
BEHAVIORAL MEDICINE MULTIVARIATE ASPECTS OF ~TRE~S 

AND CARDIOVASCULAR DYSFUNCTIONS IN THE 

ELDERLY 

By 

RONNIE LEE JOHNSON ,, 
Bachelor of Arts 
B~ola Un~vers~ty 

La ~rada, Cal~forn~a 
1973 

Master of Arts 
Chapman College 

Orange, Cal~forn~a 
1978 

Subm~tted to the Faculty of the Graduate College 
of the Oklahoma State Un~vers~ty 

~n part~al fulf~llment of the requ~rements 
for the degree of 

DOCTOR OF PHIL~OPHY 
May, 1986 



fhe0tS 
~~~(cO 
~)(u 6Jv 

CO()•?... 



~ 

BEHAVIORAL HEDICINE : MULTIVARIATE ASPECTS OF STRESS 

AND CARDIOVASCULAR DYSFUNCTIONS IN THE 

ELDERLY 

Thesis Approved: 

- ----- - ~r,-~_(..._.....,..:---~- -.4--__ 'a_:z_'_ -~-- -- --
- Lhes~s Ad~er 

~~~-a~.~£ ---

K~-&~ - ---
-~-~J~r----- -­
~-----~ e . 10~-----
- . __ ()~_()_. ~------
~ of the Grad uate Coll ege 

1 2660U9 j. 



COPYRIGHT 

by 

Ronn Johnson 

May, 1986 



Ded1cated to my mother, Dell1a Johnson, and my father, 

Thaddeus H. Johnson (who passed away on January 18, 

1962), may the love, honor and support that we 

have for each other cont1nue forever. 



ACKNOWLEDGEMENTS 

There are numerous ~n~v~duals to whom I am greatly apprec~a~ve 

for the~r ass~stance and support. My s~ncere ad~rat~on and grat~tude 

are extended to Dr. John M. D~llard, my thes~s adV1ser and professor. 

Dr. D~llard's tutelage, pat~ence, encouragement, and protess~onal 

gu~dance were ~rectly respons~ble for my ad~ss~on and complet~on of 

all requ~rements for the Ph.D. The con~nuous shar~ng of h~s exper~se 

as a profess~onal wr~ter, researcher, and professor prov~ded a ~vers~­

f~ed role model wh~ch I greatly apprec~ate and found profess~onally 

~nsp~r~ng. I w~ll always be grateful for h~s profess~onal ~nput. 

It ~s ~th s~ncere apprec~at~on that I express grat~tude to the 

members of my doctoral com~ttee. Dr. Jud~th Dobson, my com~ttee 

cha~rperson, was most support~ve dur~ng my doctoral course work and 

proV1ded useful ~nformat~on ~n the area of superv~s~on. Dr. Al Carlazz~ 

was most ~nfluen~al ~n the development of my profess~onal psycholog~st 

~dent~ty. Dr. Carlazz~'s profess~onal~sm and consc~ent~ousness were 

par~cularly ~nsp~r~ng. Dr. Ken Sandvold's calm, assured manner~sms and 

~ns~ghtful sugges~ons were greatly apprec~ated. Dr. D~anna Newman's 

profess~onal ~nstruct~on ~n the areas of research des~gn, mult~var~ate 

stat~s~cs, test construct~on and program evalua~on have prov~ded me 

w~th a sol~d profess~onal research foundat~on. Her personal help, 

cr~~c~sms, adV1ce and encouragement were part~cularly st~ulat~ng. 

Apprec~at~on ~s expressed to var~ous faculty, students and staff at 

Oklahoma State Un~vers~ty for the~r many contr~but~ons throughout my 



doctoral stud1es. Spec1al thanks to Dr. Sherry Maxwell, Dr. bteve 

Caldwell, Dr. B1ll Jaynes, L1sa Cantrell, Larry Fox, Harr1et blater, 

Layet Schafer, and Pat Levy. An apprec1at1on for one fr1end, Jon 

Verm1ll1on, who passed away before th1s moment, but had a great 

1nfluence on me personally through h1s humor and profess1onal1sm. He 

would probably have a humorous remark about th1s whole doctoral process. 

Spec1al thanks goes to Dr. Jul1a McHale. Her profess1onal1sm, personal 

style and sense of humor were most 1nfluent1al 1n the development of my 

therapeut1c style. A spec1al and s1ncere thanks goes to Laura Dav1s for 

typ1ng my d1ssertat1on and other profess1onal mater1als dur1ng my 

doctoral study. I would also l1ke to express my deepest grat1tude for 

all the elderly part1c1pants, s1te d1rectors, and my research 

ass1stants. 

S1ncere apprec1at1on 1s extended to numerous 1nd1v1duals who were 

not a part of my doctoral stud1es but heav1ly 1nfluenced my l1fe. I 

extend my spec1al thanks to my fam1ly, Ramon1a M1ms, Dell1a Johnson, 

Andrew Johnson, Thelma Jean M1ms, CalV1n M1ms, AlV1n Anderson, T1mothy 

M1ms, Andrea Johnson, Natal1e Johnson and Stephan1e Johnson, all make 

l1fe enJoyable. 

Drs. Franc1s Sm1th and Ed Jacobson of Chapman College were 

extremely helpful dur1ng my graduate study 1n Orange. Dr. Forest Ladd, 

my mentor at Bethany Nazarene College proV1ded me W1th a sol1d 

foundat1on 1n psychology and 1nsp1red my cont1nued graduate study. Mr. 

and Mrs. J1m and Peggy Poteet could take up pages of thanks for the 

1nnumerable ways they have 1nfluenced my l1fe. Spec1al fr1ends 1nclude 

Sam We1rbech and Rod Ryan who both were there when I needed support. 

Dr. B1ll Freder1ckson of Central State Un1vers1ty was of great 



ass1stance dur1ng the analys1s of my data and of great profess1onal 

1nsp1rat1on 1n the area of research. 

My extended fam1ly 1ncludes a mother, father, brother, and s1sters 

whose love and apprec1at1on were tremendously 1nsp1r1ng. L1z Morales, 

my mother, and Al Morales, my father, were always there when I needed 

them. L1z and Al are most 1mportant to me. My s1sters, D1anne, R1ta 

and Ann Mar1e, and my brother, Steve, all of whom I love. My other 

extended fam1ly 1ncludes the Davenports, W1lma, Robert and bam. W1lma 

Davenport has the world's k1ndest heart, I love you. Sam 1s the l1ttle 

brother I always wanted to teach how to play ball. 

Innumerable persons and exper1ences--too many to recall and 

recogn1ze adequately--have 1nfluenced me 1n what I have tr1ed to 

accampl1sh dur1ng my l1fe. My W1fe, Chr1sty, and daughter, Rachel!, are 

my most prec1ous possess1ons. My W1fe tolerated a great deal of anger, 

frustrat1on, and mood1ness from me dur1ng the ent1re doctoral process. 

There were t1mes when th1ngs were bad but she above everyone else stood 

by and supported me dur1ng all the rough t1mes. I want to express my 

s1ncere grat1tude and love to you, Chr1sty. Rachel!, my daughter, 1s 

apprec1ated for mak1ng me the happ1est father 1n the world. 

Last and most 1mportant1y, I would l1ke to thank my Lord and 

Sav1or, Jesus Chr1st, for proV1d1ng me W1th the strength, knowledge and 

w1sdam to perform what I perce1ve as "H1s" w111. Thank you, Lord• 

v 



TABLE OF CONTENTS 

Chapter Page 

I. INTRODUCTION 

S1gn1f1cance of the Problem 
Statement of the Problem • 
Hypotheses • 
Def1n1t1on of Terms 
L1m1tat1ons of the Investigat1on • 
Organ1za tion of the Investigation 

I I. REVIEW OF THE LITERATURE 

III. 

Depress1on and the Elderly • 
Psycholog1cal Impa1rment 
Depress1on and Phys1cal Illness • 
Depress1on and Card1ovascular Dysfunct1ons 
Depress1on and Su1c1de 

L1fe Satisfact1on 
Health and Soc1oeconom1c Status 

Fam1ly Contact • 
Locus of Control • 

Health Locus of Control • 
Stress and the Elderly • 

Psycholog1cal Depress1on and Card1ovascular 
Dysfunct1on • • 

Health and Self-Rat1ngs of Health 
Self-Ratings of Health 

CardJ.ovascular Dysfunct1ons and the Elderly 
Compl1cations Assoc1ated Wl. th CardJ.ovascular 

Dysfunct1ons 
Pred1spos1ng Factors Assoc1ated w1th 

CardJ.ovascular Dysfunct1ons • 
Psycholog1cal React1ons Assoc1ated WJ.th 

CardJ.ovascular Dysfunct1ons • 
Summary 

METHODOLOGY OF THE INVESTIGATION 

Sample • 
Instrumentat1on 

Mental Status Quest1onna1re (MSQ) 
Rationale 
Development of the MSQ • 
Rel1ab1l1ty of the MSQ • 

V1 

8 
8 
9 
9 

11 
12 

13 

13 
13 
14 
15 
16 
18 
19 
21 
22 
24 
26 

27 
29 
31 

• 33 

34 

35 

37 
39 

4b 

46 
49 
49 
49 
49 
50 



Chapter 

IV. 

Val1d1 ty of the MSQ 
Evaluat1on of the MbQ 

Zung Self-Rat1ng Depress1on Scale (SDS) 
Rat1onale for the SDS 
Development of the SDS 
Rel1ab1l1ty of the SDS • 
Val1d1 ty of the SDb 

Evaluat1on of the SDb 

Mult1d1mens1onal Health Locus of Control (MHLC) 
Rat1onale 
Development of the HLC and MHLC 
Rel1ab1l1 ty of the MHLC 
Val1d1 ty of the MHLC • 
Evalua t1on of the MHLC 

Ph1ladelph1a Ger1atr1c Center Scale (PGC) 
Ra t1onale for the PGC 
Development of the PGC 
Rel1ab1l1 ty of the PGC • 
Val1d1 ty of the PGC 
Evaluat1on of the PGC 

Page 

50 
50 
51 
51 
51 
52 
52 
52 
53 
53 
53 
54 
55 
55 
b6 
56 
;,6 
56 
57 
;,7 

Duke Un1vers1ty ot North Carol1na Prof1le (DUNC) 57 
Rat1onale for the DUNC • 57 
Development 58 
Rel1ab1l1ty ;,a 
Val1d1 ty • ;,a 
Evaluat1on • • 58 

Elderly Interpersonal Exper1ence Inventory 59 
Rat1onale for the EIEI • 59 
Development 59 
Rel1ab1l1ty 59 
Val1d1 ty • 59 
Evaluat1on • 60 

Data Collect1on • 60 
Procedure 60 

Research Des1gn • 62 
Data Analys1s • 63 

Research Hypothes1s 63 
Research Hypothes1s 2 63 
Research Hypothes1s 3 63 
Des1gn Summary • 63 

RESULTS OF THE INVESTIGATION 

Introduct1on • 
MaJor Stat1st1cal Hypotheses • 

Research Hypothes1s 1 
Research Hypothes1s 2 • 
Research Hypothes1s 3 • 

Summary of MaJor Research Quest1ons 
Research Quest1on 1 
Research Quest1on 2 • 
Summary • 

65 

65 
6;, 
65 
66 
68 
68 
68 
71 
72 



Chapter Page 

V. SUMMARY, FINDINGS, CONCLUSIONS AND IMPLICATIONS • • • • • • 73 

Summary • • • • • • • • • • • . . . . . 
Purpose • • • • • • • • • • 
LJ. terature and Research • • • • • • • • 
PartJ.cJ.pants • • • • • • • • • • 

. . . . . . . . . . . 
InstrumentatJ.on • 
AdmJ.nJ.stratJ.on of 

and DUNC ••• 

. . . 
the MSQ, SDS, MHLC, PGC, . . . . . . • • • 

73 
75 
75 
76 
76 

77 
Data A~alysJ.s •••• - • • • • • • • • • • • 7~ 

FJ.ndJ.ngs of the Investl.ga tl.on • • • • 78 
DJ.scussJ.on of the Fl.ndJ.ngs • • • 79 
ConclusJ.ons and ImplJ.catJ.ons for PsychologJ.sts 81 
RecommendatJ.ons for Future Research • • • • • 83 

REFERENCES • . . . . . . . . . . . . . . . . . . . . . . 87 

APPENDICES . . . . . . . . . . . . . . . . . . . . . . . 103 

APPENDIX A ELDERLY INTERPERSONAL EXPERIENCE INVENTORY 104 

APPENDIX B MENTAL STATUS QUE~TIONNAIRE (MSQ) . . . . . . 106 

APPENDIX C DUKE-UNC HEALTH PROFILE (DUNC) • 108 

APPENDIX D MULTIDIMENSIONAL HEALTH LOCUS OF CONTROL 
(MHIC) • • • • • • • • • • • • 111 

APPENDIX E - PHILADELPHIA GERIATRIC CENTER MORALE SCALE-
REVISED (PGC) • • • • • • • • • • • • 116 

APPENDIX F ZUNG ~ELF-RATING DEPRESSION ~CALE (SDb) 11 ~ 

APPENDIX G LETTER OF COOPERATION (SITE) • • • • 120 

APPENDIX H - LETTER OF COOPERATION AND RELEASE OF 
INFORMATION-PARTICIPANT • • • • • • • • • • 122 

APPENDIX I GENERAL INSTRUCTIONS FOR ALL TE~TS . . . • • • 124 

APPENDIX J TRAINING PRObRAM FOR RESEARCH ASSISTANT~ 126 

APPENDIX K FREQUENCY DISTRIBUTIONS . . 12ti 

K1 FREQUENCY DI~TRIBUTION FOR AGE • • • • 129 

K2 FREQUENCY DISTRIBUTION FOR CHILDREN • • 131 

K3 FREQUENCY DISTRIBUTION FOR EDUCATIONAL 
LEVEL • • • • • • • • • • • • • • • • . . . . . 132 



Chapter 

K4 - FREQUENCY DISTRIBUTION FOR INCOME LEVEL 
BEFORE RETIREMENT • • • • • • • . . . . . . . . 

K5 - FREQUENCY DISTRIBUTION FOR INCOME LEVEL 
AFTER RETIREMENT . • . . . . . • 

K6 - FREIJUENCY DISTRIBUTION FOR SEX . . . . . 
K7 - FREQUENCY DISTRIBUTION FOR RACE • . . 
K8 - FREQUENCY DISTRIBUTION FOR HEALTH • . 
K9 - FREQUENCY DISTRIBUTION FOR PHONE CALLS FROM 

FAMILY • . 
K10 - FREQUENCY DISTRIBUTION FOR PHONE CALLS FROM 

FRIENDS . . . . . . . . . . . . . . • . 
K11 - FREQUENCY DISTRIBUTION FOR VISITS FROM 

FAMI.LY • . . • . . . . . . . . . . • • • 

K12 -FREQUENCY DibTRIBUTION FOR VISITS FROM 
FRIENDS . • • . • . . . • • • • . • • • 

K13 -WITHIN CELL CORRELATION FOR PSYCHOLOGICAL 
STRESS • • • • • • • • • • • • • • 

K14 - WITHIN CELL CORRELATION FOR PHYSICAL STRESb 

K 15 - CELL MEANS AND STANDARD DEVIATIONS FOR DUNC 
SYMPTOM STATUS AND PHYSICAL FUNCTIONING 

K 16 - CELL MEANS AND STANDARD DEVIATIONS FOR LIFE 
SATISFACTION AND THE ZUNG SELF-RATING 
DEPRESSION SCALE • • • • • • • • . . . . 

K 1 7 - CELL MEANS AND STANDARD DEVIATIONS FOR MHLC 
INTERNAL ITEMS, POWERFUL OTHER ITEMS AND 

• . 
. • 
. • • 

. 

. . • 

. . 

• • • 

CHANCE ITEMS • • • • • • • • • • • • • • • . . 
K 18 - CELL MEANS AND STANDARD DEVIATIONb FOR CHILDREN, 

HEALTH, VISITS FROM FAMILY AND PHONE CALLS 

Page 

133 

134 

135 

136 

137 

138 

139 

140 

141 

142 

143 

144 

145 

146 

FRCM FAMILY • • • • • • • • • • 1 4 7 

APPENDIX L - LETTERS OF COOPERATION • 148 

l.X 



LIST OF TABLES 

Table 

I. GENERAL DESCRIPTIVE DATA OF THE INVE5TIGATION 

I I. SOURCE TABLE FOR SOCIAL STREl:>S • 

III. SOURCE TABLE FOR PHYSICAL STREbb 

IV. SOURCE TABLE FOR PSYCHOLOGICAL STRESS 

X 

Page 

4~ 

67 

69 

70 



CHAPTER I 

INTRODUCTION 

There are approXLroately 25 m~ll~on Amer~cans 65 years of age or 

older who represent sl~ghtly more than 10 percent of the general 

populat~on of the Un~ted States. The Un~ted States Bureau of the Census 

proJects that elderly persons over 65 w~ll ~ncrease to over 27 ~ll~on by 

1985 (u.s. Department of Health, Educat~on, and Welfare, 1976-77). The 

~ncrease W1th~n th~s segment of the popula~on ~s h~gher than any other 

age group. A large segment of th~s populat~on exper~ence psycholog~cal 

problems that may warrant some type of counsel~ng ass~stance. 

Counsel~ng psycholog~sts are confronted W1th the need to f~nd more 

effect~ve means to ass~st the elderly. Few of these profess~onals are 

fully cogn~zant of the problems many elderly face. There may be further 

need to equ~p counsel~ng psycholog~sts W1th new knowledge to pro~de 

appropr~ate counsel~ng. A goal would be to fac~l~tate an elderly 

person's psycholog~cal well-be~ng or qual~ty of l~fe. Ad~~onally, many 

psycholog~sts are not exper~enced ~n the treatment of the elderly. There 

are "relat~vely few counselors and psycholog~sts who apprec~ate the 

contr~but~on they could make ~n th~s area" (Kastenbaum, 1979, P• 78). 

There are only a few psych~atr~sts or psycholog~sts ~n pr~vate prac~ce 

woik~ng W1th the elderly (Darken & Webb, 1979, Marmor, 197~). Therefore, 

the ~pact of some psycholog~cal d~sorders, namely depress~on, may be 
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further he~ghtened by th~s ~nadequate del~very of mental health 

serv~ces. 

It appears that there ~s an ~portant role for counselors and 

psycholog~sts to play ~n reduc~ng the effect of depress~on assoc~ated 

w~th the elderly. Th~s ~s part~cularly relevant to those elderly 

exper~enc~ng depress~on as a result of a myocard~al ~nfarct~on. For 

~nstance, there ~s a h~gher ~nc~dence of mental health d~sorders among 

the elderly (Roth, 1976). However, only four percent of the pat~ents 

seen at outpa~ent mental health centers have been ~n the elderly 

category (M1ntz, Steuer, & Jarv~k, 1981). Cohen's (1976) f~nd~ngs 

~nd~cate that t~e g~ven to the elderly ~s probably less than one percent 

of the total t~e devoted to pat~ents, whereas a younger ~n~v~dual, for 

example, may be seen weekly, wh~le an elderly person ~ght be seen only 

once. Desp~te Cohen's (1976) f~nd~ngs there are some potent~al problems 

~n health care del~very. 

The grow~ng ~ncrease ~n the elderly populat~on has the potent~al of 

plac~ng heavy demands on the health care del~very systems. To 

~llustrate, ~t ~s est~ated that between 18 to 25 percent of the elderly 

have mental health problems (Roth, 1976). More spec~f~cally, there ~s 

general agreement that depress~on ~s the most common funct~onal 

psych~atr~c ~sorder among the elderly, affect~ng 7 to 11 percent of the 

general populat~on of the Un~ted States (M1ntz et al., 1981). Although 

they represent only 10 percent of the Un~ted States populat~on, persons 

60 and older com~t 23 percent of su~c~des ~n Amer~ca (Nat~onal Center 

for Health Stat~st~cs, 1975). Ad~~onally, depress~on, a d~mens~on ot 

stress, ~s the psycholog~cal cond~t~on most commonly assoc~ated ~th 

su~c~de ~n the elderly. Su~c~de ~s at least as common among elderly 
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women as ~t ~s among elderly men (Busse & Pf~effer, 1969). Furthermore, 

many elderly people exper~ence s~gn~f~cant psycholog~cal react~ons from 

stress result~ng from var~ous aspects of poor health (Butler & Lew~s, 

1973). 

Stress may be def~ned as the event and/or s~tuat~on that ~n~t~ates 

and/or ma~nta~ns arousal or react~on. In convent~onal terms, 

Stress refers both a state of ~mbalance ~th~n an organ~sm that 
~s (a) el~c~ted by an actual or perce~ved d~spar~ty between 
env~ronmental demands and the organ~sm's capac~ty to cope ~th 
these demands and (b) ~s man~fested through a var~ety of 
phys~olog~cal, emo~onal, and behav~oral responses" (Sarason & 
Sp~elberger, 1979, p. 27). 

Stress also refers to a cond~~on of d~sequ~l~br~um w~th~n the elderly. 

The d~sequ~l~br~um among the elderly may be ~n~t~ated by a real or 

perce~ved ~st~nct~on between the demands of the env~ronment (e.g., 

depress~on-~nduc~ng s~tuat~ons) and the elderly's ab~l~ty to adJust to 

these demands. The ab~l~ty of the elderly to adJust ~s retlected through 

a mult~tude of phys~olog~cal (~.e., card~ovascular), emot~onal (~.e., 

depress~on), and behav~oral responses (~.e., recovery t~me from the onset 

of a health emergency). Hence, stress may be conceptual~zed from a 

phys~cal and psycholog~cal perspec~ve. 

Depress~on ~s one s~gn~f~cant d~ens~on of stress, often result~ng 

from the latter (L~pton, 1976). Seventy percent of all phys1cal ~llness 

develops at per~ods of t~e when a person feels helpless or hopeless 

(Sel~gman, 1975). Depress~on 1s frequently expressed by the elderly 

person's over-preoccupat~on ~th b~ly funct~ons, often assoc~ated w~th 

somat~c compla~nts. Therefore, depress~on caused by stress can have 

profound effect on phys~cal health. 

There are many stud~es l~nk~ng phys~cal health to l~fe stressors 

(Holmes & Rahe, 1967, Rahe, 19b7, Rahe, 196~, Rahe, Gunderson, & Arthur, 
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1970, 1964, Rahe, McKean, & Arthur, 1967, Rahe, Meyer, Sm~th, KJaer, & 

Holmes, 1964). Stress may be assoc~ated W1th 37 percent of a group of 

pat~ents who exper~enced coronary occlus~on, wh~ch ~s the blockage of one 

of the large branches of the coronary vessels. When th~s occurs that 

por~on of the heart loses ~ts nutr~t~on and stops contrac~ng. The 

person at th~s po~nt ~s sa~d to have a heart attack (e.g., coronary 

occlus~on used synonymously W1th myocard~al ~nfarct~on). Theorell & Rahe 

(1971), along W1th Rahe & Pass~k~v's (1971) research results ~nd~cate 

s~gn~f~cantly more l~fe changes ~n myocard~al pa~ents when compared to a 

control group. These l~fe changes are cons~dered as prec~p~tants of 

stress. 

The rela~onsh~p between car~ovascular d~sorders and psycholog~cal 

stress (depress~on) ~s ev~denced ~n several stud~es (Fr~edman & Rosenman, 

1974, Perlman, Ferguson, Bergum, Isenberg, & Hammersten, 1971). Blazer 

and W~ll~ams (1980) ma~nta~n, as a result of the~r research f~nd~ngs, 

that many elderly people have depress~ve symptoms assoc~ated W1th 

~mpa~red health. As stated earl~er, depress~on ~s ~dent~f~ed as a 

d~ens~on of stress. 

Depress~on ~s the common cold of psychopathology (Sel~gman, 1975). 

A psych~atr~c glossary (Amer~can Psych~atr~c Assoc~at~on, 1975) def~nes 

depress~on as 

Slowed th~nk~ng and decreased purposeful phys~cal act~v~ty 
accompany the mood change when the term ~s used d~agnost~cally. 
Th~s ~s a state of both mood change and reduced act~v~ty. 
Pers~stent gr~ef feel~ngs make up a cl~n~cal depress~on only 
when accompan~ed by marked reduc~on ~n ac~v~ty. In many 
severe cases th~s reduct~on ~nvolves the above ment~oned 
ob~ous slow~ng of th~nk~ng and movements. In other cases, 
often equally severe, the d~mun~t~on of act~v~ty ~s only 
related to W1thdrawal from prev~ous f~elds of ~nterest (p. 
28). 
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There are numerous pr1mary and secondary symptoms assoc1ated W1th 

depress1on. The pr1mary symptoms of depress1on are man1fested through a 

depress1ve mood (sad, deJected, fat1gued, helpless, or hopelessness) and 

reduced behav1or (defeat1st att1tude and behav1or--1 can't do anyth1ng) 

(B1rren & Sloane, 1980). There are secondary symptoms also man1fested 

through gu1lt, that 1s, aggress1veness towards the env1ronment and 

anX1ety wh1ch 1s a concom1tant of depress1on (Wolpe, 1971). There are 

arguments that cogn1t1ve d1sturbances (1.e., depress1ve delus1ons, 

pess1m1st1c thoughts, self-blame) precede depress1on (Beck, 1967). Other 

secondary man1festat1ons 1nclude somat1c symptoms, such as feel1ngs ot 

fat1gue, and 1nab1l1ty to take strong 1nterests (B1rren & Sloane, 1980). 

Depress1on 1n the elderly results from 1nd1v1dual sources and 

part1ally from phys1cal, and psycholog1cal factors d1st1nct1ve ot th1s 

stage of l1v1ng. The trans1t1on from m1ddle-age to ret1rement can 

somet1mes 1nduce depress1on. It has been demonstrated that the ag1ng of 

the hypothalamus and hormonal system produces a reduct1on 1n the ab1l1ty 

to adJust to stress (Frokl1s, 1976). The synthes1s ot catecholam1nes 

occurs at a law percent, the mo~oam1ne OX1dase act1v1ty r1ses, and the 

adrenal cortex decreases progress1vely W1th age (Rob1nson, N1es, Dav1s, 

Bunney, Dav1s, Colburn, Bourne, Shaw, & Coppen, 1972). A by-product of 

the aforement1oned changes 1s a reduct1on 1n the capac1ty to tolerate 

depress1on-evok1ng events. The phys1cal deter1orat1on weakens the 

emot1onal state of the elderly. Thus, the phys1cal and psycholog1cal 

factors 1nteract W1th each other to compound the cond1t1on of the 

elderly. Thereb¥ mak1ng them more depressed or prolong1ng the1r phys1cal 

deter1orat1on. 
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Nevertheless, there are several constructs wh~ch were exam~ned ~n 

the elderly W1th card~ovascular dysfunct~ons and those elderly not hav~ng 

car~ovascular dysfunct~ons. Examples of some of those factors were 

health, l~fe sat~sfact~on, depress~on, and locus of control. 

Locus of control ~s a concept developed by Rotter (1966) from soc~al 

learn~ng theory. Joe (1971) ma~nta~ns that "A concept of 

~nternal-external control of re~nforcement wh~ch descr~bes the degree to 

wh~ch an ~nd~v~dual bel~eves that re~nforcements are cont~ngent upon h~s 

own behav~or" (p. 619). Persons W1th an ~nternal locus of control are 

self-regulated and bas~cally feel that they determ~ne the~r emot~onal 

react~ons. Persons W1th an external locus of control bel~eve the~r 

react~ons are determ~ned by events or c~rcumstances beyond the~r control 

or by chance (Joe, 1979). In the elderly, ~nternal control has been 

assoc~ated W1th h~gher l~fe sat~sfact~on (Morale) (Neheke, Belluc~, and 

Gabr~el, 1980). Conversely, more problems W1th health problems were 

assoc~ated w~th the elderly who were controlled more by external factors. 

The ~scuss~on thus far allows assoc~a~ons to be made wh~ch exam~ne the 

effects of locus of control ~n the elderly. Assoc~at~ons among locus of 

control, self-assessed health, and l~fe sat~sfact~on may also be 

ev~denced. 

Hunter, L~nn, Harr~s, & Pratt (1980) state that those elderly 

persons who were external ~n the~r or~entat~on were more ~ncl~ned to 

report poorer overall health. On the other hand, self-assessed health 

was found pos~t~vely correlated W1th an ~nternal elderly group. Good 

health for the elderly has two connotat~ons (1) the non-ex~stence of 

d~sease and (2) the absence of the percept~on of d~sab~l~ty (Chappell, 



7 

1981). Health ~s also related to an elderly person's l~fe sat~sfact~on 

or morale. 

Larson (1978) uses psycholog~cal well-be~ng, a concept used 

synonymously W1th l~fe sat~sfact~on. He contends that poor health was 

related to a lower sense of psycholog~cal well-be~ng ~n the general 

populat~on of Amer~cans 60 years of age. L~fe sat~sfact~on was also 

assoc~ated W1th ~nternal~ty (Fawcett, Stonner, & Zepel~n, 1980). Fawcett 

e t al. ( 1980) descr~bed ~nternal~ ty as a "bel~ef ~n personal ~nfluence" 

(p. 13). As ment~oned prev~ously, depressed people frequently report 

feel~ngs of hopelessness, and helplessness (Sel~gman, 1975). G~ven th~s 

observat~on, ~t ~s ax~omauc that pos~bve relat~onsh~ps mght eJUst 

among l~fe sat~sfact~on, self-reported health, and locus of control. De 

M~ll~er (1982) found perce~ved health, and contact W1th close fr~end led 

to adaptat~on and ~fe sat~sfact~on. Fam~ly members, fr~endsh~ps W1th 

others and hard work were found by Nagy (1983) as the top three 

components of l~fe sat~sfact~on ~n an elderly group. Therefore, three 

quest~ons warrant further ~nvest~gat~on. F~rst, to what extent are the 

card~ac and non-car~ac elderly d~fferent on the mult~var~ate construct 

of psycholog~cal stress where th~s construct ~s composed of l~fe 

sat~sfact~on, and depress~on. Second, to what degree are the card~ac and 

non-car~ac elderly d~fferent on the mult~var~ate construct of phys~cal 

stress where th~s construct ~s composed of health locus of control, and 

self-rat~ngs of health. Th~rd, to what extent are the elderly d~fferent 

on the mult~var~ate construct of soc~al stress where th~s construct ~s 

d~v~ded ~nto V1s~ts from fam~ly and phone calls from fam~ly. 



8 

S1gn1f1cance of the Problem 

Card1ovascular d1sorders are often a result of stress 

Card1ovascular d1sorders rank number one as a maJor cause of death 1n the 

Un1ted States 1n 1977 (U s. Department of Health, Educat1on, and Welfare, 

1979). There 1s a relat1onsh1p between card1ovascular d1sorders and 

psycholog1cal factors (Fre1dman & Rosenman, 1974, Perlman, 1971). 

Depress1ve symptoms are assoc1ated ~th 1mpa1red health (Blazer & 

W1ll1ams, 1980). Answers to two quest1ons m1ght prove useful to 

counselors and psycholog1sts. F1rst, how do the levels of depress1on 1n 

a elderly myocard1al 1nfarct1on group d1ffer from the elderly ~thout a 

myocard1al 1nfarct1on exper1ence? Second, do d1fferences ex1st between a 

myocard1al and non-myocard1al elderly group? These groups are compared 

on the mult1var1ate construct psycholog1cal stress when th1s var1able 

cons1sts of depress1on, locus of control (1nternal, powerful others, and 

chance), and l1fe sat1sfact1on. The mult1var1ate construct phys1cal 

stress where th1s construct 1s composed of health locus of control and 

self-rat1ngs of health 1s used to compare the above groups The groups 

are compared on the mult1var1ate construct soc1al stress. Th1s construct 

1s composed of V1S1ts from fam1ly and phone calls from fam1ly. 

Statement of Problem 

Th1s study 1nvest1gates the mult1d1mens1onal construct of stress 1n 

myocard1al 1nfarct1on elderly and non-myocard1al 1nfarct1on elderly. 

That 1s, do the stress components of the two groups vary? Th1s study 

1nvest1gates the extent to wh1ch locus of control, depress1on, health, 

fam1ly contacts, and l1fe sat1sfact1on scores are d1fferent 1n these two 

elderly groups. Add1t1onally, there 1s a need to determ1ne whether the 
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two components of the mult1d1mens1onal construct of stress d1ffer for 

each of the above ment1oned elderly groups. The f1rst component 1ncludes 

the phys1cal components of stress (e.g., phys1cal stress). The second 

component 1ncludes the psycholog1cal components of stress (e.g., 

psycholog1cal stress). The tn1rd component soc1al stress 1ncludes v1s1ts 

from fam1ly and phone calls from fam1ly. 

Hypotheses 

The three research hypotheses 1nvest1gated 1n the present study are 

as follows 

1. There are no d1fferences between the myocard1al and nonmyocard1al 

elderly on the mult1var1ate construct of phys1cal stress where th1s 

construct was composed of self health rat1ngs. 

2. There are no d1fferences between the myocard1al and non-myocard1al 

elderly on the mult1var1ate construct of psycholog1cal stress where 

th1s construct was composed of depress1on and l1fe sat1sfact1on. 

3. There are no d1fferences between the myocard1al and non-myocard1al 

elderly on the mult1var1ate construct soc1al stress where th1s 

construct was composed of v1s1ts from tam1ly and phone calls from 

fam1ly. 

Def1n1t1on of Terms 

1. Card1ovascular D1sorder 1s def1ned as a phys1olog1cal dysfunct1on 

1nvolV1ng the c1rculatory system (1.e., myocard1al 1nfarct1on, heart 

d1sease, harden1ng of the arter1es, etc.). 

2. Depress1on 1s def1ned as a d1mens1on of stress assoc1ated W1th 

feel1ngs of hopelessness, sadness, slowed th1nk1ng and behav1oral 



act~v~ty. Depress~on ~s operat~onally def~ned as any score at or 

below one standard error of the mean on the zung Self-Rat~ng 

Depress~on Scale (Zung, 1965). 
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3. Health Locus of Control ~s def~ned as an elderly person's percept~on 

that the~r health ~s or ~s not dete~ned by the~r behav~or. It ~s 

def~ned as a score obta~ned on the Mult~d~mens~onal Health Locus of 

Control Scale (MHLC) (Wallston, Wallston, and Devell~s, 1978). 

4. External~ty ~s def~ned as an elderly person's atta~ned score on the 

Mult~d~mens~onal Health Locus of Control Scale (MHLC) that ~s above 

one standard error of the mean of the scores obta~ned from the 

sample under study. 

5. Internal~ty ~s def~ned as a score than an elderly person obta~ns 

wh~ch ~s one standard dev~at~on oeLaw the mean ot the popuLat~on 

under ~nvest~ga~on on the MHLC-Internal Subscale. It ~s the 

percept~on that ~nd~v~duals become healthy or s~ck as a result ot 

the~r behav~or. 

6. Chance ~s def~ned by a score an elderly person obta~ned on the 

MHLC-chance Subscale that ~s one standard dev~at~on above the mean 

of the sample under ~nvest~ga~on on the MHLC-chance Subscale. It 

~s the elderly person's percep~on that the~r health (good or bad) 

~s determ~ned by luck or fate. 

7. Powerful Others ~s def~ned by an elderly person's score obta~ned on 

the MHLC-Powerful Others Subscale wh~ch ~s one standard dev~at~on 

above the mean of the sample under ~nvest~gat~on. It ~s the 

percept~on that one's health ~s determ~ned by the ~nfluence ot 

s~gn~f~cant others (e.g., spouse). 
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8. Morale ~s an ~nd~v~dual•s level of expressed l~fe sa~sfac~on. 

However, for purposes of th~s ~nvest~gat~on, morale ~11 be def~ned 

as a score obta~ned on the Ph~ladelph~a Ger~atr~c Morale Scale 

(Lawton, 19 75). 

9. Elderly ~s a person or group of persons at or above 5~ years of 

age. 

10. Soc~al Stress ~s the number of personal encounters an elderly person 

has ~th fam~ly members. Soc~al stress, for purposes of th~s 

~nvest~gat~on, ~s def~ned as the number of v~s~ts and phone calls 

from fam~ly members obta~ned on the Elderly Interpersonal Exper~ence 

Inventory, (D~llard, Johnson, Campbell & Newman, 1984). 

11. Self-Ra~ng of Health ~s def~ned as a scale that an elderly person 

rece~ves on the Duke-Un~vers~ty of North Carol~na Health Prof~le 

(DUNC), (Parkerson, Gehlbach, Wagner, James, Clapp, & Muhlba~ef, 

1981 ) • 

L~m~ta~ons of the Invest~gat~on 

1. The results of th~s ~nvest~gat~on are spec~t~cally appl~cable 

only to voluntary the elderly ~th or w~thout card~ovascular 

d~sorders. That ~s, f~nd~ngs are restr~cted to those persons 5~ 

years of age or above who have had at least one myocard~al 

~nfarct~on and those who have not exper~enced a myocar~al 

~nfarct~on 

2. The general~zat~on can be made only ~th regard to the measures 

used ~n th~s ~nvest~ga~on. 

3. The geograph~c general~zab~l~ty of the results ~11 be !~~ted 

to the State of Oklahoma 



4. The data may be general~zed only to sen~or centers and/or 

non-nurs~ng home for the elderly. 

Organ~zat~on of the Inves~gat~on 
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A rev~ew of the l~terature and research results related to th~s 

study ~s presented ~n Chapter II. Chapter III conta~ns the sample of the 

~nves~gat~on, a descr~p~on of the ~nstruments used ~n the assessment of 

the cr~ter~on var~ables, and a descr~pt~on of the procedures used to 

collect and analyze the data. 

Chapter IV ~ncludes the sta~st~cal analys~s and ~nterpretat~on of 

the data. The last chapter presents a summary of the data, conclus~ons 

made from the data, ~pl~cat~ons of the results, and suggest~ons for 

further research related to the f~nd~ngs of th~s ~nvest~gat~on. 



CHAPTER II 

REVIEW OF THE LIT~RATURE 

In Chapter II, quan~tat1ve research 1s rev1ewed relevant to 

depress1on, card1ovascular dysfunct1ons, and the elderly and focuses on 

the follow1ng maJor areas, health locus of control, l1fe sat1sfact1on, 

and health rat1ngs. Th1s chapter also 1ncludes research 1nformat1on 

perta1n1ng to pred1spos1ng factors and psycholog1cal effects assoc1ated 

w1th card1ovascular dysfunct1ons 1n the elderly. The f1nal sect1on 

summar1zes the l1terature rev1ew and compares and contrasts th1s rev1ew 

w1th the present 1nvest1ga~on. 

Depress1on and the Elderly 

Psycholog1cal Impa1rment 

Depress1on 1s 1dent1f1ed as the most prevalent psycholog1cal 

1mpa1rment that health profess1onals and psycholog1sts are l1kely to 

encounter when deal1ng W1th an older person (Coetzee, 1981, Epste1n, 

1976, M1ntz, Steuer, & Jarv1k, 1981, & Solomon, 1981). Depress1on can be 

referred to as a mood, symptom, or syndrome. A depressed mood 1s 

character1zed by feel1ngs of sadness, d1sappo1ntment, d1scouragement, and 

s1m1lar emot1ons. As a symptom, depress1on refers to emo~onal sh1tts 

correspond1ng to other psycholog1cal dysfunct1ons, med1cal 1llnesses or 

pharmaceu~cal effects. The syndrome of depress1on has affect1ve and 

cogn1~ve 1nact1v1ty and motor1c aspects. The th1nk1ng components are 

1 3 
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retarded and thought content 1s unhealthy and gu1lt r1dden. The emot1ons 

reflected are despa1r and helplessness. Food consumpt1on, sleep pat­

terns, and we1ght and energy levels are 1nterrupted. The 1nd1v1dual 

d1splays e1ther ag1tated or letharg1c motor act1v1ty. The convent1onal 

depress1ve tr1ad 1s compr1sed of d1ff1culty 1n th1nk1ng, sadness, and 

motor slowness (Wasylenk1, 1980, P• 525). 

Busse and Blazer (1980) categor1ze depress1on under f1ve areas 

(a) phys1olog1c retardat1on, (b) tens1on depress1on, (c) sch1zo­

depress1on, (d) depress1on secondary to problems 1n l1v1ng, and (e) de­

press1on symptomat1c of organ1c 1llness. b1m1lar categor1zat1on of the 

types and sever1ty of elderly depress1on were used by Dovenmuehle and 

Verwoerdt (1962, 1963) Too often, the def1n1t1ons and categor1es of 

depress1on obscure the relevance of the rate of depress1on 1n the elderly 

and the 1nput 1t has on the1r l1ves. 

Depress1on, as ment1oned prev1ously but W1th d1fferent research 

support, 1s one of the most prevalent psycholog1cal d1sorders 1n the 

elderly (ComstoCk & Hels1ng, 1976, Amer1can Psych1atr1c Assoc1at1on 1980, 

Radloff, 1977, We1ssman & Meyers, 1979, We1ssman, Sholomskar, Pottenger, 

1977). There 1s a relat1onsh1p between depress1on and phys1cal 1llness. 

Depress1on and Phys1cal Illness 

Depress1on's potent1ally 1ns1d1ous and destruct1ve 1nfluence may be 

seen 1n the area of phys1cal 1llness. B1rren and Sloane (1980) report 

research wh1ch 1nd1cated that depress1on seems to be assoc1ated W1th a 

h1gh 1nc1dence of chron1c d1sease. Phys1cal 1llness may be a frequent 

and recogn1zable prec1p1tant of depress1on 1n the elderly (Raskan & 

Jarv1k, 1979). For example, Forbes and Chaney (1980) found depressed 
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pat~ents had heart rates and blood pressure levels wh~ch were 

s~gn~f~cantly h~gher dur~ng the~r depressed mood than when they 

d~scovered no measurable ernot~onal react~on. W~dgor and Morr~s•s (1977) 

f~n~ngs suggest the cost of depressed persons may be a h~gh ~nc~dence of 

sarnat~c d~sease. Mar~n and Grosz (1964) found that phys~olog~c 

act~v~t~es ~nclud~ng heart rate, muscle act~on potent~als, and sk~n 

res~stance were elevated ~n depress~on as well as a~ety. S~m~larly, 

Dovenmuehle and Verwoerdt (1962, 1963) found that both ~n ~ld and ~n 

severe car~ac d~sease severe depress~ve symptoms were apt to occur early 

~n the course of the ~llness. In a 9-year follow-up study on about 5,000 

w~dowers, 213 d~ed dur~ng the f~rst 6 months of bereavement (Parkes, 

1969). Therefore, depress~on appears to be l~nked to phys~cal ~llness. 

Presumably, however, ~nd~v~duals who are mentally healthy ~th late-l~fe 

phys~cal ~llness ~11 ma~nta~n the psycholog~cal, soc~al, and phys~cal 

demands of the env~ronment at a h~gher tolerable level than would those 

less mentally healthy (B~rren & Sloane, 1980). 

Depress~on and Car~ovascular Dysfunct~ons 

Forbes and Chaney (1980) ma~nta~n as a result of the~r f~nd~ngs that 

the somat~c react~on to depress~on may, when super~posed on an already 

comprom~sed card~ovascular system, cause further d~sab~l~ty and even 

death. The depress~on, follow~ng myocar~al ~nfarct~on, ~ncludes a sad 

preoccupa~on of the future, wh~ch pa~ents tend not to d~scuss ~th 

the~r phys~c~ans (HaCkett & Adams, 1977). Perlman, Ferguson, Bergum, 

Isenberg, Edward, & Hammarster•s (1971) study ~nd~cates that appropr~ate 

measures may prevent card~ac fa~lure ~f phys~c~ans were alert to 

depress~on and tens~on ~n the~r car~ac pat~ents. Perlman et al. (1971) 
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further ~nd~cated that emo~onal factors antedated hosp~tal~zat~on of 49 

percent (51 of 105) of a group W1th congest~ve heart fa~lure. Pat~ents' 

att~tudes toward the~r l~v~ng accommoda~ons correlated W1th the presence 

of a preced~ng emo~onal event. The pa~ents W1th organ~c heart d~sease 

were forced to recover from exerc~se ~neff~c~ently when exposed to 

~ncreased emo~onal stress, ~n th~s case depress~on. 

In card~ovascular d~sease, depress~on appears early ~n the ~llness. 

As the ~sease advances and the depress~on progresses, fat~gue and 

exhaust~on appear (some~es ~ncorrectly l~nked to a deter~ora~ng heart 

by the ~11 pa~ent), followed by dependency (Raskan & Jarv~k, 1979). 

Such ~ncreased dependency fac~l~tates helplessness and soc~al ~sola~on 

wh~ch enhances the depress~on. G~ven these con~t~ons, ~t ~s not 

surpr~s~ng to f~nd other problems created by personal feel~ngs of 

helplessness and soc~al ~solat~on. 

Depress~on and Su~c~de 

The most consp~cuous feature of helplessness ~n the elderly ~s 

reflected ~n the rate of su~c~de. Add~t~onal research ~n 1970 found 

23,480 persons com~tted su~c~de ~n the u.s. and of these 31.5 percent 

were 65 years of age or more (Pfe~ffer, 1977). Furthermore, Fasseler's 

(1978) research contends that 25 percent of all su~c~des ~n the U.b. 

occur ~n persons over the age of 65. Among those ~n whom depress~on ~s 

d~agnosed, the annual su~c~de rate ~s 551/100,000 for those 55 years of 

age or older, compared W1th 159/100,000 for those under 55 (Barraclough, 

1971). To re~terate, Solomon (1981) found depress~on to be the most 

common psychopatholog~cal syndrome ~n the elderly. Add~~onally, ~t has 

been est~ated that from 30 to 50 percent of persons over the age of 65 
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w1ll undergo an ep1sode of depress1on severe enough to 1nterfere W1th 

da1ly funct1on1ng. Depress1on has been 1dent1f1ed as the ch1ef reason 

for psych1atr1c hosp1tal1zat1on 1n the elderly. In some cases, 

depress1on has the potent1al of be1ng a fatal d1sorder. That 1s, through 

the 1nc1dence of su1c1de. Wasylenk1 (1980) found that depress1on and 

SU1C1de 1n the elderly are 1mportant health problems and W1ll become even 

more s1gn1f1cant as the elderly populat1on 1ncreases. 

The quant1tat1ve research presented thus far demonstrates an elderly 

person's procl1v1ty to become depressed. Th1s 1ncreases the probab1l1ty 

of an elderly person's becom1ng su1c1dal (Fasseler, 1978). Measurable 

advances 1n th1s area have been very slow or negl1g1ble. The causes of 

depress1on appear to res1de 1n genet1c pred1spos1t1ons, env1ronmental 

stress, and personal 11festyle (B1rren & Sloane, 1980). The greatest 

benef1ts for the elderly are l1kely to accrue from efforts to 1dent1fy 

factors wh1ch may pred1spose a person to depress1on. In h1s research, 

Nystrom (1975) 1dent1f1ed several pred1spos1ng factors related to 

depress1on, namely, a tendency to rum1nate, shyness 1n company and lack 

of endurance. 

Th1s sect1on has addressed several 1ssues related to depress1on. 

Depress1on has been 1dent1f1ed as a maJor health problem for the elderly. 

Depress1on has been l1nked to phys1cal 1llness (myocard1al 1nfarct1on). 

Pat1ents W1th heart dysfunct1ons tended to be moderately or severely 

depressed. Depress1on was correlated W1th the sever1ty and length of 

1llness and the frequency of recurrent hosp1tal1zat1on. Coronary death 

was frequently preceded by a per1od ot depress1on. The rate of su1c1de 

1n the elderly 1s often 1dent1f1ed as a by-product of depress1on. 

Furthermore, the 1mpl1cat1ons seem ax1omat1c, that 1s, the 1dent1f1cat1on 
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of pred~spos~ng factors related to depress~on ~11 a~d ~n the preven~on 

and treatment of th~s ~sorder ~n the elderly. 

L~fe &at~sfac~on 

One area ~n gerontolog~cal research wh~ch has rece~ved much 

attent~on ~n recent years ~s the evaluat~on of var~ables assoc~ated ~th 

psycholog~cal well-be~ng or l~fe sat~sfact~on (Adams, 1971, Chatf~eld, 

1977, Edwards & Klemmack, 1973, Knapp, 1976, Larson, 1978, Palmore & 

K~vett, 1977, Palmore & Lu~kart, 1972, Spre~tzer & Snyder, 1974). For 

example, Larson (1978) summar~zed the research on l~fe sa~sfact~on 

(well-be~ng) ~n the elderly. H~s f~nd~ngs ~n~cate l~fe sat~sfact~on to 

be strongly related to health, followed by soc~oecon~c factors and 

degree of soc~al ~nteract~on, for the general populat~on of Amer~cans 

over s~xty. That ~s, advanc~ng age ~s related to a decl~ne ~n sub]ect~ve 

l~fe sa~sfact~on among persons over s~xty. However, other stud~es do 

not corroborate the~r f~n~ngs. Advanc~ng age does not necessar~ly 

result ~n decrease ~n l~fe sa~sfac~on (D~llard, 1983). 

There are problems ~n attempt~ng to evaluate l~fe sa~sfact~on. 

These problems have resulted ~n a number of constructs, def~n~t~ons, and 

evaluat~ons. Most of these constructs are related e~ther seman~cally or 

emp~r~cally, but some of wh~ch are culturally or subculturally b~ased 

(Adams, 1971). 

The term l~fe sa~sfact~on has been used synonymously ~th morale, 

personal adJustment (B~rren & Sloane, 1980, D~ck~e, Ludw~g, & Blauw, 

1979, Neugarten, Hav~ghurst & Tob~n, 1961), and psycholog~cal well-be~ng 

(Larson, 1978). S~m~lar results for measures of these constructs and 
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h~gh ~ntercorrelat~ons prov~de a ra~onale for exam~n~ng them ~n terms of 

a s~ngle summary construct (Larson, 1978}. 

Many researchers have demonstrated ~ncreas~ng ~nterest ~n the 

evalua~on of l~fe sa~sfact~on ~th survey research techn~ques (Adams, 

1969 & 1971, Be~ser, 1974, KlemmaCk, Edwards, & Carlson, 1974, W~lson, 

1976}. These stud1es prov~de support for the content~on that l~fe 

sa~sfact~on may be rel~ably measured ~f certa~n restr~ct~ons are 

followed. For example, KlemmaCk et al. (1974} ~n an emp~r~cal and 

cr~~cal assessment of l~fe sat~sfact~on measures found cons~derable 

overlap. L~fe sat~sfact~on measures were g~ven to a sample of ~74 

females, of wh~ch 86 were over 65, and 283 males, 66 of whom were over 

65. These measures were the f~rst 10 ~tems of the l~fe sa~sfact~on 

scale adJusted by Adams (1969}, soc~al ~sola~on by Dean's (1969} 

w~l~ngness to l~ve scale. The f~nd~ngs ~nd1cate that the l~fe 

sat~sfact~on and soc~al ~solat~on scales overlap cons~derably. 

D~scuss1on suggested that, ~f l~fe sat~sfact~on scales are to be used, 

the measures used should be carefully evaluated to reduce conceptual 

confus~on and measurement redundancy. 

Health and Soc~oeconom~c Status 

L~fe sa~sfact~on and ~ts relat~onsh~p to the elderly has been 

assoc~ated ~th a number of var~ables such as health and soc~oecono~c 

status. Numerous stud~es have l~nked low soc~oeconom1c status to low 

l~fe sa~sfact~on (Bull & Auco~n, 1975, Bultena, 1969, CUtler, 1972, 

Edwards & KlemmaCk, 1973, ~vett, 1976, Medley, 1976, Neugarten et al., 

1961, Palmore & Lu1kart, 1972, Spre~tzer & Snyder, 1974}. S~m~lar 

research f~nd~ngs could be reported between l~fe sat~sfact~on and sex, 
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race, mar1tal status, employment, transportat1on, res1dence, act1v1ty, 

and soc1al 1nteract1on. The research demonstrates that l1fe sat1sfact1on 

1s strongly related to health (D1Ck1e, Ludw1g, & Blauw, 1979, Larson, 

1978, Palmore & K1vett, 1977, Spr1etzer & bnyder, 1974, & Spre1tzer, 

Snyder, & Larson, 1979). 

A fully recurs1ve path analys1s model dep1cted a causat1ve cha1n 

be~een soc1oeconom1c of f1nanc1al s1tuat1on and health sat1sfact1on 

(Kyr1akos and Mart1n, 1979 and Medley, 1976). Health and soc1oeconom1c 

status were found to be assoc1ated W1th sat1sfact1on (Adams, 1971, 

Spre1tzer & Snyder, 1974). Felton, H1nr1chsess, and Tsember1s (1981) 

found urban aged atta1n a pos1t1ve sense of l1fe sat1sfact1on d1fferently 

from a means through wh1ch suburban1tes f1nd happ1ness. The 1mportance 

of health for morale among the suburban sample was a pr~ary determ1nant 

of morale. D1llard (1982) ma1nta1ns as a result of h1s f1nd1ngs that 

counselors can help lessen uncerta1nt1es about ret1rement and, hence, 

1ncrease morale or l1fe sat1sfact1on. D1llard1 s f1nd1ngs have 

1mpl1cat1ons for 1mprov1ng health among the elderly. 

For purposes of expos1t1on, there are several constructs wh1ch can 

be used 1nterchangeably W1th l1fe sat1sfact1on, namely, psycholog1cal 

well-be1ng, adJUstment, and morale. The concept l1fe sat1sfact1on has 

been 1nvest1gated us1ng rel1able and val1d quest1onna1re research 

techn1ques. L1fe sat1sfact1on 1n the elderly has been related to a 

number of var1ables, such as age, sex, mar1tal status, ethn1c group 

membersh1p, and econom1c status. The var1able 1dent1f1ed as a strong 

pred1ctor of l1fe sat1stact1on 1s health. That 1s, several researchers 

report health as a powerful pred1ctor for the group over 60 years of age. 



Fam~ly contacts would appear to be related to both health and l~fe 

sa~sfact~on ~n the elderly (Nagy, 1983). 

Fam~ly Contact 
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Fam~l~es are part~cularly sens~t~ve to the needs and/or demands of 

the elderly when they are a part of the fam~ly. Health and other 

behav~oral problems of the elderly have strong ~pact on the l~fe of a 

fam~ly. Eyde and R~ch's (1982) f~nd~ngs ~nd~cate that the aforement~oned 

elderly problems upset the pattern of fam~ly act~v~~es and ser~ously 

upset the rhythms of fam~ly l~fe. Furthermore, Eyde and R~ch (1982) 

found depress~on and a~ety to be most d~srupt~ve of fam~ly relat~onal 

patterns. 

The converse would also appear to be supported. That ~s, fam~ly 

contacts should have profound ~pact on the elderly. Further, the fam~ly 

could play a s~gn~f~cant role ~n reduc~ng the effects of decl~n~ng health 

and the assoc~ated problems W1th depress~on and l~fe sa~sfac~on. Thus, 

fam~ly contact ~n the elderly person's env~ronment could be ~mportant ~n 

chang~ng and ma~nta~n~ng des~rable behav~ors. 

Fam~ly contact ~n the elderly env~ronment has been found by Bayne 

(1971) to be most relevant ~n chang~ng behav~ors ~n the elderly. 

Ass~stance from the fam~ly ~s also relevant. 

Other researchers have found that non~ns~tu~onal~zed elderly 

rece~ved regular ass~stance from the~r fam~ly members ~n mee~ng 

nonpersonal rout~ne necess~t~es, ~nclud~ng housework, shopp~ng, 

transportat~on and yardwork (P~hlbad, Hessler, & Freshley, 1975). Fam~ly 

contact ~s a maJor source of support for the elderly ~n t~es of ~llness 



(Shanas & Maddox, 1976). Th~s would seem most s~gn~f~cant for those 

exper~enc~ng a myocard~al ~nfarct~on. 

The d~fferences ~n fam~ly contact across elderly groups ~s related 

to health and l~fe sa~sfact~on. It would appear that the role of fam~ly 

contact on the elderly adJustment could also be seen ~n other areas. 

Namely, locus of control. 

Locus of Control 

Internal-External (I-E) locus of control ~s a concept developed by 

Rotter (1966). Rotter succ~nctly descr~bes the I-E var~able as follows 

When a re~nforcement ~s perce~ved by the subJect as follow~ng 
some ac~on of h~s own but not be~ng ent~rely con~ngent upon 
h~s act~on, then, ~n our culture, ~t ~s typ~cally perce~ved as 
the result of luck, chance, fate, as under the control of 
powerful others, or as pred~ctable because of the great 
complex~ty of forces surround~ng h~ ••• we have labeled th~s a 
bel~ef ~n external control. If the person perce~ves that the 
event ~s con~ngent upon h~s awn behav~or or h~s own rela~vely 
permanent character~s~cs, we have termed th~s a bel~ef ~n 
~nternal control (p. 1 ). 

Rotter (1966) ma~nta~ns that ~nternally-regulated persons are more 

str~v~ng, more self-conf~dent, and less nervous and apathet~c than 

externals. These research f~nd~ngs us~ng elderly populat~ons have been 

conf~rmed by several researchers (Hunter, L~nn, Harr~sh, & Pratt, 1980, 

Kuypers, 1971, L~nn & Hunter, 1979, Lu~kart, 1971, Palmore & Lu~kart, 

1972, Walk, 1976). A person that ~s externally-regulated may be a 

by-product of learned helplessness. 

Learned helplessness, or~g~nally evaluated ~n an~als that d~d not 

learn to escape shock after be~ng placed ~n an unavo~dable shock 

env~ronment, has been demonstrated to be exper~enced by humans (H~roto, 

1974, Sel~gman, 1975). Some researchers ma~nta~n that the concept of 
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learned helplessness ~s analogous to the s~tua~on ~n wh~ch many elderly 

f~nd themselves (B~rren & Sloane, 1980). 

Locus of control may be v~tal ~n study~ng adJustment ~n the elderly 

(Fawcett et al. 1980). Felton and Kahana (1974) exam~ned the 

rela~onsh~p between perce~ved locus of control and adJustment among 

~ns~tut~onal~zed elderly. The~r f~n~ngs ~n~cate external~ty, rather 

than ~nternal~ty, was found to be related to pos~t~ve adJustment. Other 

researchers have found that ~nternal locus of control ~ncreased across 

age (Staats, 1974), decreased ~th age after 60 (Bradley & Webb, 1976), 

or was not related to age (Duke, Shaheen, & Now~ck~, 1974, Kuypers, 

1972). 

Nehrke, Hul~ca, and Morgant~ (1980) 1nvest~gated the quest~on ot age 

d~fferences ~n l~fe sat~sfact~on, self-concept, and locus of control ~n 

three "close" cohorts of elderly persons. The~r f~n~ngs ~nd~cate that 

~nternal control was assoc~ated ~th h~gh l~fe sa~sfact~on. These 

f~n~ngs are cons~stent ~th earl~er f1nd~ngs (Nehrke, Belluc~, & 

Gabr~el, 1977). N~ederehe (1977) found that there was an ~nterac~on of 

stressful events ~th locus of control ~n depress~ves among older people. 

Those ~nd~v1duals ~th a strong ~nternal locus of control tended to show 

less depress~on than those whose re~nforcement was external and dependent 

on the ~c~ss~tudes of l1fe. S~m~larly, Fawcett, Stenner, and Zepel~n 

(1980) found l~fe sat~sfact~on to be assoc~ated w1th ~nternal~ty (bel~ef 

~n personal ~nfluence) and nega~vely correlated ~th external1ty. 

Costa, McCrae, and Norr~s (1981), us~ng sl~ghtly d~fferent measures ot 

personal adJustment to ag1ng, found neuro~c1sm was negat1vely related to 

extravers1on. Extravers1on was related pos1t~vely to l~fe sat~sfact~on. 
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Duke, Shaheen, and Now1ck1 (1974) found that wh1te females b5 to 99 

were not d1fferent 1n the1r overall locus of control or1entat1on compared 

to college students. Wolk (1976) found that the degree of 1nternal 

control 1n an elderly populat1on may be assoc1ated W1th env1ronment 

restr1ct1ons W1th 1ncreased env1ronmental restr1ct1ons fac1l1tat1ng a 

more external or1entat1on. Houston (1972) states that the 1nd1v1duals 

w1th more 1nternal or1entat1on were less aroused dur1ng t1me of stress 

than those persons W1th an external or1entat1on. Accord1ng to Lazarus 

(1966), the less control a person perce1ves h1mself or herself hav1ng, 

the more stressful an event may be exper1enced for that person. Kuypers 

(1971) contends that elderly W1th appropr1ate cop1ng techn1ques, such as 

greater flex1b1l1ty, less sens1t1ve, and greater act1v1ty, are more 

reflect1ve of an 1nternally than externally-or1ented elderly person. 

Sm1th (1970) ma1nta1ns that 1nd1v1duals 1n cr1s1s who were overwhelmed by 

external forces were more externally or1ented. One may be able to 

speculate that those elderly W1th a more 1nternal health locus ot control 

or1entat1on would report good overall health and shorter and less 1ntense 

psycholog1cal react1ons to phys1cal 1llness. 

In short, locus of control plays a s1gn1f1cant role 1n understand1ng 

the adJustment capac1ty of the elderly. Those W1th a more 1nternal locus 

of control appear less vulnerable to stress assoc1ated w1th the ag1ng 

process. Understand1ng the role locus of control assumes 1n the elderly 

has 1mpl1cat1ons for health. 

Health Locus of Control 

There 1s research ev1dence to support the not1on that 1nternal1ty 1s 

correlated W1th less severe psycholog1cal and phys1olog1cal react1ons to 
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events. Z1egler and Re1d (1979) ma1nta1n as a result of the1r f1nd1ngs 

that 1nternal1ty 1n an elderly group 1s assoc1ated W1th better health. 

Str1ckland (1978) prov1des a rev1ew of the l1terature related to locus of 

control and health. A summary statement of th1s rev1ew 1s that persons 

who perce1ve they have control over outcomes (1nternal) have better 

adaptat1on to phys1cal and psycholog1cal events. Add1t1onally, Bolye and 

S1elsla.s (1981) found "health external1ty was assoc1ated W1th 1ncreas1ng 

rated d1sab1l1ty" (p. 90). More spec1f1cally, the relat1onsh1p between 

health-spec1f1c locus of control and self-concept funct1onal d1sab1l1ty, 

and selected demograph1c 1ndexes were observed 1n a group of 111 

1nst1tut1onal1zed elderly veterans (mean age of 57). The f1nd1ngs 

1nd1cated 1nternal1ty correlated W1th 1ncreased educat1onal ach1evement, 

and external1ty correlated W1th an 1ncreased length of stay 1n the 

1nst1tut1on. In a related study, F1nlayson and Rourke (1978) 1nd1cate, 

through the1r research, 1nternal1ty was assoc1ated W1th greater success 

1n rehab1l1tat1on. The aforement1oned research supports the not1on that 

a person W1th a more 1nternal health locus of control may be less prone 

to react negat1vely to stressful events. The reverse may also hold true, 

that 1s, a person W1th a more external health locus of control would 

appear to be more suscept1ble to stress. 

Th1s sect1on explored the concept of locus of control as 1t has been 

used 1n the area of health. Some of these areas 1nclude we1ght (Balch 

and Ross, 1975, and Wallston, Wallston, Kaplan & Ma1des, 1976), and 

follow1ng med1cal reg1mens (Lew1s, Mor1sky, and Flynn, 1978). Locus of 

control 1s assoc1ated W1th a person's ab1l1ty to manage stress wh1ch 1s 

part1cularly relevant to the elderly. 



Stress and the Elderly 

A large amount of prev1ous research has focused on l1fe-events and 

psychosoc1al adaptat1on W1th a cr1s1s or1entat1on. Th1s rev1ew w1ll 

analyze stress as 1t relates to psycholog1cal and med1cal events (1.e., 

myocard1al 1nfarct1on) 1n the elderly. 
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A stressor can s1gn1fy a threat to an elderly person. Th1s stressor 

may be l1fe threaten1ng, pred1ct a loss of a relat1onsh1p, obJect, or 

represent an attack on one•s concept of self (B1rren & Sloane, 1980). 

Accord1ng to B1rren and Sloane (1980), "How the 1nd1v1dual manages 

external or 1nternal stressors depends on h1s cogn1t1ve appra1sal ot each 

part1cular s1tuat1on wh1ch 1n turn 1s largely dependent on past 

exper1ences and emot1onal state" (p. 312). L1fe events are frequently 

assoc1ated W1th phys1cal and psycholog1cal 1llness and 1s generally 

conceptual1zed as stress (Ch1r1boga & Dean, 1978, Hurst, Jenk1ns, & Rose, 

1976, Rahe, 1979). 

One model of psycholog1cal stress postulates an event or s1tuat1on 

that prec1p1tates an emot1onal response such as anx1ety or depress1on 

(Rosenweld, 1961). Ch1r1boga and Dean (1978) found a causal l1nk between 

soc1al stress and mental and phys1cal problems. Add1t1onally, D1llard 

(1983) found "that soc1al stressors play some role 1n affect1ng the 

psycholog1cal stress of Black aged as a group" (p. 12). Ser1ous personal 

1llnesses were exper1enced s1gn1f1cantly more frequently by depress1ves 

than by the general populat1on controls (Paykel, 1976). Ch1r1boga and 

Dean used depress1on as a d1mens1on of stress and found that the stress 

d1mens1on prov1des h1gh mult1ple regress1on coeff1c1ents for depress1on. 

Rahe (1979) reports 



In add1t~on to a lawer~ng of bod1ly res~stance for depress~ve 
d~sorder, recent l~fe change events, along W1th subJects 
percept~ons of these events, appear to exert an ~nfluence upon 
symptom format~on. There ~s some suggest~on that the 
correla~on between subJects symptomatology may be a h~gher 
order ~n depress~on and neuros~s than ~n sch~zophren~a or 
phys~cal ~llness (p. 9). 
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The ~pa~red ab~l~ty to deal W1th stress ~s one of the hallmarks ot 

the elderly (B~rren & Sloane, 1980, E~sdorfer & W~lk~e, 1977). Between 

60 and 85 percent of the elderly subJects are able to ~den~fy the 

spec~f~c event or st~ulus that prec~p~tated feel~ngs of depress~on 

(Post, 1965). Phys~cal ~llness may be a frequent and recogn~zable 

prec~p~tant of depress~on ~n the elderly (Rask~n & Jarv~k, 1979). 

Abrahams and Patterson (1978) ~dent~f~ed one of the three maJor stresses 

of ag~ng as chron~c ~llness. 

The research rev~ewed y~elds ~ns~ght ~nto why stress ~n the elderly 

~s par~cularly deb~l~ta~ng. An example of elderly stress ~ncludes a 

myocard1al ~nfarct~on. Th~s stressor ~n~~ates a cha~n of psycholog~cal 

events. These events ~nclude a~ety and depress~on. A by-product of 

these psycholog~cal events ~s a deple~on ot an elderly person's energy 

for phys~cal rehab~l~tat~on. Thus, the effects of card~ovascular 

dysfunct~on ~s further exacerbated by the psycholog~cal react~on. Much 

of the research exam~ned ~n th~s sect~on has ~mpl~ca~ons for subsequent 

sect~ons wh~ch explore health and card1ovascular dysfunct~ons. 

Psycholog~cal Depress~on and Card1ovascular 

Dysfunct~ons 

Palmore (1974) has demonstrated that health ~s strongly related to 

l~fe sa~sfact~on and other measures of adapta~on ~n later l~fe. Luke, 

Norton, & Denb~gh (1981) ~nterv~ewed 200 people over 80 years of age and 



found a pos~t~ve relat~onsh~p between psycholog~cal ~mpa~rment and poor 

phys~cal health. 
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Konu (1977) exam~ned prognos~s ~n elderly who exper~enced a 

myocard1al ~nfarct~on. Other researchers (B~gos, 1981, Garr~ty & Kle~n, 

1975, Mayou, 1978, 1979, Peach & Pathy, 1979, Pathy & Peach, 1981, 

Ph~l~p, Cay, Stuckey, & Vetter, 1981) exam~ne react~ons after the 

myocard~al ~nfarct~on. In general, the~r research f~nd~ngs ~nd~cate that 

the per~od follow~ng a myocar~al ~nfarc~on ~s a psycholog~cally 

d~stress~ng per~od. A case ~n po~nt, Pathy and Peach (1979, 1981) found 

that a myocar~al ~nfarct~on causes psycholog~cal ~pa~rment. For 

~nstance, 50 percent of the elderly myocard~al pat~ents reported an~ety 

or depress~on about hav~ng had a myocar~al ~nfarc~on. There are 

pos~~ve correlat~ons among psycholog~cal and soc~al var~ables. 

Ph~l~p, Cay, Stuckey, and Vetter's (1981) research ~nd~cates 

psycholog~cal and soc~al var~ables most commonly assoc~ated ~n 

rehab~l~ta~on stud~es frequently correlate ~th each other as well as 

the outcome. These correla~ons, wh~le stat~st~cally s~gn~f~cant, are 

somet~es qu~te small ~n absolute terms. 

It ~s clear that the phase followed by a myocard~al ~nfarct~on or 

stroke ~s character~zed by a per~od of depress~on (Mar~n & Grosz, 19b4, 

Forbes & Chaney, 1980). Forbes and Chaney (1980) found depressed 

pat~ents' blood pressure levels to be s~gn~f~cantly h~gher dur~ng the~r 

depressed mood than when they had no detectable emot~onal reac~on. 

Furthermore, they po~nt out that the body's response to depress~on may, 

when super~posed on an already compr~sed card~ovascular system, 

~n~~ate even more damage wh~ch could prove fatal. 
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" Theorell, L1nd, Froberg, Karlson, and Lev1 (1972) conducted a 

long1tud1nal study of pat1ents who surV1ved myocard1al 1nfarct1ons. They 

found that those who surv1ved myocard1al 1nfarct1ons had catecholam1ne 

excret1ons ra1sed when there was a bu1ld up of psycholog1cal stress. In 

add1t1on, serum tr1glycer1de levels were 1ncreased 1n those pat1ents 

found to be depressed as compared to those pat1ents who were not 

depressed. Rahe and Bennett (1974) also measured recent l1fe events 1n 

surv1vors of myocard1al 1nfarct1ons. They d1scovered a s1gn1f1cant 

1ncrease 1n l1fe events 1n the myocard1al 1nfarct1on group and the group 

that had d1ed suddenly of coronary d1sease. S1m1lar results were found 

by Theorell and Rahe (1975). 

It may be useful, as perorat1on, to state 1n the def1n1t1ve manner 

some general1zat1ons and 1mpl1cat1ons about stress. Stress has been 

1dent1f1ed as a s1gn1f1cant problem for the elderly (B1rren & Sloane), 

1980). The psycholog1cal stress (e.g., depress1on and l1fe events) 

usually precede and follow phys1cal 1llness. Th1s stress can lengthen an 

elderly person's recovery per1od (B1rren & Sloane, 1980). Furthermore, 

stress can prove to be fatal, part1cularly 1n the elderly who have been 

1dent1f1ed as stress-prone (B1rren & Sloane, 1980). Th1s has been 

demonstrated W1th pat1ents exper1enc1ng myocard1al 1nfarct1ons (Pathy & 

Peach, 1981). From the forego1ng d1scuss1on of the research l1terature, 

1t 1s apparent that an elderly person's negat1ve react1ons to stress 

could be m1n1m1zed, thus promot1ng a better prof1le of health (B1rren & 

Sloane, 1980). 

Health and Self Rat1ngs of Health 

Health promot1on 1s a contemporary concept developed by health 

prov1ders 1n react1on to a mult1tude of 1nterrelated concerns fac1ng 
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soc~ety (Dwore & Kreuter, 1980). The follow~ng abstracted def~n~t~ons 

express the contemporary conceptual~zat~on of health. The def~n~t~on 

prov~ded by the World Health Organ~za~on (WHO) (1947) descr~bes health 

as a cond~~on of phys~olog~cal, ~ntellectual and soc~al well-be~ng and 

not exclus~vely the lack of d~sease or ~nf~~ty. Parsons (1958) refers 

to ~t as a t~e of max~mum poten~al for eftect~ve ach~evement of valued 

endeavors. Dubas (1962) ~nd~cates that health ~s a reflect1on of the 

degree to wh~ch the person and the soc~al body susta~n read~ness the 

means necessary to meet the ex~genc~es of events to come. McDermott 

(1977) def~nes ~t as a relat~ve cond~t~on wh~ch corresponds to the extent 

wh~ch a person may funct~on effect~vely W1th~n the c~rcumstances of h~s 

or her hered~tary success~on and h~s or her phys~cal and cultural 

env~ronment. 

Develop~ng a consensus on a prec~se explanat~on ~s not as relevant 

as arr~v~ng at a mutual conceptual~za~on about the mult~faceted 

components of health ~n contemporary soc~ety. The components of health 

may be reduced to ~nclude the capac~ty to adJust to alter~ng 

s~tuat~ons, the ab~l~ty to carry out ~mportant dut~es, chang1ng levels of 

nega~ve and pos~t~ve states, mult~d~ens~onal causal~ty, and a relat~ve 

state (Dwore & Kreuter, 1980). The aforement~oned components of health 

are par~cularly relevant to the elderly, espec~ally how they rate the~r 

own health. 

Blazer and Houpt (1979) ~nterv~ewed 997 elderly persons, 719 w~thout 

~mpa~red health. A total of 14 percent perce~ved the~r phys~cal state to 

be poor. The phys~cally healthy who perce~ved the~r phys~cal state to be 

poor were more depressed, more hypochondr~cal, and more d~ssat~sf~ed w~th 

l~fe. Psycholog~cal health was s~gn~f~cantly ~mpa~red ~n these persons. 
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Maddox (1962), T1ssue (1972), and Fr1edsam and Mart1n (1963) found the 

percept1on of poor health 1n the healthy aged to be assoc1ated W1th 

female gender, depress1on, concerns about health, d1spleasure, anom1a, 

des1res to be youthful once more, poor adJustment to the env1ronment, and 

h1gh somat1c worr1es. Furthermore, Maddox (1962), 1n an 1nvest1gat1on of 

the elderly, d1scovered perce1ved health was less pos1t1ve among elderly 

w1th a h1story of depress1on who felt neglected by others, and who had 

reduced l1fe sat1sfact1on. 

The research l1terature exam1ned 1n th1s sect1on are fundamental to 

an understand1ng of how health may be descr1bed as the phys1cal or 

psycholog1cal well-be1ng of an 1nd1v1dual. Included 1n th1s would be the 

capac1ty to meet the demands of everyday l1v1ng. The elderly w1th poor 

health are often depressed and demonstrate poor adJUstment to normal 

demands of l1v1ng. Therefore, evaluat1ng the health of the elderly 

serves an 1mportant funct1on 1n serv1ce del1very to th1s populat1on. 

Self-Rat1ngs of Health 

SubJect1ve rat1ngs of health states 1s a factor often used 1n the 

evaluat1on of commun1ty-populat1ons (Blazer & Houpt, 1979). Self rat1ngs 

of health 1n the elderly, compared to obJeCt1ve evaluat1on, have been 

exam1ned 1n several stud1es of elderly populat1ons (~erraro, 19~0, 

Fr1edsam & Mart1n, 1963, Heyman & Jeffers, 19b3, LaRue, Bank, Jarv1k, & 

Hetland, 1979, Maddox, 1964, Maddox & Douglass, 197J, McCrae, Bartone, & 

Costa, 1976, Suchman, Ph1ll1ps & Stre1b, 196J). These researchers found 

that most elderly 1nd1v1duals accurately rate the1r health status. A 

var1ety of stud1es on the elderly have reported correlat1ons rang1ng trom 

60 to 71 percent between phys1c1ans' global rat1ngs of health and 



persons' global rat1ngs (Fr1edsam & Mart1n, 1963, LaRue et al., 1979 

Maddox, 1964, Maddox, 1973, Suchman et al. 1958). 
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Maddox (1964) and Maddox and Douglass (1973) found that when 

1nd1v1duals were evaluated W1th a phys1c1an's measurement of the obJec­

t1ve funct1on1ng, two out of three 1nd1v1duals ev1denced a real1st1c 

evaluat1on of the1r health status. Schach (1976) generally found that 

the more traumat1c and 1ncapac1tat1ng the durat1on and more costly an 

event 1s, the more prec1sely the phys1cal event seems to be expressed 1n 

1nterv1ews. Respondents seem to report more prec1sely those events that 

are more relevant to them. Those events, for example, that have been 

more damag1ng, requ1red treatment and more med1cal doctor V1s1ts related 

to them, or been assoc1ated by recent 1mpact such as phys1cal d1scomfort, 

psycholog1cal stress, or t1me 1n bed (Schach, 1976). 

McCrea, Bartone, and Costa (1976) ma1nta1n that self-rated health 1s 

related to actual phys1cal health and also to tra1t anx1ety. 

Self-assessments of health of elderly 1n the commun1ty and 1nst1tut1ons 

were compared W1th ob]ect1ve measures of the1r health (F1llenbaum, 1975). 

He found self-assessment to be related to the ob]ect1ve measures among 

cammun1ty res1dents, but not among those 1n 1nst1tut1ons. There 1s 

research to suggest that health self-rat1ngs do have ut1l1ty as an 

evaluat1on of health 1n survey research, poss1bly express1ng not only 

perce1ved health status but also consol1dat1ng W1th ob]ect1ve and 

sub]ect1ve components of health (Maddox & Douglass, 1973, T1ssue, 1972). 

LaRue, Jarv1k, and Hetland (1979) des1gned a study to prov1de 

1nformat1on on the relat1onsh1p between self-rat1ngs of health and 

phys1c1ans' evaluat1ons 1n an elderly populat1on. Self-rat1ngs were 

found to be s1gn1f1cantly correlated W1th rat1ngs ass1gned by 



a phys1c1an. Furthermore, self-rat1ngs can prov1de a val1d cost­

effect1ve means of health evaluat1on 1n research where other sources of 

health data are unava1lable. S1m1lar f1nd1ngs were reported by Ferraro 

(1980). 
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In short, health 1s a s1gn1f1cant component fac1ng the elderly 1n 

our soc1ety. Health and the self rat1ng of health 1s part1cularly 

related to the elderly. The research 1nd1cates that those elderly w1th 

poor health percept1ons had concom1tant depress1on and low sat1sfact1on 

w1th l1fe. Conversely, those elderly ~th good percept1ons of health 

eV1denced a more pos1t1ve outlook 1n general. The self-rat1ngs of health 

1n the elderly were found to concur ~th the ob]ect1ve rat1ngs by 

phys1c1ans. The use of self-rat1ngs ot health 1n the elderly may prove 

to be an 1mportant means of prov1d1ng health serv1ces to th1s populat1on, 

part1cularly those elderly who have exper1enced card1ovascular 

dysfunct1ons. 

Card1ovascular Dysfunct1ons and the Elderly 

Of all pat1ents who d1ed 1n the1r 80s, 85 percent were found to have 

card1ovascular and renal pathology (Wh1te, 1971). There 1s l1ttle doubt 

that card1ovascular dysfunct1on (1.e., myocard1al 1nfarct1ons) 1s a maJor 

r1sk factor 1n the mortal1ty of the elderly (Konu, 1977, Ph1l1p, Cay, 

Stuckey, & Vetter, 1981, Rad1n & Black, 1981). Epste1n (1965) reports 

the prevalance of 1schaem1c heart d1sease (1.e., coronary heart d1sease) 

1n men 60 to 69 years of age to be about 180 per 1000 pat1ents per year. 

For women the prevalence 1n the 60 to 69 and 70 to 80 age categor1es was 

165 and 110 per 1000 pat1ents per year respect1vely. 
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Myocard~al ~nfarct~on ~s one of the most common cond~~ons ~th 

wh~ch elderly pa~ents are referred to acute ger~atr~c med~cal un~ts and 

over 50 percent of the pa~ents who reach a hosp~tal al~ve surv~ve the 

acute ep~sode to be d~scharged (Konu, 1977). Th~s cl~n~cal problem w~ll 

be of ~ncreas~ng ~portance as the propor~on of elderly ~n the 

populat~on ~ncreases from the present 10 percent by the year 2025 (Rad~n 

& Black, 1981). Emo~ons are a factor ~n the pathogenes~s, onset, and 

compl~cat~ons of acute myocard~al ~nfarct~on (Garr~ty & Kle~n, 197~, 

Perlman et al., 1971, Byrne & Whyte, 1980). 

Th~s sect~on reports several ~ssues related to the elderly. The 

~nc~dence of car~ovascular d~sease ~s correlated ~th ag~ng. That ~s, 

the longer an ~n~v~dual l~ves the h~gher the probab~l~ty of develop~ng 

card~ovascular dysfunct~ons. Emo~onal factors play an ~portant role ~n 

car~ovascular dysfunct~ons. Th~s ~s par~cularly relevant to some ot 

the problems assoc~ated ~th car~ovascular dysfunct~ons. A maJor 

concern ~s what exam~ne factors occur before and after a myocard~al 

~nfarct~ons. 

Compl~cat~ons Assoc~ated W~th Card~ovascular 

Dysfunct~ons 

Konu (1977) recorded the ~nc~dence of myocard~al ~nfarct~on ~n a 

elderly popula~on 65 and over. He exam~ned the mortal~ty, surv~val 

rate, and prognos~s for the per~od of one year. Calculat~ons were made 

exam~n~ng the s~gns and symptoms assoc~ated ~th mortal~ty, along w~th 

the cl~n~cal course and compl~cat~ons related to mortal~ty. Parenthet~­

cally, Konu (1977) men~oned factors preced~ng ~nfarct~on and the s~gn~f­

~cance of personal hab~ts (e.g., consumpt~on of coffee, sugar, and fat). 
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In a 9-year follow-up study on about 5000 w~dowers, as men~oned 

earl~er, two-th~rds of them d~ed dur~ng the f~rst 6 months of bereavement 

(Parkes, BenJam~n, & F~tzgerald, 1969). The death rate was 40 percent 

more than the expected rate for marr~ed men at the same age. The ch~ef 

reason of death was coronary thrombos~s and other arter~osclero~c and 

degenerat~ve heart d~sease. Another ~nterest~ng d~scovery was that 27.5 

percent of the deaths were ~n the same d~agnost~c category as the cause 

of death of the W1fe. After 6 months, the death rate fell slowly and 

obta~ned the ~den~cal level as that of marr~ed men. Th~s study ~mpl~es 

that gr~ef can cause mortal~ty and that the most relevant mechan~sm ~s 

car~ac. Byrne and Whyte's (1980) f~nd~ngs ~n~cate that l~fe event 

exposure ~n the year preced~ng the ~llness onset as be~ng part~cularly 

emo~onally d~stress~ng. Furthermore, ~t was stated that ep~dem~olog~cal 

theory stresses a mult~factor~al e~ology. Th~s ~s par~cularly 

~nterest~ng s~nce the relat~ve contr~but~on of metabol~c r~sk factors ~s 

cons~dered to expla~n about half of the var~ance to the onset of 

myocard~al ~nfarct~on (Byrne & Whyte, 1980). 

For the purpose of expos~~on, there are a var~ety of compl~cat~ons 

assoc~ated W1th card~ovascular dysfunct~ons. These factors ~nclude per­

sonal hab~ts, death of a spouse, and the ~nterpreta~on of l~fe events. 

In the f~nal analys~s, myocard~al ~nfarct~on ~s mult~-determ~ned. Never­

theless, there are some pred~spos~ng factors wh~ch are assoc~ated W1th 

car~ovascular dysfunct~ons. 

Pred~spos~ng Factors Assoc~ated W~th 

Car~ovascular Dysfunct~ons 

Several researchers have reported factors assoc~ated W1th congest~ve 

heart fa~lure and better prognos~s. Perlman, Ferguson, Bergum, 
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Istenberg, and Hammerste1n (1971) reports that emot1onal factors 

antedated the hosp1tal1zat1on of 49 percent (51 of 105) ot the group ~th 

congest1ve heart fa1lure. Schor, Shan1, and Madan (1975) report a h1gher 

mortal1ty for women. They also 1dent1f1ed factors assoc1ated ~th 

relat1vely better prognos1s, namely, age (the younger the better 

prognos1s), sex (male), mar1tal status (marr1ed). 

A related r1sk factor for myocard1al 1nfarct1on 1s hypertens1on. 

Hypertens1on may be det1ned as a systol1c pressure of 160mm Hg., a 

d1astol1c pressure equal to or greater than 95mm Hg., or both. It 1s 

present 1n up to 50 percent of persons over the age of 65 and 1s a 

s1gn1f1cant cause of death 1n the elderly (Rad1n & Black, 1981). There 

are a number of stud1es exam1n1ng pat1ents 1 react1ons after myocard1al 

1nfarct1ons and pred1ct1ons of d1sab1l1ty, surv1val, along w1th 

psycholog1cal responses (Konu, 1977, Pathy & Peach, 1981). 

Mayou (1979) was able to 1dent1fy factors 1n premorb1d psychosoc1al 

state pred1ct1ve of outcome and character1st1c patterns of cop1ng 

Pred1ct1ve factors were analyzed under three broad head1ngs. They are 

med1cal state, factors 1n the pat1ent, and factors 1n the soc1al 

s1tuat1on. Rat1ngs taken at 2 months assoc1ated ~th phys1cal act1v1ty -

and plann1ng appeared a useful 1nd1cat1on of early prognos1s (Mayou, 

1979). Pathy and Peach (1981) found the only cl1n1cal feature noted on 

adm1ss1on whose frequency d1ffered s1gn1f1cantly between the elderly 

group who d1ed and those who l1ved was systol1c blood pressure ot 160mm 

Hg. or more on adm1ss1on to the hosp1tal. Pathy and Peach (1981) 

underscore the 1mportance of be1ng able to pred1ct those who ~11 have 

1ntense and long psycholog1cal recovery assoc1ated ~th the myocard1al 

1nfarct1on. Peach and Pathy (1979) descr1be a three-stage 1nc1dence, 
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survey of d1sab1l1ty and psycholog1cal 1mpa1rment follaw1ng d1scharge 

from ger1atr1c wards after an acute myocard1al 1nfarct1on. They further 

suggest that there 1s need for an appra1sal of the degree of 

psycholog1cal 1mpa1rment and d1sab1l1ty among elderly pat1ents for 

several months after an acute myocard1al 1nfarct1on. Add1t1onally, there 

may be a need to proV1de counsel1ng after d1scharge from the hosp1tal 

(Peach & Pathy, 1979). 

Th1s sect1on exam1ned several of var1ables assoc1ated W1th 

card1ovas~ular dysfunct1ons. Among these var1ables are hypertens1on and 

premorb1d psychosoc1al state. The exper1ence of card1ovascular 

dysfunct1on 1n the elderly also causes var1ous psycholog1cal react1ons. 

Psycholog1cal React1ons Assoc1ated W1th 

Card1ovascular Dysfunct1ons 

Mayou, Foster, and W1ll1amson (1978) descr1be the psycholog1cal and 

soc1al outcome 1n pat1ents a year after the 1llness. The predom1nant 

symptoms were m1xed an~ety and depress1on W1th l1ttle ev1dence of 

separate patterns of psycholog1cal outcome. One year after a f1rst 

myocard1al 1nfarct1on, psycholog1cal d1stress and changes 1n soc1al 

act1v1t1es and relat1onsh1ps are descr1bed 1n both pat1ents and the1r 

fam1l1es. It was also ev1dent that premorb1d adJustment and other l1fe 

events and d1ff1cult1es are s1gn1f1cant 1n determ1n1ng adJUStment at 1 

year (Mayou, Foster, & W1ll1amson, 1978). In a follow-up study 6 months 

after d1scharge of acute myocard1al, Garr1ty and Kle1n (1975) report that 

pat1ents showed that 41 percent of those class1f1ed as nonadJustors d1ed 

w1th1n 6 months of d1scharge as compared W1th only 81 percent of the 

adJustors. Other f1nd1ngs 1nd1cate that pat1ents who showed early 



adJustment to threats and assorted losses ~mpl~ed ~n myocard~al ~nfarc­

t~on were more l~kely to surv~ve to 6 months than those not ev~denc~ng 

early adJustment. 

38 

B~gos (1981) descr~bed the behav~oral adapta~on dur~ng the acute 

phase of a myocard~al ~nfarct~on. Myocar~al pa~ents ~n the~r 50's were 

more depressed than younger and older pat~ents. MaJor f~nd~ngs were the 

prevalent use of den~al dur~ng the acute phase of a myocard~al 

~nfarct~on. In ad~~on, pa~ents hosp~tal~zed for more than one 

myocard~al ~nfarct~on had s~gn~f~cantly h~gher ~ntake of tranqu~l~z~ng 

med~cat~ons than f~rst myocard~al ~nfarct~on pat~ents dur~ng the f~rst 5 

days of hosp~tal~za~on. Pred~ct~ng outcomes after myocard~al ~nfarct~on 

~s further demonstrated by the use of regress~on analys~s techn~ques. 

Ph~l~p, Cay, Stuckey, and Vetter (1981) used regress~on analys~s to 

pred~ct, psycholog~cal, and soc~al results ~n 72 pa~ents 1 year 

follow~ng myocard~al ~nfarc~on. They successfully pred~cted employment 

prospects, cont~nu~ng upsets, the pat~ents' at~tude to, and compla~nts 

about res~dual problems and d~ff~cult~es. A ser~es of stud~es have 

supported the relat~onsh~ps of psycholog~cal and soc~al factors ~n 

recovery and rehab~l~tat~on after myocard~al ~nfarct~on (Cay, Vetter, 

Ph~l~p, & Dugard, 1973, 1972, Ph~l~p, Cay, Stuckey, & Vetter, 1981). 

It may be useful for ~ns~ght to ~n~cate that myocar~al ~nfarct~on 

may be called a maJor health problem ~n the elderly. It contr~butes s~g­

n~f~cantly to the mortal~ty rate ~n the elderly. Myocard~al ~nfarct~on's 

devastat~ng effects are compl~cated by hypertens~on, premorb~d adJust­

ment, and personal~ty. Several factors have been ~dent~f~ed to pred~ct 

react~on to myocar~al ~nfarct~on. It has also been demonstrated that 

some pa~ents exper~enc~ng myocar~al ~nfarct~on are depressed. Th~s 
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depress1on can contr1bute to the length and 1ntens1ty of the psycholog1-

cal 1mpa1rment of elderly W1th card1ovascular dysfunct1on. 

Summary 

Th1s chapter rev1ews the relevant quant1tat1ve research related to 

depress1on, card1ovascular dysfunct1on, and the elderly. The follow1ng 

d1scuss1on evaluates all the maJor top1cs as they relate to the proposed 

1nvest1gat1on del1neated 1n the rev1ew of the l1terature. 

The f1rst sect1on def1nes depress1on as a state character1zed by 

feel1ngs of sadness, d1sappo1ntment, hopelessness, and helplessness. 

Depress1on 1s part1cularly deb1l1tat1ng for the elderly. Depress1on 1s 

1dent1f1ed as one component of stress. The psycholog1cal 1mpa1rment 

caused by depress1on has a pos1t1ve relat1onsh1p W1th su1c1de. Add1t1on­

ally, 1t was 1nd1cated that depress1on 1s related to phys1cal 1llness, an 

example of th1s 1s card1ovascular dysfunct1ons. The research suggested 

that depressed pat1ents had heart rates and blood pressure levels wh1ch 

were s1gn1f1cant1y h1gher dur1ng the1r depressed mood. Furthermore, 

coronary death was frequently preceded by a per1od of depress1on. 

There are areas of compar1son and contrast W1th the research 

l1terature rev1ewed and th1s 1nvest1gat1on. Comparat1vely, several 

researchers used 1nstruments to exclude part1c1pants w1th poss1ble 

organ1c dysfunct1ons. S1m1larly, th1s study W1ll use the Mental State 

Quest1onna1re (Pfe1ffer, 1975) to exclude those elderly W1th poss1ble 

organ1c dysfunct1ons. Other 1nvest1gators, l1ke th1s 1nvest1gat1on, used 

the Self-rat1ng Depress1on Scale (SDS) (Zung, 1965) to assess levels of 

depress1on. There are also several areas of contrast between the 

quant1tat1ve l1terature rev1ewed and th1s 1nvest1gat1on. 
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Ra~ngs of the sever~ty of depress~on, unl~ke th~s ~nvest~gat~on, 

were made largely on the bas~s of qual~ta~ve statements. Th~s 

~nves~ga~on excludes those part~c~pants who are presently tak~ng 

reserp~ne. Reserp~ne ~s a drug prescr~bed to treat hypertens~on. W~th 

one except~on, none of the stud~es rev~ewed accounted for the effects 

reserp~ne has on depress~on. Th~s ~nvest~gat~on d~ffers from those 

rev~ewed ~n the l~terature, for example, ~t analyzes the d~tferences 

between a myocar~al and a nonmyocard~al elderly group. One of the other 

var~ables researched ~n the present ~nvest~ga~on ~s l~fe sa~sfac~on 

(or psycholog~cal well-be~ng). 

The second sect~on of the rev~ew of the quan~tat~ve l~terature 

exam~ned l~fe sa~sfac~on and the elderly. L~fe sa~sfact~on, etten 

used synonymously ~th psycholog~cal well-be~ng and morale, was found to 

be related to age, sex, mar~tal status, and ethn~c group membersh~p. 

There are many s~~lar~~es and d~fferences found ~n the l~terature 

rev~ewed when compared to the th~s ~nvest~gat~on. 

Several ~nvest~gators found a pos~~ve relat~onsh~p between l~fe 

sa~sfact~on and health. The present ~nvest~ga~on uses health as a 

var~able. The present ~nves~gat~on ~11 use Manova to analyze the data 

collected. Th~s procedure contrasts ~th several stud~es rev~ewed wh~ch 

used mult~ple regress~on techn~ques. There were other contrasts found ~n 

the l~fe sat~sfac~on l~terature when compared to th~s ~nvest~gat~on such 

as soc~oecon~c background. Low soc~oeconom~c status ~s assoc~ated w~th 

law l~fe sa~sfact~on. 

Some of the research reported h~gh soc~oeconom~c factors to be 

pos~~vely correlated ~th h~gh l~fe sa~sfact~on. Some of the prev~ous 

research on l~fe sat~sfact~on among the elderly has been l~m~ted to 



cross-sect~onal analys~s of l~fe sa~sfact~on at one po~nt ~n t~me, 

whereas others use the var~able of soc~al act~v~ty. The present 

~nvest~gat~on uses l~fe sa~sfact~on as one of the component of stress 

var~ables and excludes soc~al act~v~ty and soc~oeconom~c factors. 
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The th~rd sect~on of the rev~ew of the quant~tat~ve l~terature 

exam~ned fam~ly contact as expressed ~n soc~al stress and the elderly. 

Some of the prev~ous research ~nd~cated soc~al support from fam~ly 

(soc~al stress) were ~portant ~n effect~ng changes ~n an elderly 

person's l~fe sat~sfact~on and health. The present ~nvest~gat~on ~ll 

also exam~ne the role of fam~ly contact, l~fe sat~sfact~on and health ~n 

the elderly. 

The stud~es rev~ewed ~n contrast ~th the present ~nvest~gat~on ct~d 

not exam~ne ~fferences ~n fam~ly contact of card~ac and non-card~ac 

elderly groups. Some of the prev~ous research on fam~ly contact used 

descr~pt~ve sta~st~cs ~n report~ng data. The present ~nvest~gat~on w~ll 

use MANOVA to analyze the data collected. 

The fourth sect~on of the rev~ew exam~nes the research l~terature 

related to locus of control. Locus of control refers to the extent to 

wh~ch ~nd~v~duals regard the ~nc~dents wh~ch occur to them as dependent 

on the~r own behav~or or as a result of chance, luck, fate or powers 

beyond the~r personal control and comprehens~on. There are two pr~mary 

d~ens~ons of locus of control, ~nternal and external. For the elderly, 

a pos~t~ve correlat~on was found between ~nternal~ty and pos~t~ve 

adJustment. 

Other psycholog~cal factors assoc~ated ~th locus of control were 

depress~on and l~fe sa~sfact~on. The research ~nd~cated that those 

elderly ~th a strong ~nternal locus of control tended to exper~ence less 
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depress~on--that ~s, when they were compared ~th those whose 

re~nforcement was external and dependent on the v~c~ss~tudes of l~fe. 

L~fe sa~sfact~on was related pos~t~vely ~th ~nternal~ty. S~m~larly, 

health locus of control was related to phys~cal and psycholog~cal events, 

for example, externals evaluated phys~cal d~sab~l~t~es as more 

deb~l~tat~ng than ~d ~nternals. Furthermore, ~nternals were found to be 

more ~ll~ng to par~c~pate ~n rehab~l~tat~on behav~or to address the~r 

dysfunct~ons. There are some areas of contrast and s~m~lar~ty between 

the locus of control l~terature rev~ewed and th~s ~nvest~gat~on. 

Several stud~es used locus of control as a pred~ctor var~able, ~n 

contrast ~th th~s ~nvest~ga~on. Furthermore, a relat~onsh~p was 

d~scovered to ex~st between locus of control, psycholog~cal, and 

phys~olog~cal events exper~enced by the elderly. Th~s ~s also exam~ned 

by th~s ~nvest~gat~on. Nevertheless, none of the stud~es rev~ewed 

controlled for the poss~ble effects of an organ~c dysfunc~on, as does 

th~s ~nves~gat~on. Add~t~onally, there was l~ttle research ~nd~cat~ng 

the poss~ble d~fferences wh~ch ex~st between d~fferent groups of elderly. 

Part~cularly, an evaluat~on of myocard~al versus nonmyocard~al elderly 

groups on a health locus of control ~nstrument were ~nadequate. Th~s 

~nvest~ga~on addresses the aforement~oned ~ssue by compar~ng health 

locus of control scores ~n the two elderly groups ment~oned. L~kew~se, 

th~s ~nvest~gat~on uses health locus of control as a mult~d~ens~onal 

stress var~able. The elderly person ~th a more ~nternal health locus ot 

control has been ~dent~f~ed by the research as be~ng less prone to 

stress. 

Stress and the research l~terature relevant to ~tare rev~ewed ~n 

the fourth sect~on. Stress has several d~mens~ons, one of wh~ch ~s 
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depress~on. The research ~nd~cates a causal l~nk between soc~al stress, 

mental and phys~cal problems. The elderly are often less adequately 

prepared to manage stress. Stress ~s related to myocard~al ~nfarct~on. 

Several researchers found a bu~ld-up of psycholog~cal stress pr~or to 

myocard~al ~nfarct~on. There are areas of contrast and s~m~lar~ty 

between the quant~tat~ve stress l~terature rev~ewed and th~s ~nvest~ga­

t~on such as depress~on, health and the myocard~al ~nfarct~on. 

Both the present ~nvest~ga~on and those d~scussed ~n the l~terature 

rev~ew cons~der depress~on as one d~mens~on of stress. L~ke th~s 

~nves~gat~on, the rev~ewed l~terature prof~led those elderly ~dent~f~ed 

as psycholog~cally ~mpa~red W1th those who were psycholog~cally healthy. 

The ~fferences ex~st ~n the lack of a d~st~nct~on between myocard~al and 

nonmyocar~al elderly groups. The research ~nd~cates that stress 

prec~p~tates the myocard~al ~nfarc~on for some, however, a quest~on 

wh~ch could be ra~sed ~s to what extent do other ~nterven~ng var~ables 

play a role as prec~p~tants to depress~on among the elderly. Th~s 

con~~on often follows myocard~al ~nfarc~on, and th~s ~nvest~gat~on 

addresses th~s ~ssue by ~dent~fy~ng the amount of d~fference between 

myocard~al and nob-myocard~al elderly on a depress~on measure. One o~ 

the stress var~ables ~s self-ra~ngs of health. 

Health refers to a cond~~on of phys~cal, ~ntellectual, and soc~al 

well-be~ng. The elderly who rated the~r health as poor were frequently 

found to be depressed, female, poorly adJusted to the env~ronment, and 

have h~gh somat~c concerns. The~r rat~ngs of health were found to 

correlate s~gn~f~cantly W1th those made by phys~c~ans. 

The s~~lar~t~es ~n the l~terature rev~ewed and th~s ~nvest~gat~on 

were pr~ar~ly ~n the area of depress~on and l~fe sa~sfact~on. Th~s 
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1nvest1gat1on exam1nes d1fferences between health rat1ngs and l1te 

sat1sfact1on 1n the two groups be1ng stud1ed. The d1fferences 1n the 

l1terature rev1ewed were found 1n the apparent absence of an 1nstrument 

to screen for organ1c dysfunct1on 1n the part1c1pants. Th1s 1nvest1ga­

t1on uses the Mental Status Quest1onna1re (MSQ) to exclude those part1c1-

pants W1th poss1ble organ1c dysfunct1ons. 

The last sect1on of the rev1ew at the research l1terature exam1nes 

card1ovascular dysfunct1ons and the elderly Myocard1al 1ntarct1on 1s 

one of the commonest cond1t1ons for wh1ch elderly pat1ents are referred 

to med1cal un1ts. There are a number of factors wh1ch contr1bute to 

card1ovascular dysfunct1ons such as personal nutr1t1onal hab1ts. It was 

also found that a s1gn1f1cant number of W1dows gr1ev1ng from the 

myocard1al 1nfarct1on death of the1r spouse were also l1kely to d1e from 

the same cause. There are other pred1spos1ng factors assoc1ated W1th 

card1ovascular dysfunct1ons such as hypertens1on and the premorb1d 

psychosoc1al state. 

There are psycholog1cal react1ons assoc1ated w1th card1ovascular 

dysfunct1ons. Hypertens1on 1s related to the 1nc1dence of stroke and 

myocard1al 1nfarct1on. The predom1nant psychosoc1al symptoms were 

anx1ety•and depress1on. Mult1ple regress1on analys1s was found to be an 

effect1ve stat1st1cal tool 1n 1dent1fy1ng the psycholog1cal and soc1al 

results of myocard1al pat1ents one year later, 1n contrast, the current 

1nvest1gat1on W1ll use Manova. 

Other s1m1lar1t1es 1n the rev1ewed card1ovascular l1terature and 

th1s 1nvest1gat1on were found 1n the assessment at depress1on. fh1s 

1nvest1gat1on exam1nes the d1fferences 1n the depress1on levels at an 

elderly myocard1al 1nfarct1on group and compare the1r results w1th a 
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health, l1fe sat1sfact1on, and locus of control. 
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The d1fferences 1n the l1terature rev1ewed and th1s 1nvest1gat1on 

were pr1mar1ly found 1n the lack of control reflected 1n two areas. 

F1rst, no attempt was made to control for the poss1ble effects of hyper­

tens1on med1cat1on 1n some stud1es. Second, no attempt was made to 

control for poss1ble organ1c dysfunct1ons. Th1s 1nvest1gat1on controls 

for hypertens1on by exclud1ng those elderly who were tak1ng ant1hyperten­

s1ve med1cat1on wh1ch 1s 1dent1f1ed as depress1on 1nduc1ng. Add1t1onal­

ly, the MSQ 1s adm1n1stered to all part1c1pants, those 1dent1f1ed by a 

standard1zed score as hav1ng poss1ble organ1c dysfunct1ons are excluded 

from the 1nvest1gat1on. 

The th1rd chapter W1ll focus on the methods used 1n the proposed 

1nvest1gat1on to exam1ne the mult1var1ate aspects of stress and 

card1ovascular dysfunct1ons 1n the elderly. A more deta1led descr1pt1on 

of the 1nstruments to be used W1ll be g1ven. 



CHAPTER III 

METHODOLOGY OF THE INVESTIGATION 

Th1s chapter conta1ns a descr1pt1on of the populat1on and sampl1ng 

procedures. The procedures for data collect1on, the 1nstruments used, 

and the1r rel1ab1l1ty and val1d1ty, along w1th evaluat1ons of each 

1nstrument are d1scussed. F1nally, a descr1pt1on of the procedures to be 

used to analyze the data W111 be d1scussed. 

Sample 

Th1s 1nvest1gat1on 1ncluded 48 voluntary part1c1pants. A total of 

22 of the voluntary part1c1pants are elderly (55 years of age and up) who 

have exper1enced one or more myocard1al 1nfarct1ons. The other 26 are 

those elderly who have not exper1enced a myocard1al 1nfarct1on 

(nonmyocard1al). The part1c1pants are volunteers from sen1or centers, 

and other non-nurs1ng home elderly 1n a large metropol1tan area. 

The part1c1pants of the two groups (myocard1al and nonmyocard1al) 

were 1dent1f1ed by staff members who have knowledge of the part1c1pants' 

med1cal h1story, present phys1cal cond1t1on, and the1r W1ll1ngness to 

part1c1pate. The range of phys1cal d1sab1l1t1es was var1ed. Most 

part1c1pants were m1n1mally able to get around w1th the a1d of var1ous 

hand1cap dev1ces. None of the sample were bedr1dden. None of the 

part1c1pants were d1agnosed as hav1ng central nervous system dysfunc-

t1ons. 
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For a complete summary of the demograph1c data on the sample see 

Append1xes K1-K12. The mean age for both elderly groups (see Table I) 

was 72, out of 48 total part1c1pants. A total of 50 percent of the 

part1c1pants were marr1ed, 40 percent were W1dowed, 10 percent were never 

marr1ed. The average number of ch1ldren for both groups was 2.4. The 

1ncame before ret1rement 1nd1cated 44 percent were at $7,999 or bPlow, 10 

percent between $8,000-9,999, 12.5 percent between $10,000-11,999 and 

16.7 percent were above $24,000. A total of 98 percent of the 

part1c1pants were wh1te, the rema1n1ng 2 percent were Amer1can Ind1an. A 

total of 75 percent of the part1c1pants were female, the rema1n1ng 25 

percent were males. Add1t1onal demograph1c data may be obta1ned 1n 

Append1xes K1-K12. 

There are several l1m1tat1ons of the sample. All part1c1pants met 

several 1nvest1gat1on 1nclus1on cr1ter1a. One l1m1tat1on was a m1n1mum 

of 8 years of educat1on to 1nsure the1r ab1l1ty to read and understand 

the tests adm1n1stered. A max1mum of three or more errors on the short 

portable Mental Status Quest1onna1re (MSQ) was another l1m1tat1on used 

for exclus1on. That 1s, general1zat1ons to an elderly person whose test 

scores obta1ned were 3 or more on the MSQ were not poss1ble. Pfe1tfer's 

(1975) study 1nd1cates that three errors 1s a cut-off po1nt for dement1a. 

L1m1tat1ons of the sample 1ncluded those not tak1ng the ant1hypertens1on 

med1cat1on reserp1ne. Reserp1ne 1s assoc1ated W1th the 1ns1d1ous onset 

of depress1on (Ruch1n & Black, 1980). Another l1m1tat1on of the sample 

was a b1as 1ntroduced because the sample was volunteers and not random. 

Other sources of 1nformat1on for 1dent1f1cat1on 1ncluded the data 

proV1ded by the part1c1pants themselves and records obta1ned W1th pr1or 

wr1tten perm1ss1on from the fac1l1ty d1rector and part1c1pant. In 



TABLE I 

GENERAL DESCRIPTIVE DATA OF THE INVESTIGATION 

Category 

Mean age 

Mar~tal status 

(1) Marned 

(2) W~d~ed 

Average number of ch~ldren 

Income before ret~rement 

$7,999 or below 

$8,000-9,999 

$10,000-11,999 

Above $24,000 

Ethn~c~ty 

Wh~te 

bex 

Amer~can Ind~an 

Female 

Male 

48 

N 

48 

24 

19 

48 

48 

21 

5 

b 

7 

48 

47 

36 

12 

Result 

72 

50% 

40% 

2.4 

44% 

10% 

12.5% 

16.7% 

98% 

2% 

75% 

25% 
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any 1dent1f1cat1on was ma1nta1ned conf1dent1al. The researcher randomly 

selected the s1tes grant1ng perm1ss1on to part1c1pate 1n th1s 1nvest1ga­

t1on. A table of random numbers was used to select the elderly s1tes 

located 1n a phone d1rectory of the Oklahoma C1ty area. 

Instrumentat1on 

There were s1x 1nstruments used 1n th1s 1nvest1gat1on (1) Mental 

Status Quest1onna1re (MSQ) (Pfe1ffer, 1975), (2) Zung Self-rat1ng 

Depress1on Scale (~) (Zung, 1965), (3) Mult1d1mens1onal Health Locus 

of Control scale (MHLC, 1nternal, powerful others, chance) (Wallston & 

Wallston, 1978), (4) Ph1ladelph1a Ger1atr1c Center scale (PGC) (Lawton, 

1975), and (5) Duke-Un1vers1ty of North Carol1na Health Prot1le (DUNC) 

(Parkerson, Gehlbach, Wagner, James, Clapp, & Muhlba1er, 1981), and (6) 

Elderly Interpersonal Exper1ence Inventory (EIEI) (see Append1ces A-G). 

Mental Status Quest1onna1re 

Rat1onale. The MSQ was used to screen part1c1pants for organ1c 

dysfunct1on. It has been used for th1s purpose by 1nvest1gators 1n 

gerontolog1cal research (Irv1ng, Rob1nson, & Mendam, 1970, Roth, 1971). 

It 1s a short and qu1ck test wh1ch 1s relat1vely easy to adm1n1ster. It 

takes less than 5 m1nutes to complete. It also measures levels of 

organ1c1ty 1n the elderly part1c1pants of the 1nvest1gat1on. 

Development of the MSQ. The MSQ was developed by Pfe1ffer (197~) to 

detect the presence of 1ntellectual 1mpa1rment and to determ1ne 1ts 

degree of 1mpa1rment. The MSQ 1s a 10-1tem quest1onna1re. The 1tems 

chosen for 1nclus1on on the MSQ were der1ved through var1ous means. 

Items 1, 3, and 5 to 8 were frequently ut1l1zed by cl1n1c1ans to test 
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or1enta~on. Item 2 has been ut1l1zed as part of the cl1n1c1an's 

assessment of or1entat1on and 1s the Kahn-Goldfarb test. Item 4 was 

chosen to assess memory ab1l1ty spec1f1cally appl1cable to the potent1al 

for self-ma1ntenance 1n the env1ronment. Item 9 was chosen as an 

assessment of remote memory, and 1tem 10 as a test of potent1al to 

complete ser1al 1ntellectual funct1ons. The development of the 

1nstrument cons1sted of adm1n1strat1ons of the measure to 997 elderly 

persons l1v1ng 1n the commun1ty, and to 141 elderly people 

referred for psych1atr1c and other health and soc1al problems 
to a mult1purpose cl1n1c, and to 102 elderly persons l1v1ng 1n 
1nst1tut1ons such as nurs1ng homes, homes for the aged, or 
state mental hosp1tals. It was found that educat1onal level 
and race had to be taken 1nto account 1n scor1ng 1nd1v1dual 
performance (Pfe1ffer, 1975, p. 433). 

Rel1ab1l1ty of the MbQ. W1lson, Ray and Brus1ll (1973) adm1n1stered 

the MSQ four t1mes a week to 55 elderly pat1ents selected because the1r 

cond1t1on was l1kely to be stable. Pfe1ffer (197~) found test-retest 

rel1ab1l1t1es of the (MSQ analog) to be .82 1n one populat1on of elderly 

respondents and .83 1n another. 

Val1d1ty of the MSQ. As far as d1agnost1c val1d1ty, Kahn, Goldfarb 

and Dollack's (1960) f1nd1ngs 1nd1cate that when elderly respondents made 

zero errors on the MSQ, the d1agnos1s of chron1c organ1c bra1n syndrome 

was 1ndependently d1agnosed by ger1atr1c psych1atr1sts 1n 6 percent of 

such cases. Add1t1onally, when the elderly made as many as 10 errors 

they were 1ndependently d1agnosed as exper1enc1ng chron1c organ1c bra1n 

syndrome 1n 95 percent of the cases. Other stud1es by Goldfarb, F1sch 

and Berger (1966) 1nd1cate the prognost1c val1d1ty of the MS~. 

Evaluat1on of the MSQ. Goldfarb, F1sch, and Gerber (1966) ma1nta1n, 

as a result of the1r f1nd1ngs that about 33 percent of those elderly 

scor1ng 9 to 10 errors on the MSQ were dead 1 year after the exam1nat1on. 
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Th1s research supports the not1on that the h1gher the score on the Mb~, 

the more pronounced the organ1c dysfunct1on. In the aforement1oned study 

1t pred1cted those most l1kely to d1e. W1lson and Brass (1973) results 

1nd1cate that the MSQ correlated W1 th a dement1a rat1ng made by a 

phys1c1an more strongly (.82) than other 1nstruments or comb1nat1on of 

other 1nstruments. B1rren 'and Sloane ( 1980) contend that "1 t appears 

from the data ••• that the MSQ ••• 1s a val1d test of organ1c bra1n 

syndrome ••• " (p. 680). 

Zung Self-Rat1ng Depress1on Scale (SDb) 

Rat1onale for the SDS. The bDS was used to assess levels of 

depress1on among the elderly 1n th1s study. It allows depress1on levels 

to be evaluated us1ng a L1kert scale. Add1t1onally, Salzman, Kochansky, 

Shader, and Cron1n's (1972) f1nd1ngs 1nd1cate that among 1nstruments 

spec1f1cally developed to measure depress1on, the SDS ranks W1th the best 

and most pract1cal. 

Development of the SDS. W1lham Zung (1965) developed the~ 1n 

1965 to assess depress1on. The SDS 1ncludes 20 1tems constructed to 

measure d1fferences on phys1cal, psycholog1cal, and soc1al losses and 

stresses hypothes1zed to be related to depress1on 1n the elderly. The 

1tems reflect four clusters of d1sturbances assoc1ated W1th depress1on. 

The four clusters are pervas1ve affect1ve d1sturbance, phys1olog1cal 

d1sturbances, psychomotor d1sturbances, and psycholog1cal d1sturbances. 

These clusters were a synthes1s of a factor analyt1c study of depress1on 

(G1ambra & Traynor, 1978). 

Each 1tem on the Zung Self-Rat1ng Depress1on Scale (1965) has an 

1tem format that reflects frequency of occurrence. One-half ot the 
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quest~ons are phrased so that greater frequency ~s less ~nd~cat~ve of 

depress~on, wh~le the ~nverse ~s used for the quest~ons rema~n~ng. 

Frequenc~es are ass~gned values from one to four, one ~nd~cates the least 

l~kel~hood of depress~on. 

Rel~ab~l~ty of the SDS. Bluementhal and D~elmen (1975) found means 

for 22 d~st~nct samples. The~r f~nd~ngs are generally rel~able when 

compared ~th Zung's (1974) suggested cut-off scores. Schurr, Hosken and 

Jarrett's (1973) f~n~ngs ~nd~cate a cons~stency rel~ab~l~ty of .70 w~th 

the Beck depress~on ~nventory. They also found correlat~ons of .55 and 

.54 on the ~D and F scales, respect~vely. 

Val~d~ty of the SDS. B~ggs, Wyl~e and Z~egler's (1978) f~nd~ngs 

~nd~cate a correlat~on of .69 between the SDS and the treat~ng 

phys~c~an's global rat~ngs ~n 26 depressed outpat~ents. The bDS was 

found to d~st~ngu~sh depress~on from other psycholog~cal d~sorders. 

These correlat~ons were .4J to .65 w~th global rat~ngs ot depress~on made 

by psych~atr~sts (Goodste~n, 1972). Furthermore, correlat~ons between 

.59 to .75 were found ~th scores on the MMPI. F~nally, the~ scores 

were found to be sens~t~ve to changes subsequent to treatment tor 

depress~on (Goodste~n, 1972). 

Evaluat~on of the SDS. Hale's (1982) f~nd~ngs ~nd~cate that the bDb 

was effect~ve ~n reflect~ng age-related losses and stresses. For 

example, Hale ~nvest~gated the relat~onsh~p between numerous age-related 

stresses and depress~on ~n the elderly. The Zung Self-Rat~ng Depress~on 

Scale was found effect~ve ~n measur~ng d~fferences on phys~cal, 

psycholog~cal and soc~al losses and stresses hypthes~zed to be assoc~ated 

to elderly depress~on. S~m~lar evaluat~ons were made by Gerner (1979) 



and Zung (1980), both of wh~ch found the SDS effec~ve ~n assess~ng 

depress~on ~n the elderly. 

Mult~d~mens~onal Health Locus of Control (MHLC) 
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Rat~onale. The MHLC was chosen for use ~n th~s ~nvest~gat~on for 

several reasons. It reduces the d~ff~culty of pred~ct~ng behav~or ~n a 

d~st~nct area such as health. Wallston and Wallston's (1976) research 

was based on the "assumpt~on that a health related locus of control scale 

would prov~de more sens~t~ve pred~ct~ons of the relat~onsh~p between 

~nternal~ ty and health behav~ors" (p. 580). A norm~ng populat~on 

~ncluded a group of older, pr~ar~ly Black hypertens~ve outpat~ents. By 

evalua~ng more than one component of locus of control, the chance of 

enhanc~ng comprehens~on and pred~ct~on of health behav~ors could be 

furthered. 

Other reasons for us~ng the MHLC are concerned W1th test~ng t~me. 

The test~ng t~e was reduced because of the elderly popula~on under 

study. In general, ~t d~d not take more than 7 m~nutes to take. Hence, 

the MHLC has two fonns wh~ch may be used, thus reduc~ng test~ng t~me. 

How these forms are related W111 be d~scussed under development. 

Development of the HLC and MHLC. The or~g~nal Health Locus of 

Control (~) scale was developed by Wallston, Wallston, Kaplan and 

Ma~des (1976) as a un~d~mens~onal measure of peoples bel~efs that the~r 

health ~s or ~s not determ~ned by the~r behav~or (p. 160). The HLC scale 

was developed to produce a s~ngle score comparable to Rotter's (1966) I-E 

scale. The 11 or~g~nal ~terns of the~ scale ~n~t~ated the development 

of the new ~terns on the MHLC. The new ~terns cons~st of the three 
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components of health locus of control bel~efs ~nternah ty (,!!!!£), 

powerful others (~), and chance (CHLC) external~ty. 

Accor~ng to Wallston, Wallston and DeVell~s (1978), ~tern word~ng 

was used as a cr~ter~on for the purpose of creat~ng the two equ~valent 

forms (A and B). From th~s cr~ter~on "s~x pa~rs of ~terns (~th ~terns 

pa~red on the bas~s of mean~ng) were chosen" (p. 163). The equ~valent 

forms were created by ass~gn~ng ~terns ~th~n each pa~r to forms A or B ~n 

such a fash~on that the total scores for each form were as s~m~lar as 

poss~ble. The above ment~oned s~x pa~rs were chosen for three scales 

(~nternal, powerful others, chance). These components were ~n~t~ally 

found by Levenson ( 1973a, b, 1974). Her f~nd~ngs ~n~cate the "val~d~ ty 

and usefulness of the tr~par~te d~v~s~on ~n clar~fy~ng past f~nd~ngs 

regar~ng the mul t~d~mens~onal~ ty of I-E" (p. 3 77). She developed three 

8-~tern L~kert-type scales (Internal, Powertul Others, and Chance--r, P, 

and o--to assess general~zed locus of control bel~efs. Wallston, 

Wallston, and DeVell~s (1978) chose to "reconceptual~ze health locus at 

control along mult~d~ens~onal l~nes parallel~ng Levenson's (1973a, 

1974b) work" (p. 162). 

The new ~terns were wr~tten ~n the personal mode and were 
generally developed for an e~ghth grade read~ng level. The 
actual ~tern pool read~ng level, calculated us~ng the Dale-Choll 
(1948) formula, was f~fth to s~xth grade (Wallston, Wallston 
and DeVell~s, 1978, p. 162). 

Rel~ab~l~ty of the MHLC. The alpha rel~ab~l~t~es for the MHLC 

scales ranged from .67 to .77 for the s~x ~tem scales. When forms A and 

B were added together to lengthen the test and form an 18-~tem scale, the 

alpha rel~ab~l~~es ~ncreased (.83 to .86). Both forms ~11 be used ~n 

the present ~nvest~ga~on. Th~s data corresponds to Levenson's 8-~tem I, 

P, and C scales whose alpha rel~ab~l~t~es range from .51 to .73. 
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Val~d~ty of the MHLC. Wallston and Wallston (1978) found 

correla~ons of the MHLC scales ~th demograph~c data rece~ved from 

par~c~pants y~elded a low s~gn~f~cant relat~on ~th sex. Add~t~onally, 

only one scale, Form A of the PHLC, y~elded a s~gn~f~cant relat~onsh~p 

w~th age (r = .198) or scholast~c level (r = .222). There was research, 

however, ~nd~ca~ng the pred~ct~ve val~~ty. Correlat~ons were obta~ned 

between the MHLC scores and health status. A pos~t~ve correla~on was 

found between~ and health status (r = .403). As ant~c~pated, there 

was a nega~ve correlat~on between CHLC (r = -.275) and health status. 

No correlat~on was found between health status and PHLC (r = -.055). 

Hartke and Kunce (1982) found subscale score ~ndependence and 

subscale ~tern group~ngs ~n a val~d~ty general~zat~on sample. Thus the 

not~on of locus of control, as a mult~d~mens~onal concept, was 

supported. 

Evaluat~on of the MHLC. Wallston, Wallston, Kaplan, and Ma~des 

(1976) ma~nta~ned as a result of the~r f~nd~ngs that the health locus of 

control scale demonstrated ~ ts "funct~onal ut~l~ ty" (p. 584). 

Ad~t~onally, ~twas found to be more effect~ve than more general~zed 

measures of locus of control. Th~s ~nstrument had two val~d~ty stud~es 

conf~rm~ng ~ts ab~l~ty to measure locus of control bel~efs h~ghly valued 

~n health. s~~larly, the MHLC was found to be effect~ve ~n evaluat~ng 

locus of control related to health. The MHLC, however, was found to be a 

more comprehens~ve ~nstrument (Wallston & Wallston, 1978). That ~s, ~t 

assessed more than one d~mens~on of health locus of control. 

Germer and Pr~ce (1981) found the MHLC effec~ve ~n assess~ng the 

spec~f~c character~st~cs of health fa~r par~c~pants. The MHLC 

demonstrated that health fa~r part~c~pants exh~b~ted greater ~nternal~ty. 
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Other data ~n th~s study express adequate test-retest rel~ab~l~ty. 

Germer and Pr~ce found the MHLC alpha coeff~c~ents comparable to Wallston 

et al. (1978). 

Ph~ladelph~a Ger~atr~c Center Scale (PGC) 

Rat~onale for the PGC. The PGC was selected because, when compared 

w~th s~~lar scales, ~t ~s one of the few that has ~ncluded soc~al 

relat~onsh~p ~terns among ~ts pool for factor~ng. Add~t~onally, the 

or~g~nal PGC was restandard~zed on 828 elderly people. Three stable and 

repl~cable factors (~.e., at~tude toward own ag~ng, ag~tat~on) were 

demonstrated ~n the PGC. More ~portantly, the~ was chosen because ~t 

measures morale ~n the elderly (Knapp, 1976, Larson, 1978). 

Development of the PGC. The PGC was developed by Lawton ~n 1972 and 

rev~sed ~n 1975. It was developed under the assumpt~on that morale ~s 

mult~d~ens~onal, rather than un~d~mens~onal. Larson (1978) reports the 

opera~onal~zat~on of the construct psycholog~cal well-be~ng (l~fe 

sat~sfact~on) as measured by the PGC as follows "Sense of sat~sfact~on 

w~th self, feel~ng there ~s a place ~n the world for self, acceptance of 

what cannot be changed" (p. "111). Lawton ( 1975) and B~rren and Sloane 

(1980) use morale and l~fe sat~sfact~on ~nterchangeably. 

Rel~ab~l~ty of the PGC. Lawton ad~n~stered the PGC to 828 elderly 

subJects. Lawton (1975) ~den~f~ed three ±actors the att~tude toward 

own ag~ng, ag~tat~on, and lonely d~ssat~sfact~on. He further found these 

factors possess "a h~gh degree of ~nternal cons~stency as determ~ned by 

alpha .85, .81, and .85 respect~vely" (Lawton, 1975, p. 87). Larson 

also reports test-retest correlat~ons of .91 and .75 for 5 weeks and 12 

weeks, respect~vely. 



57 

Vall.d~ ty of the PGC B~rren and Sloane (1980) ma~nta~n as a result 

of the~r f~nd~ngs that the ~ does measure the demoral~za~on syndrome. 

Furthermore, ~t taps "att~tude to the qual~ty of the past, present, and 

future phases of the person's l~fe" (p. 683). Val~d~ ty stat~st~cs 

reported by Larson (1978) ~nd~cate .57 correla~ons to ~nterv~ewer's l~fe 

sat~sfact~on (morale, well-be~ng) ra~ngs. 

Evalua~on of the PGC. Larson (1978) ~den~f~es the PGC as an 

~nstrument wh~ch effect~vely ~solates emp~r~cally the components of 

well-be~ng. Furthermore, the ~ was found effect~ve ~n operat~onal~z~ng 

the construct of well-be~ng ~nto three components. These components are 

"(A) sense of sat~sfact~on WJ. th self, (B) feel~ng there ~s a place ~n the 

world for self, (C) acceptance of what cannot be changed" (Larson, 197~, 

p. 111). It also uses eas~er response formats and word~ng than other 

prev~ously used scales (Lawton, 1975). Lawton's (197~) f~nd~ngs state 

that the ~was the only ~nstrument reported that "has ~ncluded soc~al 

relat~onsh~p ~terns among ~ts pool for factor~ng" (p. ~9). 

Duke Un~vers~ty of North carol~na Health 

Prof~le (DUNC) 

Ra~onale for the DUNC. The DUNC was chosen for use ~n th~s 

~nvest~gat~on because ~t assesses adult health status on four d~mens~ons 

Symptom status, phys~cal funct~on, emot~onal funct~on and soc~al 

funct~on. Ad~t~onally, an elderly populat~on was ~ncluded ~n the 

nonnat~ve populat~on. Because of the overlap of the DUNC w~ th other 

~nstruments used ~n th~s ~nvest~ga~on (Zung and PGC) only the phys~cal 

funct~on and symptom status d~mens~ons WJ.ll be used. 
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Development. The DUNC was developed by Parkerson, Gehlbach, Wagner, 

James, Clapp, and Muhlba1er 1n 1981 to measure adult health status. The 

DUNC 1s a br1ef 63-1tem 1nstrument. The DUNC assesses health status on 

four d1mens1ons ment1oned above. Parkerson et al. (1981) 1dent1f1ed two 

broad plans 1n the cho1ce of 1tems. 

F1rst, an attempt was made to 1dent1fy from the l1terature and 
cl1n1cal exper1ence the most cr1t1cal subcomponents of each ot 
the four d1mens1ons. • • • Second, to maX1m1ze appl1cab1l1ty 
of the ~ across pat1ent populat1ons, general categor1es ot 
funct1on1ng such as perform1ng usual work, soc1al1z1ng W1th 
other people, and car1ng for one's self, were ut1l1zed rather 
than spec1f1c quest1ons 1tem1z1ng le1sure t1me act1v1t1es or 
deta1led soc1al contacts (p. SOB). 

Rel1ab1l1ty. Parkerson et al. (1981) f1nd1ngs 1nd1cate test-retest 

correlat1ons rang1ng from .52 to .8~ for the four d1mens1ons. Alpha for 

1nternal cons1stency was .85 for emot1onal funct1on. Guttman 

reproduct1b1l1ty coeff1c1ents were .98 for phys1cal funct1on and .93 for 

soc1al funct1on, and the scalab1l1ty coeff1c1ents were .89 for phys1cal 

and .71 for soc1al. Observed relat1onsh1ps correlated well W1th those 

pred1cted by the 1nvest1gators (overall Spearman correlat1on .79). 

Val1d1ty. Parkerson et al. (1981) were able to establ1sh val1d1ty 

W1 th the DUNC • 

Convergent and d1scr1m1nant val1d1ty was supported by strong 
assoc1at1ons between the components of ~ and those on the 
S1ckness Impact Prof1le, the Tennessee Self-Concept ~cale, and 
the Zung Self-Ra t1ng Depress1on Scale" (Parkerson et al. 
(1981). 

Compar1ng the DUNC w1th the S1ckness Impact Prof1le y1elded correlat1ons 

wh1ch "ranged from • 34 to .45, and those for ~ w1 th Tennessee ranged 

from • 68 to .81" (p. 806). Compar1ng the "~ w1 th the Zung mono-1 tem-

method correlat1ons ranged from .54 to .57" (Parkerson et al., 1981). 

Evaluat1on. Parkerson et al. (1981) found the~ to be capable ot 

measur1ng the broad d1mens1ons of health and sens1t1ve to small changes 



l.n health status. They l.ndl.cate l. t was SUl. table "for l.nclusl.on as part 

of the J.ndl.vl.duals' medl.cal or health record" (p. 808). 

Elderly Interpersonal Experl.ence Inventory 

(EIEI) 

5~ 

Ratl.onale for the EIEI. The EIEI (see Appendl.x A) was selected for 

use l.n thl.s J.nvestl.gatl.on because J.t assesses socl.al varl.ables 

partJ.cularly relevant to the elderly populatl.on. Some of these varl.ables 

l.nclude age, marl.tal status, l.ncome, educatl.on, sex, ethnl.cl.ty, health, 

and l.nterpersonal l.nteractl.on. Thl.s l.nventory was also used because an 

elderly sample was used l.n the process of J.ts standardl.zatl.on. 

Development. The EIEI was developed by Dl.llard, Johnson, Campbell 

and Newman l.n 1983 to determJ.ne elderly demographl.c data and measure 

elderly J.nterpersonal l.nteractl.ons. The EIEI l.S a brl.ef 15-l.tem 

l.nstrument. Dl.llard et al. (1984) attempted to develop two broad plans 

l.n the chol.ce of J.tems. Fl.rst, an attempt was made to J.dentl.fy from the 

lJ.terature and cll.nl.cal experl.ence the most relevant demographl.c data for 

the elderly populatl.on used l.n thl.s l.nvestJ.gatl.on. Second, to maxl.ml.ze 

appll.cabl.ll.ty and understandl.ng ot the elderly studJ.ed l.n thl.s 

l.nvestl.gatl.on general l.tems of l.nterpersonal l.nteractJ.on such as phone 

calls from faml.ly and Vl.Sl. ts from faml.ly -were utl.ll.zed. 

Rell.abl.ll.ty. Johnson (1984) found of test-retest percentages (one 

week) of agreement rangl.ng from .80 to .93 l.n one sample of elderly. 

Thl.s elderly sample of 14 people ranged l.n age from 57 to 86. 

Vall.dl.ty. Johnson (1984) found face vall.dl.ty on the EIEI. The face 

vall.dl.ty was determl.ned through the use of a panel of experts. T~e panel 

of experts was composed of one mental health center dl.rector and Sl.X 
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pre-1nternsh1p doctoral students 1n counsel1ng psychology (Johnson, 

1 984). 

Evaluat1on. The EIEI was found by other researchers to be effect1ve 

1n assess1ng elderly soc1al stress and relevant demograph1c data. 

D1llard, Campbell and Ch1solm (1984) found the EIEI useful 1n one 

1nvest1gat1on of an elderly group D1llard, Campbell, and Ch1solm (1984) 

found the s1gn1f1cant relat1onsh1ps between l1fe sat1sfact1on, educat1on­

al level, health status and soc1oeconom1c status W1th elderly W1th a 

med1an age of 71. 

Data Collect1on 

Procedure 

The data were collected dur1ng the summer and fall of 1983 from 

several elderly non-nurs1ng home fac1l1t1es and those volunteer1ng from 

sen1or centers. Data descr1b1ng the econom1c status and other assoc1ated 

1nformat1on were collected dur1ng the test1ng t1me (see Append1ces 

K 1-K 12). 

The s1tes obta1ned 1ncludes both publ1c and pr1vate elderly 

fac1l1t1es and centers. The s1tes were randomly selected. Once the 

prev1ously d1scussed 1nclus1on cr1ter1a were met, part1c1pants were 

ass1gned to the myocard1al group I or non-myocard1al group II based on 

the 1nformat1on obta1ned through the test1ng. 

A letter of cooperat1on (see Append1ces H & I) was obta1ned from 

each elderly 1nst1tut1on and elderly part1c1pat1ng 1n the 1nvest1gat1on. 

All data were kept conf1dent1al. For the purposes of data collect1on and 

analys1s, a temporary 1dent1f1cat1on procedure was used to organ1ze the 
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test data. Once the test data was collected, all 1dent1f1cat1on relevant 

to the part1c1pants' names were d1scarded. 

The paper and penc1l 1nstrument package was g1ven us1ng the general 

1nstruct1ons standard for all the tests (see Append1x J). All of the 

1nstruments requ1red the part1c1pants to respond to the 1tems as they 

apply to them. The f1ve 1nstruments and personal 1nformat1on sheet (see 

Append1ces A-G) were adm1n1stered by research ass1stants. The research 

ass1stants were graduate students W1th 12 or more hours 1n psychology. 

All research ass1stants rece1ved tra1n1ng (see Append1x K) by the 

pr1nc1pal 1nvest1gator 1n the adm1n1strat1on and scor1ng of the 

1nstruments used pr1or to the data collected. None of the 1nstruments 1n 

the 1nvest1gat1on requ1red extens1ve tra1n1ng 1n test adm1n1strat1on. 

One out of f1ve 1nstruments were randomly checked for errors by the 

pr1nc1pal 1nvest1gator. The research ass1stants traveled to the var1ous 

ass1gned s1tes to adm1n1ster the 1nstruments. 

G1ven the length of the 1nstruments and the nature of the sample, 

the total test1ng t1me 1n a s1ngle sess1on, for each part1c1pant ranged 

from 25 to 35 m1nutes. It was not necessary to d1v1de the test1ng t1me 

for any of the elderly 1n th1s study. In cases where more than 20 

percent of a part1c1pant's responses on any one test are m1ss1ng, that 

part1c1pant's scores were deleted from the 1nvest1gat1on. 

The Mental Status Quest1onna1re (MSQ) was the f1rst 1nstrument 

adm1n1stered to exclude those elderly W1th poss1ble organ1c bra1n 

dysfunct1ons. Follow1ng th1s, the 1nstruments were randomly sequenced 

for each test1ng s1te to m1n1m1ze poss1ble order effects. 



62 

Research DesJ.gn 

ThJ.s J.nvestJ.gatJ.on used a causal-comparatJ.ve research desJ.gn. '£here 

were two reasons for selectJ.ng thJ.s type of desJ.gn F~rst, J.t uses a 

descrJ.ptJ.ve research approach. Second, J.t attempts to determJ.ne reasons, 

or causes for the current status of stress J.n the cardJ.ac and non-cardJ.ac 

elderly J.n thJ.s J.nvestJ.gatJ.on. The causal-comparatJ.ve research desJ.gn 

allows the J.nvestJ.gator to attempt determJ.nJ.ng the causes, or reasons, 

for the exJ.stJ.ng dJ.fferences between the cardJ.ac and non-cardJ.ac elderly. 

In thJ.s J.nvestJ.gatJ.on the alleged cause, myocardJ.al J.ntarctJ.on, had 

already occurred and was studJ.ed by the J.nvestJ.gator J.n retrospect. 

ThJ.s partJ.cular J.nvestJ.gatJ.on examJ.nes a varJ.atJ.on ot the basJ.c 

causal-comparatJ.ve approach. ThJ.s varJ.atJ.on ~nvolves startJ.ng WJ.th a 

cardJ.ac and/or non-cardJ.ac elderly and determJ.nJ.ng what effect eJ.ther ot 

those two groups dJ.ffer on several multJ.varJ.ate constructs. The fJ.rst 

multJ.varJ.ate construct J.s psychologJ.cal stress. The second multJ.varJ.ate 

construct ~s physJ.cal stress. rhe last multJ.varJ.ate construct J.s soc~al 

stress. 

There are several bJ.ases, weaknesses and/or lJ.mJ.tatJ.ons J.nvolved J.n 

causal-comparatJ.ve desJ.gns. The controls normally present J.n 

experJ.mental studJ.es cannot be used J.n causal-comparatJ.ve studJ.es. The 

results J.n causal-cornparatJ.ve studJ.es must be J.nterpreted cautJ.ously. 

The cause-effect relatJ.onshJ.p may be dJ.fferent than what J.t appears. The 

causal-comparatJ.ve approach establJ.shes a relatJ.onshJ.p, "not necessar1ly 

a causal one" (Gay, 1 981 ) 
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Data Analys~s 

The .05 level of s~gn~f~cance was establ~shed as necessary to reJect 

or not reJect the null hypothes~s. 

Research Hypothes~s 1. There are ~fferences between the myocard~al 

and nonmyocard~al par~c~pants on the mult~var~ate construct phys~cal 

stress where th~s construct ~s composed of self-rat~ngs of health and 

health locus of control. 

Research Hypothes~s 2. There are ~fferences between the myocard~al 
0 

and non-myocar~al elderly on the mult~var~ate construct of psycholog~cal 

stress where th~s construct ~s composed of depress~on and l~fe 

sat~sfact~on. 

Research Hypothes~s 3. There are ~fferences between the myocard~al 

and non-myocar~al elderly on the mult~var~ate construct of fam~ly 

contacts where th~s construct ~s composed of fam~ly v~s~ts and fam~ly 

phone calls. 

The test data for hypotheses 1, 2, and 3 were analyzed by 

mult~var~ate analys~s of var~ance (MANOVA) to determ~ne ~f s~gn~f~cant 

d~fferences eXlst between a myocard~al ~nfarct~on elderly group and a 

non-myocard~al ~nfarct~on elderly group on the mult~var~ate constructs 

phys~cal stress, psycholog~cal stress, and tam~ly contacts. 

Ad~t~onally, means, standard dev~at~ons and other descr~pt~ve stat~st~cs 

were reported for relevant data 

Des~gn Summary 

The part~c~pants of th~s ~nvest~ga~on cons~sted of two groups of 

elderly (N = 4S) 55 years of age and older. Measures were taken to 

evaluate the~r levels (var~ables) of depress~on, health locus of control, 
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self-rat1ngs of health, organ1c1ty, soc1al stress, and l1fe sat1sfact1on 

(morale). A causal-comparat1ve research des1gn was used 1n th1s 

1nvest1gat1on. The data were analyzed us1ng mult1var1ate analys1s of 

var1ance (MANOVA) to determ1ne 1f there are d1fferences between elderly 

myocard1al and non-myocard1al groups. The next chapter conta1ns a 

d1scuss1on of the results of the stat1st1cal analyses of the data 

collected 1n th1s 1nvest1gat1on. 



CHAPTER IV 

RESULTS OF THE INVESTIGATION 

IntroductJ.on 

Th1.s chapter contaJ.ns a d1.scuss1.on of the results of the 

statJ.stJ.cal analyses of the data collected J.n thJ.s J.nvestJ.gatJ.on. More 

specl.fJ.cally, three research hypdtheses were tested, and three research 

quest1.ons were addressed us1.ng the obtaJ.ned scores on varJ.ous J.nstru­

ments. The J.nstruments measured the mult1.var1.ate construct of stress J.n 

one group of non-myocardJ.al elderly and one group of myocardJ.al elderly. 

The error correlatJ.on matr1.ces (K13-15) 1.nd1.cate the need for us1.ng 

MANOVA 1.n analyzJ.ng the data. In general, the study was desJ.gned to 

determ1.ne 1.f dJ.fferences exJ.sted between the aforementJ.oned elderly 

groups. 

The fJ.rst sectJ.on presents the statJ.stJ.cal hypotheses of the 

J.nvestJ.gatJ.on. The second sect1.on J.ncludes a summary of the maJor 

research questJ.ons. The thJ.rd sect1.on 1.ncludes summary. 

MaJor btatJ.stJ.cal Hypotheses 

Research HypothesJ.s 1. There were no dJ.fferences between the 

myocardl.al and non-myocardJ.al elderly groups on the mult1.var1.ate 

construct socJ.al stress where th1.s construct l.S composed of v1.s1.ts from 

famJ.ly and phone calls from famJ.ly. 
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Hypothes1s 1 poses the not1on that soc1al stress 1s a mult1var1ate 
' 

construct. That 1s, soc1al stress can be exper1enced 1n a var1ety of 

ways. Two ways used 1n th1s 1nvest1gat1on are v1s1ts from tam1ly and 

phone calls from fam11y. The Elderly Interpersonal Exper1ence Inventory 

(EIEI) was used to collect data on fam1ly v1s1ts and phone calls from 

fam1ly. The means for ~s1ts from fam1ly were 2.64 and 3.35 for the 

myocard1al and non-myocard1al groups, respect1vely. The means for phone 

calls from fam1ly were 3.00 and 4.11 for the myocard1al and 

non-myocard1al groups. The 1nstrument was coded (e.g., 2-J t1mes a week 

1, once a week= 2, 2-3 t1mes a month= 3, once a month= 4, 2-3 t1mes 

a year= 5), W1th 1 1nd1cat1ng a h1gher value. To determ1ne 1f 

d1fferences eX1st between the two groups, a mult1var1ate analys1s of 

var1ance (MANOVA) was appl1ed to the data. Table II demonstrates a 

s1gn1f1cant global F (F = 3.92). Exam1n1ng the un1var1ate F's 1t can be 

observed 1n Table II that phone calls from fam1ly 1s contr1but1ng more 

to the overall s1gn1f1cance of the construct. The results reported 1n 

Table II 1nd1cate s1gn1f1cant d1fferences between the myocard1al and 

non-myocard1al elderly on v1s1ts from fam1ly. The myocard1al group 1s 

better. The strength of assoc1at1on was 1b percent. Thus hypothes1s 1 

1s reJected. 

Research Hypothes1s 2. There are no d1fferences between myocard1al 

and non-myocard1al elderly on the mult1var1ate construct of phys1cal 

stress where th1s construct was composed of self-health rat1ngs, and 

health locus of control. 

A mult1var1ate analys1s of var1ance (MANOVA) (F = .47, p > .05) was 

used to test hypothes1s 2 for MHLC and DUNC mean score d1fferences 

between card1ac and non-card1ac d1fferences. The resultant data are 



TABLE II 

SOURCE TABLE FOR SOCIAL STRESS 

MultJ.varJ.ate 

s ocJ.al stress 

EIEI* 

VJ.SJ.ts from famJ.ly 

Phone calls from famJ.ly 

HypothesJ.Zed 

ss MS 

6.00 6.00 

14.83 14.83 

MultJ.varJ.ate F 

Error 

ss MS 

120.98 2.63 

~6.65 1.88 

*EIEI J.s the Elderly Interpersonal ExperJ.ence Inventory 

* *(p < • 05) 
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3.92** 

2.2t:i 

7.87 



conta1ned 1n Table III. Table III 1nd1cates the mult1var1ate F of the 

construct phys1cal stress was not s1gn1f1cant at the .05 level. Thus, 

the Hypothes1s 2 statement that there were no d1fferences between 

myocard1al and non-myocard1al elderly on the mult1var1ate construct of 

phys1cal stress where th1s construct was composed of self-health 

rat1ngs, and health locus of control fa1led to be reJected. 
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Research Hypothes1s 3. There were no d1fferences between the 

myocard1al and non-myocard1al elderly on the mult1var1ate construct of 

psycholog1cal stress where th1s construct was composed of depress1on and 

l1fe sat1sfact1on. 

To test hypothes1s 3 for s1gn1f1cant d1fferences between card1ac 

and non-card1ac elderly, a mult1var1ate analys1s of var1ance {MANOVA) {F 

= 1.04, p > .05) was appl1ed to the data. Table IV d1splays the 

resultant data. Table IV 1nd1cates the mult1var1ate ~ of the construct 

psycholog1cal stress was not s1gn1f1cant at the .OS level. Thus, the 

hypothes1s 3 statement that there were no d1fferences between myocard1al 

and non-myocard1al elderly on the mult1var1ate construct of 

psycholog1cal stress where th1s construct was composed of l1fe 

sat1sfact1on and depress1on fa1led to be reJected as shown 1n Table IV. 

Summary of MaJor Research Quest1ons 

Research Quest1on 1. To what extent are card1ac and non-card1ac 

elderly d1fferent on the mult1var1ate construct ot Fam1ly Contact when 

th1s construct 1s d1v1ded 1nto fam1ly v1s1ts and phone calls from 

fam1ly? 

Th1s research quest1on ra1ses the 1ssue as to whether fam1ly 

contact 1s d1fferent when a card1ac and non-card1ac group are 



TABLE III 

SOURCE TABLE FOR PHYSICAL STREbb 

Mult~var~ate ***Mult~var~ate F 

Phys~cal stress Hypothes~zed Error 

DUNC* bS Mb ss 

symptom status .05 1. 63 .05 

Phys~cal funct~on~ng .007 .82 .007 

MHIC** 

Internal ~terns .13 1669.1 2 .13 

Powerful other ~terns 32.18 1947.73 32.18 

Chance ~terns 46.67 2519.24 46.67 

*DUNC ~s the Duke-Un~vers~ty of North Caro~na Health Prof~le 

**MHLC ~s the Mult~d~mens~onal Health Locus of Control Scale 
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MS F 

.03 1. 43 

.02 .42 

36.29 .oo 

42.34 • 76 

54.77 .85 

= .47 



TABLE IV 

SOURCE TABLE FOR PSYCHOLOGICAL bTRESS 

Mult1.van.ate Mul t1. var1.a te E 1. 04 

Psycholog1.cal stress Hypothesl.zed Error 

(LS) Agl. tat1.on* bS MS bS Mb F 

(LS) A ttl. tude toward 22 1 05. 59 .22 2.29 .09 

own ag1.ng 5.04 11 o. 20 5.04 2.39 2.10 

(LS) Lonely 

d1.ssat1.sfact1.on .91 87.57 .91 1.90 .48 

Zung self-ratl.ng 

depressl.on .007 .41 .007 .008 .86 

p < .os 

*LS l.S l1.fe sat1.sfact1.on 
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contrasted. The data reported ~n Table II reveal that s~gn~f~cant 

d~fferences do ex~st between the two elderly groups stud~ed ~n th~s 

~ nvest~ga t~on. 
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Research Quest~on 2. To what extent are card~ac and non-card~ac 

elderly ~fferent on the mult~d~mens~onal construct of stress where th~s 

construct ~s d~v~ded ~nto phys~cal and psycholog~cal strPss? 

The second research quest~on pos~ts the no~on that stress ~s a 

mult~d~mens~onal phenomenon. That ~s, elderly people exper~ence stress 

from a number of ~fferent sources. Hence, depress~on and l~fe 

sat~sfact~on campr~sed the psycholog~cal d~v~s~on of stress ~n th~s 

~ nve st~ga ~on. 

The phys~cal ~mens~ons of stress ~n general represent constructs 

assoc~ated W1th overall self-rat~ngs of health. In th~s ~nvest~gat~on, 

the phys~cal d~mens~on of stress was compr~sed ot health locus of 

control. Mult~d~mens~onal health locus of control (~) was further 

d~v~ded ~nto ~nternal, chance and powerful others. The other d~mens~on 

of phys~cal stress was the Duke-Un~vers~ty of North Carol~na health 

prof~le (£.!:!!'!£)• The DUNC was also broken down ~nto two sub-components. 

The two sub-components were phys~cal func~on~ng and symptom status. 

The ~nves~gat~on focused attent~on on dete~n~ng ~f d~fferences 

e~sted between the two elderly groups on the psycholog~cal, phys~cal, 

and soc~al ~mens~ons of stress. The MANOVA was the stat~st~cal 

procedure used to determ~ne ~f d~fferences ex~sted between the card~ac 

and non-card~ac elderly ~n th~s ~nvest~gat~on. The results ot the 

MANOVA reported ~n Tables III and IV reveal that there were no 

s~gn~f~cant d~fferences between the two elderly groups used ~n th~s 

~nvest~gat~on on the mult~d~mens~onal construct stress where ~t was 



d~v~ded ~nto phys~cal and psycholog~cal stress. The ~nvest~gat~on d~d 

f~nd s~gn~f~cant d~fferences between the two elderly groups on soc~al 

stress as shown ~n Table II. 

Summary 

There are two maJor research quest~ons ~n th~s ~nvest~gat~on. 
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F~rst, to what extent are car~ac and non-card~ac elderly d~fferent on 

the mult~var~ate construct fam~ly contact where th~s construct ~s 

d~v~ded ~nto phone calls from fam~ly and fam~ly v~s~ts? Th~s hypothes~s 

was reJected. The second research ques~on was To what extent are 

card~ac and non-car~ac elderly d~fferent on the mult~var~ate constructs 

stress where th~s construct ~s d~v~ded ~nto phys~cal and psycholog~cal 

stress? Research quest~on 1 '2 underly~ng assump~ons ment~oned 

prev~ously was reJected. Research quest~on 2's underly~ng assumpt~ons 

were fa~led to be reJected. 

The next chapter reports a summary and f~nd~ngs of the 

~nvest~gat~on. Conclus~ons drawn from the f~nd~ngs presented ~n Chapter 

IV are conta~ned ~n the subsequent chapter. 



CHAPTER V 

SUMMARY, FINDINGS, CONCLUSIONb 

AND IMPLICATIONS 

Th1s chapter 1ncludes a summary and f1nd1ngs of the 1nvest1gat1on. 

Conclus1ons reached from the f1nd1ngs presented 1n Chapter IV are 

conta1ned 1n th1s chapter. W1th1n the l1m1tat1ons of the 1nvest1gat1on, 

th1s chapter also 1ncludes suggested 1mpl1cat1ons for counsel1ng 

psychology pract1ce. Suggested 1rnpl1cat1ons for further research are 

also 1ncluded 1n the present chapter. 

Summary 

There has been an 1ncrease of more than 10 percent of the general 

populat1on for those 65 years of age and above. There 1s further 

proJect1on by the year 1985 that those elderly over 6~ w1ll 1ncrease to 

over 27 m1ll1on. Yet even now, the elderly populat1on are plac1ng a 

heavy demand on the counsel1ng serv1ces ava1lable. 

Th1s proJected demand for counsel1ng serv1ces challenges counsel1ng 

psycholog1sts to f1nd more effect1ve means to prov1de ass1stance for the 

elderly. As a group, many help1ng profess1onals are not completely 

aware of the counsel1ng needs of the elderly. There could be a further 

need to tra1n counsel1ng psycholog1sts to prov1de appropr1ate 

counsel1ng. Part of the treatment plan could prov1de appropr1ate 

counsel1ng. Part of the treatment plan could 1nclude address1ng an 
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person's l~fe sat~sfact~on. Many psycholog~sts lack exper~ence ~n 

trea~ng the elderly. Th~s under del~very of mental health serv~ces may 

further exacerbate psycholog~cal dysfunct~ons l~ke depress~on ~n the 

elderly. 

It seem ax~oma~c that counselors and psycholog~sts could play an 

~mportant role ~n treat~ng the effects of depress~on assoc~ated w~th the 

elderly. Depress~on ~s a ub~q~tous psycholog~cal ~sorder affect~ng 

between seven to eleven percent of the general populat~on of the Un~ted 

States (M~ntz et al., 1981). Depress~on ~sa precursor to su~c~de ~n 

same cases. Th~s ~nd~cates the s~gn~f~cance depress~on plays ~n the 

stress patterns of the elderly. 

Depress~on ~s a d~mens~on of psycholog~cal stress. It ~s the 

psycholog~cal cond~t~on most commonly assoc~ated ~th su~c~de among the 

elderly. In ad~~on, Butler and Lew~s' (1973) f~nd~ngs demonstrated 

many elderly exper~ence s~gn~f~cant psycholog~cal react~ons from stress 

result~ng from var~ous aspects of poor health. 

The phys~cal and psycholog~cal factors ~nteract ~th each other to 

compound a myocard~al con~~on of the elderly. These tactors ~nteract­

~ng caused more stress and prolonged the~r phys~cal deter~orat~on. 

Several constructs were exam~ned ~n the elderly w~th card~ovascular 

dysfunct~ons and those elderly not hav~ng card~ovascular dysfunct~ons. 

Examples of some of those factors were health locus of control, depres­

s~on and l1fe sat1sfact1on. 

Health locus of control 1s a term wh~ch appl~es Rotter's (196b) 

conceptual~zat~on of locus of control to health. The f~n~ngs of 

Hunter, L1nn, Harr1s, and Pratt (1980) ~nd1cate that persons who were 

external 1n the~r or~entat1on were ~ncl~ned to report poorer overall 
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health. Contraw~se, self-assessed health was found pos~t~vely 

correlated ~than ~nternal elderly group. Poorer health was also found 

to be assoc~ated ~th lower l~fe sat~sfact~on (Larson, 1978). 

Purpose 

The purpose of th~s~~nvest~gat~on was threefold. The f~rst was to 

determ~ne ~f ~fferences'e~st between the myocard~al and non-myocard~al 

elderly groups or the mult~var~ate construct of stress where th~s 

construct was composed of self-health rat~ngs. The underly~ng 

assumpt~on was that the two elderly groups would vary on the phys~cal 

stress sub-component wh~ch compr~sed the mult~var~ate construct of 

stress. The second purpose of the ~nvest~gat~on was to determ~ne ~f 

d~fferences ex~sted between the myocar~al and non-myocard~al elderly 

groups on the mult~var~ate construct of psycholog~cal stress where th~s 

construct was composed of depress~on and l~fe sat~sfact~on. The 

underly~ng assumpt~on was that the psycholog~cal sub-component of stress 

for the two groups would vary. The th~rd purpose was to determ~ne ~f 

d~fferences ex~sted between myocard~al and non-myocard~al elderly groups 

on the mult~var~ate construct of soc~al stress. Th~s construct ~s 

d~v~ded ~nto phone calls from fam~ly and ~s~ts from fam~ly. 

L~terature and Research 

Most of the contemporary research f~nd~ngs related to the 

d~ens~ons of stress ~n card~ac elderly when compared ~th non-card~ac 

elderly were cons~stent w~th the bas~c underly~ng assumpt~ons ~n the 

present ~nvest~gat~on, that ~s, there are ~tferences ~n the stress 

levels of car~ac and non-car~ac elderly groups. 
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L1ke the present 1nvest1gat1on, other stud1es cons1dered depress1on 

to be one d1mens1on ot stress. L1ke th1s 1nvest1gat1on, the rev1ewed 

research prof1led those elderly 1dent1f1ed as psycholog1cally 1mpa1red 

w1th those who were psycholog1cally healthy. 

The d1fferences 1n the research l1terature rev1ewed and th1s 

1nvest1gat1on were found pr1mar1ly 1n the lack of control of two areas. 

F1rst, no attempt was made to control for poss1ble effects of hyperten­

S1on med1cat1on 1n some stud1es. Second, no attempt was made to control 

for poss1ble organ1c dysfunct1ons when the spec1f1c var1ables used 1n 

the present 1nvest1gat1on were be1ng exam1ned. In the present study, 

both hypertens1on and organ1c dysfunct1on effects were controlled for by 

screemng procedures (see MSQ and !.!!.!_). 

Part1c1pants 

Th1s voluntary sample 1ncluded 48 elderly males and females 55 

years of age and above. TWenty-two of the part1c1pants had exper1enced 

a myocard1al 1nfarct1on, 26 were non-card1ac. The part1c1pants were 

volunteers from randomly selected sen1or centers, and other non-nurs1ng 

home elderly 1n the Oklahoma C1ty area of Oklahoma. 

Instrumentat1on 

The Mental Status Quest1onna1re (MSQ) was one of s1x 1nstruments 

and one 1nformat1on sheet used 1n th1s 1nvest1gat1on. The Mh~ was used 

1n th1s 1nvest1gat1on to assess organ1c dysfunct1on 1n the elderly. 

The Zung Self-Rat1ng Depress1on Scale (SDS) was used 1n th1s 

1nvest1gat1on to assess depress1on 1n the elderly. The SDS was 

developed by W1ll1am Zung (1965) to measure d1fferences 1n phys1cal, 
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psycholog~cal, soc~al losses and stresses hypothes~zed to be related to 

depress~on ~n the elderly. 

The Mult~d~mens~onal Health Locus of Control Scale (MHLC) was used 

~n th~s ~nves~gat~on to assess ~nternal and external components of 

health ~n the elderly. The MHLC was developed by Wallston and Wallston 

(1976) to assess health. 

The Ph~ladelph~a Ger~atr~c Center Scale (PGC) was used ~n th~s 

~nves~gat~on because ~t measured three factors relevant to l~fe 

sat~sfact~on (morale). These factors were att~tude toward own ag~ng, 

ag~tat~on and lonely d~ssat~sfact~on. 

The Duke Un~vers~ty of North Carol~na Health Prof~le (DUNC) was 

developed by Parkerson, Gehlbach, Wagner, James, Clapp and Muhlba~er ~n 

1981 to measure adult health status. Part of the norm~ng populat~on 

~ncluded a group of elderly people. The DUNC was used ~n th~s 

~nvest~gat~on to measure phys~cal funct~on~ng and symptom status ~n the 

two elderly groups. 

The Elderly Interpersonal Exper~ence Inventory (~) was developed 

by D~llard, Johnson, Campbell and Newman, ~n 1984 to obta~n demograph~c 

data and soc~al stress. The ~ requ~red the respondents to prov~de 

demograph~c and soc~al stress data relevant to the ~nvest~gat~on. Some 

of the demograph~c data asked for on the ~nforma~on sheet ~ncluded age, 

sex, race, and educat~on, etc. The soc~al stress data ~ncluded phone 

calls from fam~ly and v~s~ts from fam~ly. 

Ad~n~stra~on of the MSQ, SDS, MHLC, PGC, 

DUNC, and EIEI 

All of the ~nstruments used ~n th~s ~nvest~gat~on were paper and 

penc~l ~n the~r bas~c response format That ~s, generally the 
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respondents were g~ven a copy of the tests wh~ch conta~ned a br~ef 

~nstruct~on to place an "X" or "c~rcle" on the response wh~ch best 

descr~bed the~r feel1ng or op~n~on toward the st~mulus quest~on. None 

of the 1nstruments requ~red a deta~led explanat~on on how to compute the 

~terns on the test. The test was ad~n~stered by graduate research 

ass~stants ~n psychology. The test~ng t~e ranged from 25 to 35 

m~nutes. 

Data Analys~s 

Three one-way Mult~var~ate Analyses of Var~ance (MANOVA) were 

appl~ed to the results of the data collec~on. The f~rst MANOVA 

exam~ned ~nformat~on obta~ned ~n the error correlat~on matr~x for soc1al 

stress (see Table VI). Based on th~s data, a dec~s~on was made by the 

1nvest~gator to use the un~var~ate F's. The un~var~ate F post-hoc 

procedures determ~ne wh~ch var~ables contr~buted to the s~gn~f~cance. 

The other two MANOVA's were appl~ed to the data wh~ch was collected on 

Phys~cal and Psycholog~cal Stress. 

F~nd~ngs of the Invest~gat~on 

Th~s ~nvest~ga~on attempted to determ~ne ~f d~fferences 

e~sted between a myocar~al and non-myocard~al elderly group on 

several mult~var~ate stress constructs These mul~var~ate stress 

constructs were soc~al, psycholog~cal and phys~cal respect~vely. 

1. Phone calls from fam~ly members was s~gn~f~cantly d~fferent between 

the card~ac and non-card~ac elderly groups. In other words, the 

myocard~al ~nfarct~on elderly group rece~ved s~gn~t~cantly more 

phone calls from fam~ly members when contrasted w~th a 



non-myocard~al elderly group. Therefore, the hypothes~s for the 

mult~var~ate construct of fam~ly contact was reJected (16 percent 

of the var~ance was accounted for). 
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2. There were no stat~st~cally s~gn~f~cant d~fferences between the 

car~ac and non-card~ac elderly groups on the mult~var~ate 

construct of phys~cal stress. That ~s, the mean scores on the 

sub-components of phys~cal stress (e.g., self-health ra~ngs, and 

health locus of control) for both groups were very close. Th~s 

closeness prevented a stat~st~cal s~gn~f~cance from be~ng detected 

by the global F test of MANOVA. 

3. A non-stat~st~cally s~gn~f~cant relat~onsh~p was found between the 

card~ac and non-card~ac elderly groups on the mult~var~ate 

construct of psycholog~cal stress. Th~s meant that the mean scores 

of the sub-components of psycholog~cal stress (e.g., depress~on and 

l~fe sat~sfact~on) were s~m~lar. Th~s s~~lar~ty prevented 

stat~st~cal s~gn~f~cance from be~ng detected by the global F test 

of MANOVA. 

D~scuss~on of the F~nd~ngs 

1. The non-card~ac elderly group rece~ved fewer phone calls from 

fam~ly members when compared to the card~ac elderly group. These 

f~nd~ngs are cons~stent W1th other research. &hana's (1979) 

~nvest~gat~on, as was true ~n the present ~nvest~gat~on, found that 

the fam~ly pro~des s~gn~f~cant support for the elderly parent 

dur~ng the t~e of ~llness. The present ~nvest~gat~on's 

f~n~ngs were s~~lar to the results reported by DeMell~er (1982). 

DeMell~er's f~nd~ngs ~nd~cated that all measures of fr~endsh~p and 
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~nt1macy ~nfluenced perce~ved health and adaptat~on. The f~nd~ngs 

on the mult~var~ate construct of fam~ly contact has an ~nterest~ng 

relat~onsh~p to the other mult~var~ate constructs of phys~cal and 

psycholo~cal stress. A myocard~al ~nfarct~on ~s a traumat~c 

exper~ence for any ~n~v~dual, part~cularly the elderly. The 

present ~nvest~gat~on found s~gn~f~cant d~fferences on one 

component of the mult~var~ate construct of fam~ly contact (e.g., 

phone calls from fam~ly members). Phone calls from fam~ly members 

are probably eas~er to make than v~s~ts. Th~s be~ng the case, ~t 

~s ax~oma~c that the frequency of phone calls would be greater 

than ~s~ts. In add~t~on to th~s, the frequency of phone calls 

from fam~ly members, wh~ch represent a soc~al stress var~able, 

could, as ~nd~cated ~n the present ~nvest~gat~on, represent 

s~gn~f~cant d~fferences between car~ac and non-card~ac elderly 

groups. 

There ~s one analogy wh~ch could be made about the 

stat~st~cally s~gn~f~cant d~fferences between the two elderly 

groups. The calls funct~on as a potent~al stress suppressor 

var~able. In other words, the myocar~al ~nfarct~on wh~ch produces 

concom~tant phys~cal and psycholog~cal stress react~ons could 

potent~ally be suppressed by the frequency of phone calls from 

fam~ly members. Th~s ~s not to ~mply a causal relat~onsh~p. 

Rather, there ~s a theor~zed conclus~on wh~ch could be made based 

upon the f~nd~ngs of the present ~nvest~gat~on. A conclus~on wh~ch 

could be made ~s that phone calls from fam~ly members funct~on as a 

potent~al stress suppressor var~able and could ~ntluence other 

expected ~fferences between card~ac and non-card~ac elderly 
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groups. Th1s potent1al stress suppressor var1able could have ef­

fects on the mult1var1ate constructs of phys1cal and psycholog1cal 

stress, respect1vely. 

2. The mult1var1ate construct of phys1cal stress wh1ch cons1sts 

of self-rat1ngs of health, and health locus of control appear not 

to be d1fferent when card1ac and non-card1ac elderly groups are 

compared. The f1nd1ngs of the present 1nvest1gator relate to the 

conclus1ons found by Tracey (1983). Tracey (1983) found elderly 

pat1ents employ cop1ng behav1or wh1ch serves as a health protect1ve 

funct1on. Therefore, the myocard1al 1nfarct1on would seem to cause 

the elderly person to revert to more stress cop1ng behav1or. 

3. Psycholog1cal stress as a mult1var1ate construct made up of l1fe 

sat1sfact1on and depress1on 1s not d1fferent 1n a card1ac elderly 

group when contrasted W1th a non-card1ac elderly group. The 

f1nd1ngs of the present 1nvest1gat1on are 1n sharp contrast to 

other research. DeMell1er (1982) found percept1on of good health 

led to adaptat1on and l1fe sat1sfact1on. G1ven D~~ell1er's (1982) 

f1nd1ngs, 1t would be expected that the present 1nvest1gat1on would 

have found poorer adaptat1on and lower l1fe sat1sfact1on among the 

card1ac elderly group. The present 1nvest1gat1on d1d not f1nd 

lower l1fe sat1sfact1on or poor adaptat1on 1n the card1ac or 

non-card1ac elderly groups. 

Conclus1ons and Impl1cat1ons for Psycholog1sts 

Cons1der1ng the f1nd1ngs of the present 1nvest1gat1on, the 

follow1ng conclus1ons and 1mpl1cat1ons are suggested 
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1. Counsel1ng psycholog1sts should g1ve 1mmed1ate attent1on to the 

1mpact the mult1var1ate fam1ly contact construct, as represented 

through V1s1ts and phone calls from fam1ly members, could have as a 

elderly 1ntervent1on strategy. That 1s, from the f1nd1ngs of the 

present 1nvest1gat1on 1t 18 apparent that phone calls from fam1ly 

members was s1gn1f1cantly d1fferent between card1ac and non-card1ac 

elderly groups. The card1ac elderly group rece1ved a stat1st1cally 

s1gn1f1cant greater number of phone calls. Th1s f1nd1ng could have 

1mmed1ate ram1f1cat1ons. It could be postulated that phone calls 

from fam1ly m1n1m1zes the effects of phys1cal and psycholog1cal 

stress. The recent concerns about 1ncreas1ng med1cal cost could 

also be addressed WJ. th knowledge of the role phone calls play 1n 

the card1ac elderly. A hypothes1s could be offered. Th1s 

hypothes1s could be that "There 18 a s1gn1f1cant d1fference 1n 

recovery t1me and length of hosp1tal stay between those elderly 

groups who rece1ved a h1gh number of phone calls from fam1ly when 

compared to those who rece1ved a low number of phone calls from 

fam1ly members." A s1m1lar hypothes1s could be 1n1 t1ated tor 

counsel1ng psycholog1sts who recogn1ze the s1gn1f1cant role fam1ly 

members' support plays when treat1ng the elderly. 

2. Phys1cal stress as 1t was composed of several d1men81ons was 

apparently not as deb1l1tat1ng for the elderly card1acs 1n th1s 

sample as prev1ous stud1es have 1nd1cated. The underly1ng 

assumpt1ons reflected 1n the health locus of control scale would 

seem to 1nd1cate that those WJ.th poorer health would be more 

1nfluenced by powerful others, external events and by chance. 

S1nce th18 was not the case 1n the present 1nvest1gat1on 1t would 
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seem to reduce the s1gn1f1cance of us1ng locus of control as an 

1nd1cator of an elderly person's exper1ence of a myocard1al 1nfarc­

t1on and mer1t a re-exam1nat1on of the des1gn of stud1es wh1ch d1d 

f1nd s1gn1f1cance. 

3. Psycholog1cal stress as 1t was compr1sed of several d1mens1ons was 

unable to demonstrate much of an 1mpact on elderly card1acs. The 

underly1ng assumpt1on, as supported by the research l1terature, was 

that an elderly person who has exper1enced a myocard1al 1nfarct1on 

would be more 1ncl1ned to be depressed and report a lower sat1sfac­

t1on W1th l1fe. The present 1nvest1gat1on, however, d1d not sup­

port th1s assumpt1on, but suggests that pract1c1ng counsel1ng 

psycholog1sts should focus the1r attent1on on factors other than 

phys1cal cond1t1on as contr1but1ng to psycholog1cal stress 1n the 

elderly. For example, some attent1on could be d1rected at anx1ety 

and soc1al factors. 

Recommendat1ons for Future Research 

1. Research should be conducted us1ng an expanded vers1on of the 

Elderly Interpersonal Exper1ence Inventory wh1ch would allow more 

camprehens1ve 1nformat1on to be obta1ned about the elderly 

part1c1pants. For example, when d1d you last have a heart attack? 

How long were you unable to perform normal da1ly funct1ons as a 

result of your heart attack? 

2. Research should be conducted us1ng a less r1gorous 1nclus1on­

exclus1on cr1ter1on for educat1on. That 1s, develop 1nstruments 

wh1ch could be adm1n1stered to those W1th less than a s1xth grade 

educat1on. 
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3. Research should be conducted us1ng less r1gorous 1nclus1on 

cr1ter1on on the organ1c dysfunct1on measure. That 1s, s1nce some 

stud1es d1d not use organ1c dysfunct1on measures and obta1ned 

s1gn1f1cant results, 1t 1s poss1ble that more useful 1nformat1on 

could be obta1ned from the samples when organ1c1ty 1s not 

cr1t1cally evaluated. 

4. Conduct a more 1n-depth 1nvest1gat1on wh1ch exam1nes the 1mpact of 

v1s1ts from fam1ly and fr1ends and fam1ly support on the elderly 

w1th phys1cal 1llnesses. Th1s 1nvest1gat1on would also exam1ne the 

1mpact of phys1cal 1llness of an elderly person on the fam1ly. 

Th1s could be accompl1shed by conduct1ng evaluat1ons of fam1ly 

members who have an elderly parent currently recover1ng from a 

phys1cal 1llness. In order to effect1vely 1mplement the proposed 

1nvest1gat1on, the assessment should be conducted as soon as the 

fam1ly 1s 1dent1f1ed. The fam1ly could be assessed several t1mes 

dur1ng the course of the recovery per1od to determ1ne 1f t1me 

played a role 1n the effects of the elderly person's 1llness on the 

fam1ly. That 1s, does the fam1ly's stress react1on 1ncrease, 

decrease, or rema1n unchanged over t1me? 

5. Repl1cate th1s 1nvest1gat1on us1ng Blacks, H1span1cs, Amer1can 

Ind1ans, Or1entals, and fore1gn refugees. Th1s 1nvest1gat1on could 

ut1l1ze psychotherapy as an 1ntervent1on 1n those 1dent1f1ed as 

exper1enc1ng the negat1ve 1mpact of phys1cal 1llness. The 

repl1cat1on of th1s study across ethn1c groups would allow a 

researcher to determ1ne wh1ch cultural factors play a role 1n 

exacerbat1ng or retard1ng the stress react1ons. The psychotherapy 

could be used as a form of stress 1ntervent1on. Add1t1onally, 
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compar~sons could be made us~ng younger heart and non-heart 

pat~ents to determ~ne ~f the ~llness has s~m~lar phys~cal and 

psycholog~cal effects. Th~s ~ntervent~on could occur at three 

levels. The general descr~pt~on g~ven to such an ~ntervent~on ~s 

stress ~noculat~on. Stress ~noculat~on ~s s~~lar to med~cal 

~noculat~on ~n that ~t ~s des~gned to reduce the poss~ble nega~ve 

effects of some stressful event or exper~ence (~.e., myocard~al 

~nfarct~on). The pr~mary level of ~ntervent~on us~ng stress ~nocu­

lat~on would be the ~dent~f~cat~on of those currently exper~enc~ng, 

or expected to exper~ence, ma)or me~cal dysfunct~ons (e.g., myo­

card~al ~nfarct~on, cerebrovascular dysfunct~on, arthr~t~s, general 

phys~cal dysfunct~ons) and prov~de them ~th br~ef counsel~ng 

exper~ences a~ed at teach~ng techn~ques for effect~ve management/ 

regula~on of the psycholog~cal stress assoc~ated w~th phys~cal 

dysfunct~ons. S~nce many of the ~nd~v~duals would already be 

exper~enc~ng psycholog~cal stress the focus of the treatment would 

be at the secondary level. That ~s, spec~f~c stress regulat~on 

approaches (e.g., cogn~t~ve ~nterven~ons, b~ofeedbadk, and other 

counsel~ng ~nterven~ons) could be used at th~s level of treatment. 

The tert~ary level of treatment would ~nvolve essen~ally a per­

sonal appl~cat~on and follow-up for all those who part~c~pated ~n 

the stress ~noculat~on program. Each ~n~v~dual part~c~pat~ng 

would present a d~fferent challenge tor the counsel~ng psycholo­

g~st. Th~s would requ~re the counsel~ng psycholog~st to develop a 

program that meets the spec~f~c needs of those part~c~pa~ng. The 

last part of the stress ~noculat~on program would essen~ally 

req~re part~c~pants to return to the s~te prov~d~ng the tra~n~ng 
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follow~ng a g~ven per~od of t~e to determ~ne the long-term effects 

of the stress ~noculat~on. The follow-up could be done by ~ntormal 

contacts made through the ma~l, by telephone, or br~ef ~nterv~ews. 
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Elderly Interpersonal Exper~ence Inventory 

T~me Beg~nn~ng T~me End~ng Age ------------- -------------- -------------
Mar~tal status (cheCk one) 

Never marr~ed -----
D~vorced ---------
Marr~ed ----------
W~dowed -::--------
Separated ------------

Number of l~v~ng ch~ldren 

Educat~on level (cheCk one) 

Less than H~gh School ----
H~gh School Graduate -----
Some College -----------­
Bachelor's Degree ---------­
Graduate Degree ----------

Income Level (check one) 

Before Ret~rement 

Sex (c~rcle one) Male Female 

Race (cheCk one) 

Caucas~an (wh~te) 

BlaCk 
~----~--------------Span~sh-speak~ng -----------

Amer~can Ind~an ---------
As~an ----------------------
Other ----------------------

Current Status 

1. $7,999 or below 
8,000-9,999 

6. 16,000-17,999 
2. 
3. 
4. 
s. 

1 0, 000-11 1999 
12,000-1 3, 999 
14,000-15,999 

7. 18,000-19,999 
8. 20,000-21,999 
9. 22,000-23,999 

__ 1 o. 24, 000 or above 

Health (cheCk one) 

Excellent :__ __ Good :__ __ Fa~r Poor Very Poor __ _ --- ---
Are you tak~ng med~cat~on? Yes No ----
If yes, for what a~lments? -------------------------------------------
About how often do you get phone calls from members of your fam~ly? 
(cheCk one) 

2-3 t~es a week ----
2-3 t~mes a year ---

Once a week 
---: 

2-3 t~mes a month 
'----

Once a month 
'----

About how often do you get phone calls from fr~ends? (cheCk one) 

2-3 t~es a week ---- Once a week --- Once a month 
'----

2-3 t~mes a year --- 2-3 t~mes a month:_ __ 

About how often do you get v~s~ts from members of your fam~ly? 
(cheCk one) 

2-3 t~mes a week'----
2-3 t~es a year ---

Once a week 
'----: 

2-3 t~es a month 
'----

Once a month :...__ __ 
About how often do you get ~s~ts from fr~ends? (cheCk one) 

2-3 t~es a week Once a week Once a month 
'----

2-3 t~es a year 2-3 t~es a month 
'----
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Short Portable Mental Status ~uest~onna~re (MSQ) 

Instruct~ons Please respond to the follow~ng 

1 • What ~s today's date (month, date and year)? 

2. What day of the week ~s ~t? 

3. What ~s the name of th~s place? 

4. What ~s your telephone number? 

4a. What ~s your street address? 

s. What ~s your age? 

6. What ~s your b~rthdate? 

7. Who ~s our current pres~dent? 

8. Who was our pres~dent before hm? 

9. What ~s your mother's ma~den name? 

1 o. Please count ~n a ser~es of 3's 0,3, •••• 
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Duke-UNC Health Prof1le 

Here are a number of quest1ons about your health and feel1ngs. Please 
read each quest1on carefully and g1ve your best answer. 
You should answer the quest1ons 1n your own way. There are no r1ght or 
wrong answers. 

[Symptom Status] 

Dur1ng the past week 

How much trouble have you had W1 th 

1. Eyes1ght 
2. Hear1ng 
3. Talk1ng 
4. Smell1ng odors 
5. Tast1ng food 
6. Appet1te 
7. Chew1ng 
8. Swallovnng 
9 • Mov1 ng your bowels 

1 o. Pass1ng wa terjur 1na t1ng 
1 1. Breath1ng 
1 2. Sleep1ng 
1 3. Walk1ng 

Dur1ng the past week 

How much trouble have you had W1th 

1 4. Headache 
15. Hurt1ng or ach1ng 1n any part 

of your body 
16. Itch1ng 1n any part of your 

body 
1 7. Ind1gest1on 
18. Fever 
19. Gett1ng t1red eas1ly 
20. Fa1nt1ng 
21 • Poor memory 
22. Weakness 1n any part of your 

body 
23. Feel1ng depressed/sad 
2 4. Nervousness 

None 

None 

1 09 
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DUHP (cont.) 

Dur1ng the past month 

How much trouble have you had W1 th 

None Some A Lot 

25. We1ght loss 
26. We1ght ga1n 
27. Unusual bleed1ng 
2 8. Sexual perfonnance 

[Phys1cal Funct1on]* 
Dur1ng the past week 

1. How many days were you 
1n bed most of the day 
because of s1ckness, 

2. 

3. 

1 OJ ury or health 
problems? 

How many days d1d you 
stay 1n your home 
because of s1ckness, 
1nJury or health 
problems? 

How much trouble have 
you had gett1ng around 
outs1de your home 
because of s1ckness, 
1nJury or health 
problems? 

Today would you have any phys1cal 

4. Runn1ng 4 m1les 
s. .t:loldJ.ng a baby 
6. Walk1ng up a fl1ght of sta1rs 
7. Hear1ng the rad1o or TV 
8. Runn1ng a mle 
9. Walk1ng the length of a 

football f1eld (1 00 yards) 
1 o. Walk1ng to the bathroom 
11. Peel1ng an apple 
1 2. Read1ng a street s1gn 
1 3. Runn1ng the length of a 

football f1eld (1 00 yards) 
1 4. Read1ng a newspaper 
1 !). Comb1ng your ha1r 

none 1-4 days 5-7 days 

none 1-4 days 5-7 days 

none 1-4 days 5-7 days can't go 
outsJ.de 

trouble or d1ff1culty 

None Some A Lot 
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MHLC - Form A 

Th~s ~s a quest~onna~re des~gned to determ~ne the way ~n wh~ch 
d~fferent people V1ew certa~n ~mportant health-related ~ssues. Each ~tern 

~s a bel~ef statement w~th wh~ch you may agree or d~sagree. Bes~de each 
statement ~sa scale wh~ch ranges from strongly d~sagree (1) to strongly 
agree (6). For each ~tern we would l~ke you to c~rcle the number that 
represents the extent to wh~ch you d~sagree or agree w~th the statement. 
The more strongly you agree w~th a statement, then the h~gher w~ll be the 
number you c~rcle. The more strongly you d~sagree w~th a statement, then 
the lower w~ll be the number you c~rcle. Please make sure that you 
answer every ~tern and that you c~rcle only ~ number per ~tern. Th~s ~s 

a measure of your personal bel~efs, obv~ously, there are no r~ght or 
wrong answers. 

Please answer these ~terns carefully, but do not spend too much t~me 
on any one ~tern. As much as you can, try to respond to each ~tern 

~ndependently. When mak~ng your cho~ce, do not be ~nfluenced by your 
prev~ous cho~ces. It ~s ~mportant that you respond accord~ng to your 
actual bel~efs and not accord~ng to how you feel you should bel~eve or 
how you th~nk we want you to bel~eve 

Q) 
Q) 

Q) 1-1 Q) 
Q) 01 Q) Q) 
1-1 11:1 1-1 Q) 
01 til 01 Q) 1-1 Q) 
11:1 .-1 11:1 Q) 01 Q) 
til Ci til 1-1 ~ 1-1 
.-1 .-1 :l 01 
Ci >. Ci >. ~ 

.--l .--l 
>. Q) >. >. Q) >. 

.--l +J .--l .--l +J .--l 
01 11:1 +J +J 11:1 01 
~ 1-1 ..c: ..c: 1-1 ~ 
0 Q) 01 01 Q) 0 
1-1 '0 .-1 .-1 '0 1-1 
+J ~ .--l .--l 0 +J 
U) U) U) ::.:: U) 

1 • If I get s~ck, ~t ~s my own behav~or wh~ch 2 3 4 5 6 
determ~nes how soon I get well aga~n. 

2. No matter what I do, ~f I am go~ng to get 2 3 4 5 6 
s~ck, I w~ll get s~ck. 

3. Hav~ng regular contact w~th my phys~c~an 2 3 4 5 6 
~s the best way for me to avo~d ~llness. 

4. Most th~ngs that affect my health happen 2 3 4 5 6 
to me by acc~dent. 

5. Whenever I don't feel well, I should 2 3 4 5 6 
consult a med~cally tra~ned profess~onal. 

6. I am ~n control of my health. 2 3 4 5 6 

7 My fam~ly has a lot to do w~th my becom~ng 2 3 4 5 6 
s~ck or stay~ng healthy. 

8 When I get s~ck I am to blame • 2 3 4 5 6 
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9. Luck plays a b1g part 1n determ1n1ng how 
soon I w1ll recover from an 1llness. 

10. Health profess1onals control my health. 

11. My good health 1s largely a matter of good 
fortune. 

1 2. The ma1n th1ng wh1ch affects my health 11s 
what I myself do. 

13. If I take care of myself, I can avo1d 
1llness. 

14. When I recover from an 1llness, 1t's 
usually because other people (for example, 
doctors, nurses, fam1ly, fr1ends) have been 
tak1ng good care of me. 

15. No matter what I do, I'm l1kely to get 
S1Cko 

16. If 1t's meant to be, I w1ll stay healthy. 

17. If I take the r1ght act1ons, I can stay 
healthy. 

18. Regard1ng my health, I can only do what my 
doctor tells me to do. 
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MHLC - Form B 

Th1s 1s a quest1onna1re des1gned to determ1ne the way 1n wh1ch 
d1fferent people V1ew certa1n 1mportant health-related 1ssues. Each 1tem 
1s a bel1ef statement w1th wh1ch you may agree or d1sagree. Bes1de each 
~tatement 1s a scale wh1ch ranges from strongly d1sagree (1) to strongly 
agree (6) For each 1tem we would l1ke you to c1rcle the number that 
represents the extent to wh1ch you d1sagree or agree w1th the statement. 
The more strongly you agree w1th a statement, then the h1gher W1ll be the 
number you c1rcle. The more strongly you d1sagree w1th a statement, then 
the lower w1ll be the number you c1rcle. Please make sure that you 
answer every 1tem and that you c1rcle only ~ number per 1tem. Th1s 1s 
a measure of your personal bel1efs, obv1ously, there are no r1ght or 
wrong answers. 

Please answer these 1tems carefully, but do not spend too much t1me 
on any one 1tem. As much as you can, try to respond to each 1tem 
1ndependently. When mak1ng your cho1ce, do not be 1nfluenced by your 
prev1ous cho1ces. It 1s 1mportant that you respond accord1ng to your 
actual bel1efs and not accord1ng to how you feel you should bel1eve or 
how you th1nk we want you to bel1eve. 

Q) 
Q) 

Q) '"' Q) 
Q) tTl Q) Q) 

'"' ell '"' Q) 
tTl Ul tTl Q) 

'"' Q) 
ell .-l ell Q) tTl Q) 
Ul 0 Ul '"' ...:: '"' .-l .-l ~ ~ 0 >t 0 >t 

r-1 r-1 
>t Q) >t >t Q) >t 

r-1 .jJ r-1 r-1 .jJ r-1 
tTl ell .jJ .jJ ell tTl 
r::: '"' ..c:: ..c:: '"' r::: 
0 Q) tTl tTl Q) 0 

'"' '8 .-l .-l '0 '"' .jJ r-1 r-1 0 .jJ 
Cll ~ Cll Cll :;: Cll 

1 • If I become S1Ck, I have the power to make 2 3 4 5 6 
myself well aga1n. 

2. Often I feel that no matter what I do, 1f I 2 3 4 5 6 
am go1ng to get S1Ck, I W1ll get S1Cko 

3. If I see an excellent doctor regularly, I 2 3 4 5 6 
am less l1kely to have health problems. 

4. It seems that my health 1s greatly 1nflu- 2 3 4 5 6 
enced by acc1dental happen1ngs. 

5. I can only ma1nta1n my health by consult1ng 2 3 4 5 6 
health profess1onals. 

6. I am d1rectly respons1ble for my health. 2 3 4 5 6 

7. Other people play a b1g part 1n whether I 2 3 4 5 6 
stay healthy or become s1ck. 

a. Whatever goes wrong w1th my health 1s my 2 3 4 5 6 
own fault. 
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9. When I am s1ck I JUSt have to let nature 
run 1ts course. 

10. Health profess1onals keep me healthy. 

11. When I stay healthy, I'm JUSt pla1n lucky. 

12. My phys1cal well-be1ng depends on how well 
I take care of myself. 

13 When I feel 111, I know 1t 1s because I 
have not been tak1ng care of myself 
properly. 

14. The type of care I rece1ve from other 
people 1s what 1s respons1ble for how well 
I recover from an 1llness. 

15. Even when I take care of myself, 1t's easy 
to get s1ck. 

16. When I become 111, 1t's a matter of fate. 

17 I can pretty much stay healthy by tak1ng 
good care of myself 

18. Follow1ng doctor's orders to the letter 1s 
the best way for me to stay healthy 
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APPENDIX E 

PHILADELPHIA GERIATRIC CENTER MORALE SCALE-REVISED (PGC) 
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Ph1ladelph1a Ger1atr1c Center Morale bcale Rev1sed 

Instuct1ons Please c1rcle the answer to the r1ght of the quest1on that 

f1ts the way you feel. 

LITTLE THINGS BOTHER ME MORE THIS YEAR 

I SCMETIMES WORRY SO MUCH THAT I CAN'T SLEEP 

I HAVE A LOT TO BE MAD ABOUT 

I AM AFRAID OF A LOT OF THINGS 

I GET MAD MORE THAN I USED TO 

LIFE IS HARD FOR ME MOST OF THE TIME 

I TAKE THINGS HARD 

I GET UPSET EASILY 

THINGS KEEP GETTING WORSE AS I GET OLDER 

I HAVE AS MUCH PEP AS I HAD LAST YEAR 

LITTLE THINGS BOTHER ME MORE THIS YEAR 

AS YOU GET OLDER YOU ARE LESS USEFUL 

AS I GET OLDER, THINGS ARE BETTER/WORSE THAN 
I THOUGHT THEY WOULD BE 

I SOMETIMES FEEL THAT LI~E ISN'T WORTH LIVING 

I AM Ab HAPPY NCM AS WHEN I WAS YOUNGER 

HOW MUCH DO YOU FEEL LONELY? 

I SEE ENOUGH OF MY FRIENDS AND RELATIVES 

I SOMETIMES FEEL THAT LIFE IbN'T WORTH LIVING 

LIFE IS HARD FOR ME MUCH OF THE TIME 

HOW SATISFIED ARE YOU WITH YOUR LIFE TODAY? 

I HAVE A LOT TO BE SAD ABOUT 

PEOPLE HAD IT BETTER IN THE OLD DAYS 

A PERSON HAS TO LIVE FOR TODAY AND NOT WORRY 
ABOUT TOMORRCM 

11 7 

YEb NO 

YES NO 

YES NO 

YES NO 

YES NO 

YEb NO 

YES NO 

YES NO 

YES NO 

YEb NO 

YES NO 

YEb NO 

BETTER WORbE 

YES NO 

YES NO 

VE.RY MUCH NOT MUCH 

YES NO 

YES NO 

YES NO 

SATISFIED NOT SATISFIED 

YES NO 

YEb NO 

YES NO 
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ZUNG SELF-RATING DEPRESSION SCALE (SDS) 

118 



Zung Self-Rat1ng Scale (SDS) 

Instruct1ons Rate each of the 20 1tems as to how 1t appl1es to you presently us1ng the 
follow1ng a l1ttle of the t1me, some of the t1me, a good part of the t1me, 
or most of the t1me. 

1. I FEEL DOWN-HEARTED AND BLUE 

2. MORNING IS WHEN I FEEL THE BEST 

3 I HAVE CRYING SPELLS OR FEEL LIKE IT 

4. I HAVE TROUBLE SLEEPING AT NIGHT 

5. I EAT AS MUCH AS I USED TO 

6. I STILL ENJOY SEX 

7. I NOTICE THAT I AM LOSING WEIGHT 

8. I HAVE TROUBLE WITH CONSTIPATION 

9. MY HEART BEATS FASTER THAN USUAL 

1 O. I GET TIRED FOR NO REASON 

11. MY MIND IS AS CLEAR AS IT USED TO BE 
I FIND IT EASY TO DO THE THINGS I USED 

1 2. TO 

1 3. I AM RESTLEbS AND CAN'T KEEP STILL 

1 4. I FEEL HOPEFUL ABOUT THE FUTURE 

1 5. I AM MORE IRRITABLE THAN USUAL 

16. I FIND IT EASY TO MAKE DECISIONS 

1 7. I FEEL THAT I AM USEFUL AND NEEDED 

1 8. MY LIFE IS PRETTY FULL 
I FEEL THAT OTHERS WOULD BE BETTER OFF 

19. IF I WERE DEAD 

20. I STILL ENJOY THE THINGS I USED TO DO 

A LITTLE 
OF THE TIME 
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To 

SubJect 

Ronn Johnson 

Letter of Cooperat~on 

We hereby g~ve you pe~ss~on to use our sen~or fac~l~ty 

as one of the s~tes for your d~ssertat~on research. We also 

understand that the data gathered W1ll be g~ven tull protect~on 

of conf~dent~al~ty and the anonym~ty of the elderly part~c~­

pants W1ll be respected. We est~ate that 100 elderly W1ll be 

ava~lable to you. 

s~ncerely, 

S~ te D~rector 
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To 

SubJect 

Ronn Johnson 

Letter of Cooperat~on and Release of Informa~on 

I, , hereby g~ve you perm~ss~on to use 
--------------------~ 

the data collected on me ~n your d~ssertat~on research. I 

understand that the data gathered ~11 be g~ven full protect~on 

of conf~dent~al~ty and my anonym~ty as a part~c~pant ~11 be 

respected. 

S~ncerely, 

(S~gnature) 

Elderly Part~c~pant 

1 23 
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GENERAL INbTRUCTIONS FOR ALL TEbTS 
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Thank you for agree~ng to part~c~pate ~n th~s ~nvest~gat~on. Your 

~den~ty WQll rema~n conf~dent~al Only your answers to the test ques-

t~ons WQll be used. You WQll be g~ven an ~nformat~on sheet and f~ve 

tests to complete. The ~nformat~on sheet asks for bas~c ~nformat~on. 

Aga~n, your ~dent~ty WQll be kept conf~dent~al. The f~ve tests that you 

w~ll take requ~re you to read a ser~es of quest~ons or statements and 

mark (X) on the number that best tells how you feel presently. For 

example, a quest~on ~ght appear l~ke th~s 

I am Happy Strongly d~sagree I Some of the t~e I Most of the ~me I 
1 3 5 

You should have placed an (X) over the number that best tells how you 

presently feel. 

If you have any quest~ons, please ask them now or dur~ng the test. 

Please go on to the next page and beg~n answer~ng the quest~ons. 

1 2!> 



APPENDIX J 

TRAINING PROGRAM FOR RESEARCH ASSibTANTS 
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The tra~n~ng program cons~sts of several components. Among these 

components are general ~nformat~on about the ~nvest~gat~on, the tests ~n 

the package, the general ~nstruc~ons for ad~n~ster~ng the ~nstruments, 

address~ng quest~ons ra~sed dur~ng the test~ng, and scor~ng the 

~nstruments. 

General ~nformat~on about the ~nvest~gat~on ~ncludes a descr~pt~on 

of ~ts bas~c components. Th~s ~ncludes the nature of the ~nvest~gat~on 

and the role of the research ass~stants. The research ass~stant Wlll be 

ass~gned to test~ng s~tes for the collect~on of the data. They Wlll then 

be prov~ded Wl th the name and phone number of the contact person at the 

s~te. Pr~or to th~s, the contact person w~ll be not~f~ed by the 

~nvest~gator as to the t~me of the test~ng and name of the research 

ass~stant. The research ass~stants Wlll then be g~ven a map tor locat~ng 

the s~tes and cop~es of the test packages for the elderly part~c~pants. 

The tra~n~ng ~n ad~n~strat~on of the tests Wlll ~nclude each 

research ass~stant•s tak~ng the ent~re test package (Append~xes A-F). 

The ~nvest~gator Wlll ~ntroduce the tests as they w~ll be ad~n~stered to 

the elderly part~c~pants. Th~s ~ncludes g~v~ng each research ass~stant a 

copy of the "general ~nstruct~ons" (see Append~x I). Follow~ng th~s, the 

"general ~nstruct~ons" w~ll be read aloud. Dur~ng the test~ng t~me the 

~nvest~gator Wlll address any quest~ons ra~sed. Furthermore, any other 

~ssues relevant to the test~ng procedure proper w~ll also be addressed 

Scor~ng ~nstruct~ons for each ~nstrument Wlll be d~scussed by the 

~nvest~gator. The ~nstruments requ~re the reoponses of the part~c~pants 

to be totalled. The totals for each ~nstrument Wlll then be recorded on 

each test. T~e MHLC has three subscales, each of wh~ch w~ll be totalled 

and recorded. 
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FREQUENCY DISTRIBUTIONS 
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TABLE K1 

FREQUENCY DISTRIBUTION FOR AGE 

Vall.d Cum 

Value Frequency Percent Percent Percent 

55 2.1 2.1 2.1 

58 2.1 2.1 4.2 

59 2 4.2 4.2 8.3 

60 2 4.2 4.2 12.6 

61 2 4.2 4.2 16.7 

62 2.1 2.1 18.8 

63 2.1 2.1 20.8 

64 2.1 2.1 22.9 

66 2 4.2 4.2 27.1 

68 2.1 2.1 29.2 

69 2.1 2.1 31.3 

70 2 4.2 4.2 35.4 

71 3 6.3 6.3 41.7 

73 5 1 o. 4 10.4 52.1 

74 3 6.3 6.3 58.3 

75 2 4.2 4.2 b2.~ 

76 5 10.4 10.4 72.9 

77 2 4.2 4.2 77.1 

(table contJ.nues) 
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TABLE K1 (Cont~nued) 

Val~d Cum 

Value Frequency Percent Percent Percent 

78 2 4.2 4.2 81.3 

80 3 6.3 6.3 97.5 

81 2.1 2.1 89.6 

82 2 4.2 2.4 93.8 

86 2.1 2.1 95.8 

87 2 4.2 2.4 1 oo. 0 

TOTALS 48 1 oo.o 1 oo.o 
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TABLE 1<2 

FREQUENCY DISTRIBUTION FOR CHILDREN 

Val~d CUm 

Value Frequency Percent Percent Percent 

0 6 12.5 12.5 12.5 

10 20.8 20.8 33.3 

2 14 29.2 29.2 62.5 

3 8 16.7 16.7 79.2 

4 3 6.3 6.3 85.4 

5 5 1 o. 4 10.4 95.8 

6 2.1 2.1 97.9 

8 2.1 2.1 1 oo. 0 

TOTALS 48 1 oo.o 1 oo. 0 
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TABLE K3 

FREQUENCY DibT.RIBUTION FOR EDUCATIONAL LEVEL 

Vahd CUm 

Value Frequency Percent Percent Percent 

0 2.1 2.1 2.1 

Less than H.s. 9 18.8 18.8 20.8 

H.s. grad 2 9 18.8 18.8 39.6 

Some college 3 17 35.4 3!>.4 75.0 

Bachelor's degree 4 6 12.5 12.5 87.5 

Grad degree 5 6 12.5 12.5 100.0 

TOTAL 48 100.0 1 oo. 0 
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TABLE K4 

FREQUENCY DISTRIBUTION FOR INCCME LEVEL BEFORE RETIREMENT 

Val~d CUm 

Value Frequency Percent Percent Percent 

7,999 or below 21 43.8 43.8 43.8 

8,000 to 9,999 2 5 10.4 10.4 54.2 

1 0, 000 to 11,999 3 6 12.5 12.5 66.7 

14,000 to 15,999 5 3 6.3 6.3 72.9 

1 6, 000 to 17,999 6 3 6.3 6.3 79.2 

20,000 to 21,999 8 2.1 2.1 81.3 

22,000 to 23,999 9 2.1 2.1 83.3 

24,000 and above 10 8 16.7 16.7 1 oo.o 

TOTAL 48 100.0 100.0 
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TABLE K5 

FREQUENCY DISTRIBUTION FOR INCOME AFTER RETIREMENT 

Val~d CUm 

Value Frequency Percent Percent Percent 

7,999 or below 23 47 9 47.9 47.9 

8,000 to 9,999 2 5 10.4 10.4 58.3 

1 0, 000 to 11,999 3 4 8.3 8.3 66.7 

1 2, 000 to 1 3, 999 4 2.1 2.1 68.B 

1 4, 000 to 15,999 5 3 6.3 6.3 75.0 

1 6, 000 to 1 71999 6 3 6.3 6.3 81.3 

20,000 to 21,999 8 2.1 2.1 83.3 

24,000 and above 10 8 16.7 16.7 100.0 

TOTALS 48 1 oo. 0 100.0 
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Female 

Male 

TOTALS 

TABLE K6 

FREQUENCY DI~TRIBUTION FOR SEX 

Value 

2 

Frequency 

36 

12 

48 

1 35 

Percent 

75.0 

25.0 

1 oo. 0 

Val~d CUm 

Percent 

75.0 

25.0 

100.0 

Percent 

75.0 

1 oo. 0 



TABLE K7 

FREQUENCY DISTRIBUTION FOR RACE 

Value Frequency Percent 

Wh~te 47 97.9 

Amer~can Ind~an 2 2.1 

TOTALS 48 100.0 
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Val~d CUm 

Percent 

97.9 

2.1 

100.0 

Percent 

97.9 

1 oo. 0 



TABLE K8 

FREQUENCY DISTRIBUTION FOR HEALTH 

Val~d CUm 

Value Frequency Percent Percent Percent 

Very poor 2.1 2.1 2.1 

Poor 2 4 8.3 8.3 1 o. 4 

Fa~r 3 17 35.4 35.4 45.8 

Good 4 18 37.5 37.5 83.3 

Excellent 5 8 16.7 16.7 100.0 

TOTALS 48 1 oo. 0 100.0 
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TABLE K9 

FREQUENCY DISTRIBUTION FOR PHONh CALLS FROM FAMILY 

Val~d CUm 

Value Frequency Percent Percent Percent 

2-3 t~es per week 7 14.6 14.6 14.6 

Once per week 2 5 10.4 10.4 25.0 

2-3 t~mes per month 3 7 14.6 14 6 39.6 

Once per month 4 10 20.8 20.8 60.4 

2-3 t~es per year 5 19 39.5 39.6 100.0 

TOTALS 48 100.0 1 oo. 0 
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TABLE K10 

FREQUENCY DISTRIBUTION FOR PHONE CALLS FROM FRIENDb 

Val1d Cum 

Value Frequency Percent Percent Percent 

2-3 t1mes per week 9 18.8 18.~ 1~.8 

Once per week 2 4 B.3 8.3 27.1 

2-3 t1mes per month 3 2 4.2 4.2 31.3 

Once per month 4 7 14.6 14.6 45.8 

2-3 t1mes per year 5 26 54.2 54.2 1 oo.o 

TOTALS 48 1 oo. 0 1 oo. 0 
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TABLE K11 

FREQUENCY DISTRIBUTION FOR VISITS FROM ~AMILY 

Vahd CUm 

Value Frequency Percent Percent Percent 

2-3 tl.Die s per 'Week 16 33.3 33.3 33.3 

Once per week 2 3 6.3 6.3 39.6 

2-3 tl.Dies per month 3 5 10.4 10.4 50.0 

Once per month 4 12 25.0 25.0 75.0 

2-3 tl.Dies per year 5 12 25.0 2.!>.0 1 oo.o 

TOTALS 48 1 oo.o 100.0 
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TABLE K12 

FREQUENCY DISTRIBUTION FOR VISITS FROM FRIENDS 

Val~d Cum 

Value Frequency Percent Percent Percent 

2-3 t~es per week 8 16.7 16.7 16.7 

Once per week 2 6 12.5 12.5 29.2 

2-3 t~es per month 3 7 14.6 14.6 43.B 

Once per month 4 3 6.3 6.3 so.o 

2-3 t~es per year 5 24 so.o so.o 1 oo.o 

TOTALS 48 1 oo. 0 100.0 
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TABLE K13 

WITHIN CELL CORRELATION FOR PSYCHOLOGICAL bTRESb 

Atb.tude Lonely 

Ag~ tat~on toward ag~ng d~ssat~sfacuon .?;ung 

Ag~tat~on 1.52 

At t~ tude toward 

own ag~ng .26 1.55 

Lonely .31 • 31 1. 38 

d~ssausfact~on 

Zung self-raung 

depress~ on -.27 -.22 -.43 .09 
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TABLE K14 

WITHIN CELL CORRELATION FOR PHYSICAL bTRESS 

Symptom Phys1.cal Powerful 

status funct1.on1.ng Internal others Chance 

Symptom status .19 

Physl.cal 

funct1.on1.ng .26 .1 3 

Internal .02 • 1 3 6.02 

Powerful others -.01 -.30 .39 6.51 

Chance -.17 -.21 -.09 .21 7.4 

143 



TABLE K15 

CELL MEANS AND STANDARD DEVIATIONS FOR DUNC 

SYMPTOM STATUS AND PHYSICAL FUNCTIONING 

Van.able Mean Standard dev~a~on 

Symptom status factor 

Myocard~al .75 • 21 

N on-myocard~ al • 81 • 1 7 

Ent~re sample .78 • 19 

Phys~cal funct~on~ng factor 

Myocard~al • 71 • 1 5 

Non-myocard~al .73 • 1 2 

En~re sample • 72 • 13 

1 44 

N 

22 

26 

48 

22 

26 

48 



TABLE K16 

CELL MEANS AND STANDARD DEVIATIONS FOR LIFE SATISFACTION 

AND THE ZUNG SELF-RATING DEPRESSION SCALE 

Van.able Mean Standard dev1at1on 

L1fe Sahsfact1on Ag1tat1on Factor 

Myocarfual 4.36 1.65 

Non-myocard1al 4.50 1 .40 

Ent1re sample 4.44 1. 50 

L1fe Sa hsafact1on Athtude Toward Own Ag1ng Factor 

Myocarfual 2. 77 1. 54 

Non-myocard1al 3.42 1. 56 

Ent1re sample 3.1 3 1.57 

L1fe Sahsfact1on Lonely D1ssat1sfact1on Factor 

Myocard1al 5.05 1. 00 

Non-myocarfual 4. 77 1. 63 

Ent1re sample 4.90 1.37 

Zung Self-Rat1ng Depress1on Scale Factor 

Myocarfual .44 .09 

Non-myocarfual .47 1 .oo 

En t1re sample .45 .09 

1 45 

N 

22 

26 

4H 

22 

26 

48 

22 

26 

4H 

22 

26 
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TABLE K17 

CELL MEANS AND STANDARD DEVIATIONS FOR MHLC 

INTERNAL ITEMS, POWERFUL OTHER ITEMS AND 

CHANCE ITEMS 

Van. able Mean Standard dev1at1on 

Internal factor 

Myocarmal 26.82 6.43 

Non-myocarmal 26.92 5.66 

Ent1re sample 26.88 5.96 

Powerful others factor 

Myocard1al 25.18 6.03 

N on-myo carm al 23.54 6. tH:l 

Ent1re sample 24.29 6.49 

Chance factor 

Myocard1al 18.86 7.80 

N on-myo card1al 16.88 7.05 

Ent1re sample 17.79 7.39 
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N 

22 

26 

48 

22 

26 

4~ 

22 

26 
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TABLE K18 

CELL MEANS AND STANDARD DEVIATIONS FOR CHILDREN, HEALTH, 

VISITS FROM FAMILY AND PHONE CALLS FROM FAMILY 

Var~able Mean Standard dev~at~on N 

Ch~ldren factor 

Myocarmal 2.18 1.33 22 

N on-myo card~ al 2.50 2.06 26 

Ent~re sample 2.35 1. 76 48 

Health factor 

Myocard~al 3.23 .81 22 

Non-myocarmal 3.88 .95 2b 

Ent~re sample 3.58 .94 48 

V~s~ts from fam~ly factor* 

Myocard~al 2.64 1. 62 22 

Non-myocard~al 3.35 1. 62 2b 

Ent~re sample 3.02 1.64 48 

Phone calls from fam~ly factor* 

Myocarmal 3.00 r 1. 66 22 

N on-myocard~al 4.11 1. 07 2b 

Entire sample 3.60 1 47 48 

*Coded as follows 2-3 t~es a week = 1, once a week = 2, 2-3 
t~es a month = 3, once a month = 4, 2-3 t~es a year = 5. 
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THE FOUi'1DPT!ON f 0R SENt OR C1TIZf:NS, INC. 
N01~ PlOriT 

OWNEI S A ~0 OPcPA OP 

Jt.ly 13, 1983 

N1 .{on J,:~hnsoi 

Lent, al Slat~ Un1vers1iy 
Edn O"lU (,I~ I il 

Re Lett~r of Cooocrat1un 

r'r John ,on 

~·-l 
r 1 ~--

\. ~~ 
..,. - ,._ I 

- - \ J 
' I 
' I 

C.r hCES 0720 St ... y C0urt 
O~<.lahom<J Cily, OHahoma /313? 
1 elephono (405) 7:: l 3656 

We he.ebv ~1ve you per1n1~~iou to usc. our locat1on, at Supcrb1a Ret1remc.ut rcnt.er, 
as one of he s1tcs for your d1 ssertat wn 1 e~oilt 1.h 'lc " o unde.r::. .. dnu Lha l•l" 
d1ta g;j~ne1ed ~-o1ll b ... g1ven full p1otcct1on of conf1aonttullty, and th~ an•I•Jmtty 
ol t11e elrlerlv p ... rtldprnts w11l bt. 1\ ~j..-"(.ted Wt. est in ""c. th .. t 12 elu~t l; pt.o­
ple ~~11 oc av~llub'o •o ;~u 

SJn-.erely, 

I 
~ ~ .... )'-4..--'-<- \~ '~--\..__ 

/ 

J Wayne Brazeal 
Ao;.CJ\lty D1rcctor 
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Edmond Scnzor Center 
&ll WEST THIRD EOMONO OKL..AHOMA 73034 PHONE 348 11183 

I)( IIJ[Jl H 1 ]C)"? 

I( I '"I'' '"liN IJN 

" r 1 rt:.h ,,, ll''" 1, "11111 

WP heieby 4 1/f JO'J JHrmJ .... 1nn to til..,.( o11r 

lit I• I Ill dt I I II I II I f II h 

" II l1lf f IJI I lt c ll ll 

;f <"'Jnflf.lentlilllty ill1< 1 lt•"' •nnonym1ty of lhc elrl<>rJy p1r••c1-

We ..- t.Jrn l~P lh.t• 100 elderly WL' l b 
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