
ple. The potential variations are as numerous as the
individuals who complete the rankings, which is, of
course, the principle that underlies individualized
care. Future studies will need to sample larger and
more diverse groups of people if useful norms are to
be assembled (if normative information is useful at
all).

A second limitation relates to the items included in
the concept mapping. The full universe of prefer-
ences may not have been covered by the items used
in this study, and the item generation process itself
might have influenced the results. We distilled 80
general items from 470 specific items, and if topic ar-
eas were missing the sorting and clustering would
have been affected. We feel some confidence that
the 80 items included all important areas because (a)
the focus groups with older adults generated no new
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topic areas, and (b) the individuals who sorted the
items were asked to indicate preference areas that
were missing, and none felt any area had been over-
looked. It is prudent to keep in mind, however, that
our item generation process might have had a subtle
influence on what categories could be generated dur-
ing concept mapping. That is, our participation in
writing items might have imposed a latent structure
that constrained the possible preference domains. Fu-
ture studies will benefit from including open-ended
questions where individuals can note preferences ab-
sent in a standardized questionnaire. Furthermore, it
should be noted that, as in the entire literature on lei-
sure studies (Lawton, 1978), a White middle-class
bias was probably present in the processes of both
sampling items and rating their importance.

A third limitation is that concept mapping, as a tech-
nique, is relatively new in the behavioral and social
sciences. Previous research has found the technique
useful in theory development (e.g., Linton, 1989) and
exploration of consumers’ attitudes (e.g., Kane, 1992),
but the technique has been used infrequently for instru-
ment development projects. Additional psychometric
information about the procedure, including its reliabil-
ity and validity, await further exploration. For instance,
studies that employ factor analysis with larger samples
would provide factor structures to which the results of
concept mapping could be compared.

Further Research

Many complex questions remain about the assess-
ment and implementation of psychosocial prefer-
ences of older adults. This study was an attempt to
explore the content and structure of those prefer-
ences, research we are continuing in a number of ad-
ditional projects that explore other theoretical and
methodological issues. Here we describe some of
that ongoing work, the issues we have chosen to ad-
dress at this stage, and the questions that remain for
future research.

We have assembled the 80 general items used in the
concept mapping study, along with detailed items that
assess quite specific preferences, into one instrument,
the Preferences for Everyday Living Inventory (PELI).
The PELI is being administered to 500 older adults to
establish its psychometric properties in a diverse sam-
ple that includes elders from different socioeconomic
backgrounds, ethnic and cultural heritages, elders of
both genders and with different family statuses, and
elders with a variety of health/illness characteristics.
Confirmatory factor analyses will allow us to examine
the stability of the preference categories identified by
the gerontologists in the concept mapping.

The study also provides information about the sta-
bility of preferences by monitoring them prospec-
tively, in a longitudinal analysis. In the case of medi-
cal advanced directives, preferences for acute care at
the end of life have shown both stability and instabil-
ity (Berger & Majerovitz, 1998; Danis, Garrett, Har-
ris, & Patrick, 1994; Emanuel, Emanuel, Stoeckle,
Hummel, & Barry, 1994; Everhart & Pearlman, 1990).

Although we may document psychosocial prefer-
ences at one point in time, it is possible that normal
development, life events, or simply time to reflect on
one’s preferences might evoke changes in care wishes.
This raises the question of the optimum timing for an
assessment of preferences. Should psychosocial pref-
erences be assessed when an individual is healthy
and living independently, with no imminent physical
decline? Later use of such assessments runs the risk of
relying on dated estimates. Perhaps, instead, more re-
alistic information about preferences can be gener-
ated after people have experienced significant changes
in their physical, social, or environmental status, or
after they are aware of the potentials and limitations
of care services (Kane & Degenholtz, 1997). Degen-
holtz and colleagues (1997), for instance, found that
values and preferences differed between experienced
and new consumers of health care services. An acute
physical illness, an abrupt change in social network,
or relocation to a new residence may prompt a shift
in lifestyle preferences or a reevaluation of life’s pos-
sibilities that is then reflected in stated preferences.
Indeed, there has been debate about whether the
“present self” can in fact make reliable, valid deci-
sions for a “future self” (Post, 1994). We know little
about changes in attitudes and preferences following
major (or minor) life events. Likewise, we know little
about how long it takes for preferences to “settle” af-
ter a significant life change.

Another important issue relates to the mode of
assessment. Preferences can be gathered from self-
reports or structured interviews. Interviews themselves
can be performed by different types of individuals.
Family members may have an advantage of intimacy
that allows individuals to speak freely about their
preferences. On the other hand, some individuals
may prefer not to have their family involved, and
professional or paraprofessional workers may be the
best interviewers. We are attempting to administer
the PELI in a number of different formats (e.g., self-
administration, professional interviewer, family inter-
viewer, nurse interviewer) to address the issue of ad-
ministration feasibility.

As with medical advanced directives, the ideal is
to have preferences documented while individuals
are still capable of describing their wishes. Unfortu-
nately, few people take the time to complete ad-
vanced directives, and they later find themselves in
situations where they are no longer able to express
their preferences for care. In this situation we might
consider whether other individuals can provide reli-
able, valid information about what an individual might
want. Research with caregivers of Alzheimer’s patients,
for instance, has found that they can provide reliable
information about premorbid personality (Strauss, Pa-
supathi, & Chatterjee, 1993). In contrast, a recent
study by Teresi and Holmes (1997) found that family
members underreported the prevalence of cognitive
impairment in older adult day health care clients,
suggesting that family impressions may be biased in
some domains. In our research we are exploring
whether informants (i.e., family members and home
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health aides) can provide valid information about
psychosocial preferences.

In addition to issues of administration, researchers
will need to determine the optimum level of detail in
an assessment of psychosocial preferences. The con-
cept mapping study used broad questions about pref-
erences (e.g., “l enjoy being physically active.”), but
other levels of specificity involving timing (“What
time of day do you enjoy being physically active?”),
duration (“For how long do you usually like to be
physically active?”), and content (“What kind of physi-
cal activity do you enjoy?”) are required for a com-
prehensive assessment. In the PELI we have included
both broad and specific items. What remains un-
known, however, is the level of detail that individuals
find most constructive and the level of detail that has
the greatest clinical utility.

Theoretical questions also remain about how pref-
erences might be shaped by forces inside and outside
the individual. For instance, the Extrapersonal-Intra-
personal dimension hints at an underlying personal-
ity trait such as extraversion (Eysenck, 1967). Simi-
larly, the Enrichment-Self-Maintenance dimension
might be related to sensation seeking (Zuckerman,
Buchsbaum, & Murphy, 1980). Psychological distress
also could influence how preferences are communi-
cated. The amotivation and anhedonia that accom-
pany depression could engender a generalized flat-
tening of preferences, making an “I don’t really care”
response more common. How preferences and their
expression are related to personality, psychiatric symp-
toms, and basic demographic variables remains un-
explored. We are attempting to examine relationships
among preferences and these ancillary constructs in
our ongoing study.

Finally, implementation and outcome are addi-
tional issues that present challenges to both research-
ers and clinicians. What, for instance, is the most
useful point of entry to introduce an assessment of
preferences to consumers? Perhaps it is upon initia-
tion of services, although for some individuals this
may be too late for them to record preferences them-
selves. Once preference information has been ob-
tained, we then need to convey that information to
care providers in ways that can have a genuine im-
pact on care. One goal of our ongoing study is to de-
termine the most parsimonious way to summarize in-
formation and the most effective way to present that
information to care providers (e.g., graphically vs
short narratives vs categorized by care task) without
losing the essence of the individual.

Beyond issues of assessment, of course, looms the
question of whether (or, more optimistically, how)
paying attention to preferences has an impact on
quality of life, satisfaction, or other outcomes such as
physical and mental health. It will be important to
determine whether the implementation of certain
preferences, or groups of preferences, is associated
with different results. We may find that preferences
related to social contact, for instance, have more
power to promote well-being compared to prefer-
ences related to environmental modifications. Previ-

ous research has established the importance of social
support (George, 1996; Hays et al., 1998) and con-
trol (Menec & Chipperfield, 1997; Rodin & Langer,
1977) to the well-being of older adults, and perhaps
these preference domains will emerge as being most
influential. The relative potency of different prefer-
ences remains an important empirical question. Al-
though it may be that preferences have a differential
impact on outcomes, a more salient overarching is-
sue may be the congruence between preferences and
care. When care is consistent with preferences, we
anticipate the best outcomes; when care is incongru-
ent with preferences, we expect the worst outcomes,
regardless of the actual domain of preference.

Despite our ability to catalog a comprehensive list
of preferences, in all reality only a limited number
are likely to be implemented. Perhaps those with the
most significant impact should be singled out first.
Another way to prioritize the implementation of pref-
erences, however, would be to examine rankings by
respondents themselves. In the PELI, respondents are
allowed to express something akin to importance, or
the strength of their opinion, with five response op-
tions. As an example, for the question, “Do you like
spending time outside?”, responses can be “not at
all” (essentially, an expression of dislike or an aver-
sion), "a little,” “somewhat,” “a lot” (a strong prefer-
ence), or “no preference.” This kind of rating can
provide one index of importance or value. Strong
preferences and aversions might be those that de-
serve the most attention when caregivers are trying to
prioritize their efforts.

The actual accommodation to different prefer-
ences is also likely to be influenced by their costs. In
a nursing home setting, for instance, accommoda-
tions at the level of the individual, such as allowing a
resident to choose her own clothes for the day, are
relatively easy to make and have few costs associated
with them. Accommodations at the level of the unit,
such as adjusting waking or bathing schedules, may
be more difficult to implement because they depend
on larger factors such as staffing levels. At the highest
level, accommodations that require institutional or
systemic modification may be least likely to be im-
plemented because of the difficulty of changing
larger structures and policies. For instance, some fa-
cilities may have strict policies about the use of alco-
hol, despite a resident’s preference to have a glass of
wine with dinner on occasion.

The expression of preferences and their implemen-
tation also raises ethical issues that will need to be
addressed. One can imagine situations where per-
sonal preference conflicts with others’ beliefs about
the best interest of an older adult. What if, for in-
stance, a penchant for sweets contradicts dietary rec-
ommendations for diabetes? Preference assessments
are not meant to be adopted as rigid demands, just as
clinical judgment is not expected to override client or
patient wishes. Instead, preference assessments are
meant to add information to the conversation be-
tween care recipients and care providers. Still, pater-
nalism, autonomy, and the status of preferences as
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“rights” are complex issues that will require thought-
ful consideration in future research.

Summary

Individualized environments and individualized
care are important elements in maintaining quality of
life for older people. Providing individualized care
depends, however, on the availability of comprehen-
sive, reliable, and valid ways of assessing what is im-
portant to individuals. The current study was a first
attempt to clarify the breadth and organization of
psychosocial preferences. Future studies can con-
tinue this work by verifying the overarching con-
structs in preferences and exploring the practical is-
sues regarding assessment and implementation.

References

Antonucci, T. C. {1990). Social supports and social relationships. In R. H.
Binstock, & L. K. George (Eds.), Handbook of aging and the social sci-
ences (3rd. ed., pp. 205-226). San Diego, CA: Academic Press.

Avant, W. R, & Dressel, P. L. (1980). Perceiving needs by staff and elderly
clients: The impact of training and client contact. The Gerontologist,
20, 71-77.

Berger, |. T., & Majerovitz, D. (1998). Stability of preferences for treatment
among nursing home residents. The Gerontologist, 38, 217-223.

Brennan, P. L., Moos, R. H., & Lemke, S. {1988). Preferences of older
adults and experts for physical and architectural features of group liv-
ing facilities. The Gerontologist, 28, 84-90.

Brennan, P. L., Moos, R. H., & Lemke, S. (1989). Preferences of older
adults and experts for policies and services in group living facilities.
Psychology and Aging, 4, 48-56.

Carpenter, B., Van Haitsma, K., Ruckdeschel, K., & Lawton, M. P. (1998),
[Concept mapping of preferences with frail older adults in semi-inde-
pendent living.] Unpublished raw data.

Chapin, F. S. (1974). Human activity patterns in the city: Things people do
in time and in space. New York: Wiley.

Cotrell, V., & Schulz, R. (1993). The perspective of the patient with Alz-
heimer's disease: A neglected dimension of dementia research. The
Gerontologist, 33, 205-211.

Cox, D. M., & Sachs, G. A. (1994). Advance directives and the Patient Sclf-
Determination Act. Clinics in Geriatric Medicine, 10, 431-443.

Danis, M., Garrett, )., Harris, R, & Patrick, D. L. {1994). Stability of
choices about life-sustaining treatments. Annals of Internal Medicine,
120, 567-573.

Degenholtz, H., Kane, R. A, & Kivnick, H. Q. (1997). Care-related prefer-
ences and values of elderly community-based LTC consumers: Can
case managers learn what's important to clients? The Gerontologist,
37, 767-776.

Emanuel, L. L., Emanuel, E. J., Stoeckle, J. D., Hummel, L. R., & Barry, M. J.
(1994). Advance directives. Stability of patients’ treatment choices. Ar-
chives of Internal Medicine, 154, 209-217.

Everhart, M. A., & Pearlman, R. A. (1990). Stability of patient preferences
regarding life-sustaining treatments. Chest, 97, 159-164.

Everitt, B. (1980). Cluster analysis (2nd ed.). New York: Halsted Press.

Eysenck, H. J. (1967). The biological basis of personality. Springfield, IL:
Charles C Thomas.

Firestone, 1. )., Lichtman, C. M., & Evans, J. R. (1980). Privacy and solidar-
ity: Effects of nursing home accommodation on environmental
perception and sociability preferences. International Journal of Aging
and Human Development, 11, 229-241.

Froberg, D. G., & Kane, R. L. (1989). Methodology for measuring health-
state preferences—I: Measurement strategies. fournal of Clinical Epide-
miology, 42, 345-354.

Galvin, P. F. (1989). Concept mapping for planning and evaluation of a
Big Brother/Big Sister program. Evaluation and Program Planning, 12,
53-58.

George, L. K. (1996). Social and economic factors related to psychiatric
disorders in late life. In E. W. Busse & D. G. Blazer (Eds.), Geriatric psy-
chiatry (2nd ed, pp. 139-154). Washington, DC: American Psychiatric
Press.

Harless, E. L., & McConnell, F. (1982). Effects of hearing aid use on self
concept in older persons. Journal of Speech and Hearing Disorders, 47,
305-309.

Hays, J. C., Landerman, L. R., George, L. K., Flint, E. P, Koenig, H. G.,

Land, K. C., & Blazer, D. G. (1998). Social correlates of the dimensions
of depression in the elderly. journal of Gerontology:Psychological Sci-
ences, 53B, P31-P39.

Helgeson, V. 8. (1993). Two important distinctions in social support: Kind
of support and perceived versus received. journal of Applied Social
Psychology, 23, 825-845.

Holmes, D., Splaine, M., Teresi, ]., Ory, M., Barrett, V., Monaco, C., &
Ramirez, M. (1994). What makes special care special: Concept map-
ping as a definitional tool. Alzheimer Disease and Associated
Disorders, 8(Suppl. 1), S41-553.

Johnson, B. D., Stone, G. L., Altmaier, E. M., & Berdahl, L. D. (1998). The
relationship of demographic factors, locus of control and seli-cfficacy
to successful nursing home adjustment. The Gerontologist, 38, 209~
216.

Kane, R. A. (1995). Decision making, care plans, and life plans in long-
term care: Can case managers take account of clients’ values and pref-
erences? In L. B. McCullough & N. L Wilson (Eds.), Long-term care
decisions: Fthical and conceptual dimensions. Baitimore, MD: Johns
Hopkins University Press.

Kane, R. A., & Caplan, A. L. (Eds.). (1990). Everyday ethics: Resolving di-
lemmas in nursing home life. New York: Springer.

Kane, R. A., & Degenholtz, H. (1997). Assessing values and preferences:
Should we, can we? Generations, 21(1), 19-24.

Kane, R. A., & Kane, R. (1988). Long-term care: Variations on a quality as-
surance theme. Inquiry, 25, 132-146.

Kane, T. J. (1992). Using concept mapping to identify provider and con-
sumer issues regarding housing for persons with severe mental illness.
Paper presented at the Annual Conference of the American Evaluation
Association, Seattle, WA.

Kasper, J. D., & Riley, G. (1992). Satisfaction with medical care among
elderly people in fee-for-service care and an HMO. Journal of Aging
and Health, 4, 282-302.

Kearney, C. A,, & McKnight, T. ). (1997). Preference, choice, and persons
with disabilities: A synopsis of assessments, interventions, and future
directions. Clinical Psychology Review, 17, 217-238.

Kelly, )., Steinkamp, M., & Kelly, ]. (1986). Later life leisure: How they play
in Peoria. The Gerontologist, 26, 531-537.

Krause, N. (1995). Negative interaction and satisfaction with social support
among older adults. Journal of Gerontology:Psychaological Sciences,
50B, P59-P73.

Kruskal, J. B., & Wish, M. (1978). Multidimensional scaling. Sage Univer-
sity paper series on Quantitative Applications in the Social Sciences,
07-011. Beverly Hills, CA: Sage Publications.

Lambert, P., Gibson, |. M., & Nathanson, P. (1990}. The values history: An
innovation in surrogate medical decision-making. Law, Medicine, and
Health Care, 18, 202-212.

Lawton, M. P. (1978). Leisure activities for the aged. The Annals, 438, 71-80.

Linton, R. (1989). Conceptualizing feminism: Clarifying social science
conceplts. Evaluation and Program Planning, 12, 25-30.

Maslow, A. H. (1971). The farther reaches of human nature. New York:
Viking.

Menec, V. H., & Chipperfield, ). G. (1997). The interactive effect of per-
ceived control and functional status on health and mortality among
young-old and old-old adults. journal of Gerontology.:Psychological
Sciences, 528, P118-P126.

Mold, J. W., Looney, S. W., Viviani, N. J., & Quiggins, P. A. (1994). Pre-
dicting the health-related values and preferences of geriatric patients.
Journal of Family Practice, 39, 461-467.

Moore, R. S., Staum, M. J., & Brotons, M. (1992). Music preferences of the
elderly: Repertoire, vocal ranges, tempos, and accompaniments for
singing. Journal of Music Therapy, 29, 236-252.

Post, S. G. (1994). Ethics and the progression of dementia. Clinics in Geri-
atric Medicine, 10, 379-394.

Rader, J., & Tornquist, E. M. (Eds.). (1995). Individualized dementia care:
Creative, compassionate approaches. New York: Springer.

Riddick, C. C. (1993). Older women’s leisure activity and quality of life. In
J. R. Kelly {Ed.), Activity and aging: Staying involved in later life (pp.
86-98). Newbury Park, CA: Sage.

Roberts, D. B., Dunkle, R., & Haug, M. (1994). Physical, psychological,
and social resources as moderatars of the relationship of stress to men-
tal health of the very old. Journal of Gerontology:Social Sciences, 49,
535-543.

Robinson, ). P. (1977). How Americans use time: A social-psychological
analysis of everyday behavior. New York: Praeger.

Rodin, J., & Langer, E. ). (1977). Long-term effects of a control-relevant in-
tervention with the institutionalized aged. journal of Personality &
Social Psychology, 35, 897-902.

Rogers, C. {(1961). On becoming a person. Boston: Houghton Mifflin.

Rook, K. S., & Pietromonaco, P. {1987). Close relationships: Ties that heal
or ties that bind? In W. H. Jones & D. Perlman (Eds.), Advances in per-
sonal relationships (Vol. 1, pp. 1-35). Greenwich, CT: JAI Press.

Ross, C. K., Steward, C. A., & Sinacore, J. M. (1993). The importance of pa-

The Gerontologist

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




tient preferences in the measurement of health care satisfaction.
Medical Care, 37, 1138-1149.

Silverstein, M., Chen, X., & Heller, K. (1996}. Too much of a good thing?
Intergenerational social support and the psychological well-being of
older parents. Journal of Marriage and the Family, 58, 970-982.

Smith, M. C. (1993). The reading abilities and practices of older adults. £d-
ucational Gerontology, 19, 417-432.

SPSS. (1994). Professional Statistics. Version 6.1, Chicago: Author.

Stephens, M. A. P., Kinney, |. M., & McNeer, A. E. (1986). Accommodative
housing: Social integration of residents with physical limitations. The
Gerontologist, 26, 176-180.

Strauss, M. E., Pasupathi, M., & Chatterjee, A. (1993). Concordance be-
tween observers in descriptions of personality change in Alzheimer’s
disease. Psychology and Aging, 8, 475-480.

Taylor, S. (1990). Health psychology: The science and the field. American
Psychologist, 45, 40-50.

Teresi, |. A., & Holmes, D. (1997). Reporting source bias in estimating
prevalence of cognitive impairment. Journal of Clinical Epidemiology,
50, 175-184.

Trochim, W. {1989a). An introduction to concept mapping for planning
and evaluation. Evaluation and Program Planning, 12, 1-16.

Trochim, W. (1989b). Concept mapping: Soft science or hard art? Evalua-
tion and Program Planning, 12, 87-110.

Trochim, W., Cook, J., & Setze, R. (1994). Using concept mapping to de-
velop a conceptual framework of staff's views of a supported
employment program for persons with severe mental illness. Consult-
ing and Clinical Psychology, 62, 766-775.

Trochim, W., & Linton, R. (1986). Conceptualization for evaluation and
planning. Evaluation and Program Planning, 9, 289-308.

U.S. Senate Special Committee on Aging. (1987). A matter of choice: Plan-
ning ahead for health care decisions. Washington, DC: U.S.
Government Printing Office.

White, R. W. (1959). Motivation reconsidered: The concept of compe-
tence. Psychological Review, 66, 297-323.

Zuckerman, M., Buchsbaum, M. S., & Murphy, D. L. (1980). Sensation
seeking and its biological correlates. Psychological Bulletin, 88, 187~
214,

Received March 2, 1999
Accepted December 28, 1999
Decision Editor: Vernon L. Greene, PhD

Appendix A

Pretference ltems

1. 1 enjoy spending time by myself.
2. 1 enjoy living in the same room as someone else.
3. | enjoy contact with animals.
4. | like to participate in religious/spiritual activities.
5. | enjoy watching TV.
6. | enjoy traveling.
7. I like to choose what | eat.
8. I like to choose what | wear.
9. | enjoy alcoholic beverages.
10. | like to keep certain personal mementos on display
where | live.
11. I enjoy spending time outside.
12. 1like to discuss personal things with the staff who care for
me.
13. 1 like to be able to get around town independently.
14. 1 like to have routinely scheduled medical/dental exami-
nations.
15. 1 like to receive my medical care from an MD rather than
a physician’s assistant or nurse practitioner.
16. | like to keep to a regular routine each day.
17. 1 like doing new things.
18. | like reminiscing about the past.
19. | like to stay around the house.
20. I like peop?e to be courteous.
21. | enjoy spending time with small groups of people.
22. 1 like to keep in weekly contact with my family.
23. | like celebrating holidays and birthdays.
24. | like to volunteer my time to help others.
25. | enjoy reading.
26. | like to follow a routine when [ go to bed and when | get up.
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27. | like to eat three meals a day.

28. | like to bathe at a specific time.

29. | like to have the temperature where | live to be on the
warm side.

30. 1 like to be where it is quiet.

31. 1 like to have a place to lock my things.

32. | like the people who care for me to ZFmve the same back-
ground as me.

33. I'd like to have the chance to talk to a professional if | had
an emotional problem or worry.

34. | like to use herbs, vitamins, and supplements.

35. 1like to be most active at the same time each day.

36. 1 like to keep busy.

37. 1 like to be challenged.

38. I like people to call me by a particular name.

39. 1 like having people take care of me.

40. | like to be careful about being clean.

41. | enjoy spending time with large groups of people.

42. I like to Eeep in frequent contact witﬁ my friends.*

43. I enjoy meeting new people.

44. | enjoy music.

45. l enjoy cultural activities.

46. | like to nap.

47. | like to snack.

48. | enjoy paying attention to my appearance and dress.

49. 1 like the lighting where | live to be on the bright side.

50. I enjoy being in a lively, noisy place.

51. Ilike being in a place that has ramps, hand rails, etc.
52. | like to keep mr relationship with someone providing
care to me formal.

53. I would like to be able to decide whether to take medica-
tions for pain or other symptoms.

54. | like to have access to alternative medicine providers,
e.g., chiropractors, acupuncture.

55. | like to have times during the day when | have nothing

articular to do.

56. I like to be given help to get motivated to do things.

57. I like to learn things in particular ways.

58. I like to feel in control of my life.

59. 1 like having particular family members involved in my
care.

60. | enjoy being a group leader.

61. 1 enjoy being physically active.

62. 1 enjoy physical contact with someone | care about.

63. 1 like being a member of clubs, community, or other orga-
nizations.

64. | enjoy doing crafts, handiwork, and hobbies.

65. | like to eat at restaurants.

66. [ like to choose when | eat.

67. 1 like to have some restrictions imposed to insure my
safety.

68. | enjoy doing household tasks.

69. 1 like to keep blinds, shades, and curtains open.

70. 1 like a colorful environment.

71. 1'like being in a place that has carpeting.

72. 1 like that direct care providers address me by my first
name.

73. | like being able to use hearing aids/glasses/dentures.

74. 1 like to know about every aspect of my medical condi-
tion and treatment.

75. 1like to have a plan for my day.

76. 1 like doing things to make me feel better when I'm upset.
77. 1 like Brivacy.
78. | like being the center of attention.

79. | like to shop around for the best bargains.
80. I like having particular friends involved in my care.

*This item was dropped due to a typographical error on the
concepl mapping questionnaire.

Appendix B

Notes

1. The literature on assessing preferences for individuals with
developmental disabilities is somewhat more advanced,
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and a review can be found in Kearney and McKnight 3. Trochim has created a computer software package that

(1997). facilitates the entire concept mapping process, from
2. The method used in this study was slightly different from item generation through reporting, although the statisti-
the procedure used in traditional concept mappin cal(j)rocedures themselves are available in most stan-
wherein participants typically both generate items an dard statistics packages, including SPSS, which was used

then sort them; here the investigators constructed the items here.
and research participants sorted them.
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