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This study described the relationship b~tween three types of functional social support 

(affective, affirmative, and aid) and perceived wellness in older adults. It also examined whether 

functional measures of social support were more highly correlated with wellness than- structural 

measures. Fifty eight older adults (mean age 70.3, SO 5.7, range 60-86) were recruited at 

community seniot citizen sites in a southern metropolitan area. The questionnaire data 

obtained from the Norbeck Social Support Scale (Norbeck, Lindsey, & Carrieri, 1981) and the 

Sense of Coherence (SOC) Scale·(Antonovsky, 1987) was analyzed using Pearson 

product-moment-correlation. Results show significant correlations (p < .001) between sense of 

coherence and three types of functional support (affective r = .4629, affirmative, r = .5095, and 

aid r = .4522) A test for differences between dependent correlations ·shows stronger 

correlations of total functional social_ support with SQ.C ~han the correlation of tot~l structural 

social support with SOC (t = 2.58, df= 55, p ·.< .025~.· The results suggest functional social 

support is related to .wellness in older persons and demonstrate th~ utility of measuring . 

functional as well.as structural social suPP<>rt. 
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·.chapter 1 

Introduction 

This chapt~r summa~izes the current trends in research a~d in health care that influenced . 

the sele~ion of the topic for this study. The problem selected for this study is described. Also 

included in this chapter is a summary of the assumptions made and the limitations of"this study. 

Context of the problem 

In recent years there has been increased interest in the personal and environmental 

determinants of optimal health functioning and well ness in older adults as evidenced by 

research in the areas of wellness (Antonovsky, 1987; Dychtwald & Maclean, 1986; Shupe, 

1985) and. social support.(Gottlieb,1981; Cohen & Syme, 1985). Social support has been 

shown to enhance health either directly or by buffering the effects of stress (Norbeck, Lindsey 

& Carrieri, 1983; Cohen & Syme, 1985; Cohen, Teresi, Holmes, 1985;- Gottlieb, 1981). It is now 

necessary to ask what variables mediate between sodal support and healtti and hOw this link 

occurs, to identi~y'the types of social support which impact on health, and specif~ .. the 

intrapsychic processes affected by social support in mediating the disease response. 

The social support network as conceptuali;zed by Kahn (1979) is the convoy of people 

surrounding an individual who provide support throughout the in~ividuals life. The social 

support convoy can be described as a whole in terms of its structural properties·such as size, 

internal connectedness, external connectedness,. homogeneity' stability'. and. proportion of 

. support giving vs. support receiving capabilities .. The properties of the dyadic transactions 
. . 

between the individual and members of the convoy can also be· defined in structural terms such 

as frequency of contact, magnitude, initiator of contact, and duration of the relationship. Kahn 
- . . ' 

(1979) further defines dyadic transactions in functional terms which describe the type of social 

support received from the support network. The functional support types identified by Kahn 

are: affective support which refers to love and affection, affirmative support which refers to 
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expressions of acknowledgement that give meaning to the individuals role, and aid support 

. which refers to actual or symbolic aid and assistance. Cohen and Syme (1985) and Norb~k 

(1981) note that most studies of social support and health have described structural rather than 

functional character~~tics of the social support network because functional social support is 

more difficult to measure than structural social support. 

Presence of chronic disease and functional loss are the greatest predictors of health. 

outcome in older persons (Arling, 1987), but health problems in the older years are ameliorated 

to a limited extent by medical intervention (Fries & Crapo, 1986). The social network in some 

cases may be more amenable to therapeutic intervention than altering stress or physical 

changes associated with ch~~nic disease or aging (Cohen, Teresi, & Holmes: 1985; Norbeck, 

1981). Management of care and enhancement of the quality of life in the pres~nce of health · 

problems and functional difficulties assume gre_ater importance in the .car~ of the o·ider client 

Since chronic disease and functional loss is more frequent in older populations., it is more 

useful to ask why, despite debilitating conditions, some people conti~ue to perceive 

themselves as well, than it is to ask about presence of disease or functional limitation. Although 
- . 

attention -to pathology is warranted and valuable, _researchers have found ttlat asking what 

enhances health rather than what causes disease, they have gained new insights (Antonovsky, 

1987). This approach allows for the identification of variab_les that protect. individu_als from. 

disease, despite adverse environmental conditions; instead of variables that cause them to b_e

susceptible to disease. Despite higher levels of chronic disease and functional disability, the 

population of present day older people ca·n expect to live longer and be healthier than past 

generations. This trend is expected to continue according to Fries a~d Crapo (1986).· The 

increased longevity and health of the older person is another factor in the current interest in 

wellness and the enhancement of health 

· Wellness is a fairly new and non-traditional concept for health care workers. If health is a 

state of complete physical, mental, and· social well-being and· not merely the absenc_e of disease 

or infirmity as defined by the Wo~ld Health Organization (Weiler, 1986), then wellness can be 

considered the. person's or other's perception of his state of health. Well ness is usually 

.described with terms such as: produCtivity, self-actualization, seH-respect, self-determination, 

and continued personal growth, (Weiler, 1986) or wholistic well-being, seH-~eliance, and being a 

contributing member of the community (Leanse, 19'86). Antonovsky (1987) defines wellness as 

sense of coherence or the degree to which the individual perceives his world as 

comprehensible,· manageable, and meaningful. 
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Social support and wellness have been identified as areas i~ need of research by nurses. 

Nursing leaders have identified the study of social support networks in adulthood and among 

older adults as areas in need of nursing research. The American Nurses Association (1980) 

identified social support networks as an example of personal and environmental determinants 

of well ness and health functioning that need further research. A Delphi study (Wolanin,· 1983) 

conducted to identify research priorities for nursing in geriatrics selected coping mechanisms 

need~d by family and patient after discharge as an area of research need. Social support was 

one <>.f these mechanisms. A major trend in gerontological research is the investigation of older 

adults' ability to adapt to change and the variables that impact on this process. More research 

on social support in normal populations of older adults is need9d to determine the level and. 

kind of support needed for different maturational stages (Norbeck, Lindsey, & Carrieri; 1981). 

The association between social support and various outcomes has been established but, 

prior to incorporating social support into clinical application in nursing practice, the manner in 

which it relates to health outcomes must be understood (Norbeck, 1981). Several authors have 

suggested areas of social support to investigate in explicating this association. Lowenthal and 

Haven (1968) and Lowenthal and Robinson (1976) noted the need for more research ·to . 

determine the consequences of involvement of older adults in social networks and recommend 

more research be done on the normative and latent characteristics of the network, the location 

of the individual in his network including his subjective perceptions, degree of commitment, 

and amount and nature of his/her affect toward the network. Troll (1980) and Ward (1985) noted 

that more research needs to be done to fully understand the contributions of the qualitative 

aspects of support networks on outcomes in older adults. Cohen and Syme (1985) note that" 

although the role of social support in affecting various outcomes has been studied extensively, 

type~ of social support and their meaning to the individual need to be identified. 

Nursing research must respond to community needs. The moral, political, and economic 

climate of present society encourages more home care and less institutionalization of the 

elderly, and decreasing the cost of health care (Wolanin, 1983). In a comprehensive review of 

800 older adults, the most potent predictors of institutionalization were identified (Martin, 

Morycz, McDowell, Snustad & Karpf, 1985). Three of the predictors identified: caregiver strain, 

lack of support service, and moderate to severe impairment of ability to perform activities of daily 

living, are affected by the person's social support network. In another study by Brock (1985), old 

age and lack of a social support network were found to be major predictors of institutionalization 
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·rather tha·n heaHh and social variables. Pender (1984). notes that enhancing the quality of life in 

the later years is another present day societal trend reflected in an increased volume of nursing 

research in the areas of heaHh promotion, illness prevention, and wellness . 

Statement of the problem 

Cohen and Syme (1985) a~d Norbeck (1981) noted that few studies examine the effect of 

type of functional social support on health and well-being in older aduHs. The present study 

attempted to provide.more·information on the relationship of functional social .support to 

wellness in older aduHs. More research on functional measures of social. suppor:f and their 

relationship to well-being should provide a greater unde~standing of how social support is 

associated with heaHh. Measures of funCtional social support describe the individual's 

perceptions of the resources of their support systems which may not be. associated with the 

observable structural properties ·of their social support system. Measures of functional social · 

support may be better predictors of heaHh and well-being than structural measures of social 

support. Measures of functional support may also be more ~seful in explaining why social . 

support is rel~ted to health and well~being by describing more .tuily the resources ·w.hich have ari' . 

impaCt on health and well-being. 

pur.pose of the Study 

The purpose of this study was to·examine the relationship between three types of 

functional social support and perceived wellness in older adults at community sites in a southern 

metropolitan area. This study examined whether functional measures of social support were 

more highly cOrrelated with wellness than structural measures of social suppo~ in older adults. 

This study also provided normative data on social support and wellness for older persons. 

Basjc Assumptjons 

I. The Sense of Coherence (SOC) Scale is a valid and reliable index of wellness in older 

aduHs. 

2~. Norbeck, Lindsey, and Carrieri's (1981) Social Suppor:t Scale is a v~lid and reliable 

measure of social support in the older aduHs. 



3. Th~ presence of varying situational propertie.s such· as pres~_nce of di.sease or 

concurrent life events are norrnally-distrib!Jted in·oorr1munity-based older adults. 

4. Attitudes of older aduHs can be measured by. use of questionnaire -instruments: 

5. Individual competency to form social relationships is. assumed to be distributed 

normally in community-based older aduHs. 

6. The adequacy of social support is a variable affecting wellness. 

Umttatjons 

5 

One limitation of the study is the correlational cross-sectional design us~d which limits the 

conclusions which can be drawn from the data. Alternative influences on social support· and 

sense of coherence such as recent loss in the social sup~rt network, or current crisis ~an not 

be detected or eliminated in this cross sectional study. The sample used in tliis study limits the 

generalizability of the resuHs. A convenience sample of self -selected participants in senior 

citizen groups was used. Participants in such groups may exhibit age, sex, socio-economic 

status, and other· characteristics different than the general population of older adults. The 

questionnaire form used in this study may have deterred some older aduHs, ·such as those with 

little education or a physical handicap which interferes with writing , from volunteering as 

subjects. Older aduHs are known to be cautious (Gallagher, Thompson, Levy; 1980) in their 

responses to questionnaire items. Older aduHs may also, because of lack.of education or 

experience, have difficuHy with the format of a questionnaire. 

Summary 

In summary, this study attempts to respond to the need to identify the types of social 

support most beneficial to heaHh in older persons, and to evaluate the utility of fu~ctional as 

compared to structural measures of social support in relationship to wellness~ As the 

population becomes older and heaHhier into the later years the of enhancement of health and 

wellness in the older person has become more important The role of social support in 

enhancing heaHh must b~ better unders.tood before nurses can adequately incorporate social 

support into nursing practice. 



Chapter II 

Review of the Literature 

This chapter reviews the conceptual framework used in this study and the models from 

which it was derived. Literature related to this study on social support and wellness, and their 

inter-relationships is summarized. The null and alternative hypotheses ·and the operational 

definitions of their terms .are stated. 

Conceptual Framework 

Models Used for Conceptual Eram~worls 

The major concepts in this study were social support and sense of coherence. · 

Descriptions of these concepts and their relationships with each other were derived from 

Norbeck's social support model (1981) , and Antonovsky's (1987) salutogenic model. 

Components of Norbeck's model. 

In Norbeck's model (1981 ), the definition of social network is based upon the work of 

Kahn (1979). An individual's social network is the total composition of human beings with whom 

the individual interacts. The results of these interactions may be beneficial or harfnful. Social 

support refers specifically to the segment of the person's social network which is beneficial. 

Each individual is envisioned as moving through life surrounded by a "convoy" or protective 

layer of friends rand family. The "convoy" is the vehicle by which social support is delivered to 

the person and it has measurable functional and structural properties. The functional types of 

social support used in this study are defined by Kahn (1979) as interpersonaltransactions that 

include. one o~ more of the following: "the expression of positive affect of one person toward 

another [affective support], the affirmation or endorsement of another P.erson's behaviors, 

6 
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perceptions, or expressed views [~lffirmative support], and the giving of symbolic or material aid 

to another [aid support)" (p. 85). The structural measures of social support are described by 

Norbeck as the number of individuals in the support network, the duration of the relationship, 

and the frequency of contact. 

In Norbeck's (1981) social support model, the properties of the person (see Figure I) and 

the properties of the situation together determine both the person.~s need for social support 

and the social support available to him/her (arrows 1 a, 1 b, 2a, and 2b). The properties of 

person include age, sex, social and economic status, race, and marital status and social 

competency. The properties of the situation include the environmental setting, life events, 

stressors, and crises. If the person's need for social support exceeds the social support 

available to him/her (arrow 3b) the health outcome will be compromised. If the per~ons available 

social support meets his/her need for social support, his/her health outcome will be improved 

(arrow 3a). The model also incorporates the nursing process to modify the outcome by altering 

the social support variables. The nursing process is a problem solving method using 

assessment, planning, intervention, and evaluation. 

Antonovsky's Salutogehjc Model. 

Wellness in this study is defined using Antonovsky's sense of coherence concept. He 

proposes that certain life experiences shape an attitude toward life, called a "sense of 

coherence" that protects individuals from the deleterious effects of tension resulting from 

stressors. In his salutogenic model Antonovsky (1987) poses the question: "What influences 

the movement of people toward the health end of the health-disease continuum?" Given the 

ubiquitousness of stressors in the environment, what ingredient protects certain people from 

disease? 

The salutogenic orientation proposes that as the individual moves through his/her life 

span he/she will be at var}'ing locations on a health-disease continuum. Individuals who have 

had life experiences that foster a greater sense of coherence (SOC) will mo~e often be found at . 

the health end of the health-disease continuum. The life events that shape the SOC also form 

a continuum. At one pole (see Figure 2) are generalized resistance resources (GRAs), 

phenomena that create life experiences characterized by consistency in shaping outcome, 

under or overload balance, and inclusion in participation in decision making. At the opposite 
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Figure 1. Norbeck's Social Support Model 



.E 
:::l 

2 
~ 
8 
0 
a: 
~ a: 
(!) 

Generalized 
Resistance 
Resources 
(GAR's) 

Generalized 
Resistance 
Deficits 

.(GAD's) 

(a) 

(b) 

• 
tgreater 

soc 

E 
:J 
:J c: 
E 
8 
8 
~ 
~· 
c: 
2? 
CD 

.L: 

8 
0 
CD 
(/) 
c: 
CD 

-CI) 

....... 

lesser 
soc 

(c) 

E 
CD 
E 
c: e ·:;; 
c: w 
.L: 
0 
a: 
.... 
0 
-~ 

2? -Cl) 

(d) 

(e) 

Better 
Health 

·worse 
Health 

"Figure 2. Antonovsky's Sense of Coherence Model as depicted by investigator 

E 
:::l 
:::l c: 
E 
8 
CD 
(/) 

ctS 
CD 
(/) 

0 
I 

.L: 
~ 
ctS 
CD 
::r: 

..... 

~ 



1 0 

pole are generalized resistance deficits (GADs), phenomena that create life experiences 

characterized by inconsistency, under or overload imbalance, and exclusion from participation in 

decision making. The phenomena that create life experiences are various including social 

relations, culture, socio-economic statu.s, ego strength, magic, preventive health orientation, 

coping strategy, historical context, and social role. Generalized resistance resources (GAAs) 

and generalized stressors (GAD's) are conceptualized as being on a continuum because the 

same phenomena may provide both resources and stressors for the individual. For example, 

higher socio-economic status.may foster greater participation in decision making (positive end 

of the pole) but also contribute to overload because of increased responsibilities (negative end 

of the pole). Life experiences closer to the GAA end of the continuum will foster a greater 

level of SOC (arrow a). Life experiences closer to the GRD end of the continuum will foster a 

lower level of SOC (arrow b). SOC is defined by Antonovsky (1987) as: "The sense of 
coherence is a global orientation that expresse~ the extent to which one has a pervasive, 

enduring though dynamic feeling of confidence that: a. the stimuli deriving from one's internal 

a_nd external environments in the course of living are structured, predictable, and explicable; b. 

the resources are available to one to meet the demands pOsed by these sti~li; and c. these 

demands are challenges, worthy of investment and engagement" (p. 19). The three core 

components of the SOC are summarized as being comprehensibility, manageability, and 

meaningfulness. 

Stressors are regarded as ubiquitous in a stressor rich environment. The person with a 

higher SOC will have a better health outcome (See Figure 2, arrow c) because of better 

management of tension from stressors in the environment, and the person with a lower SOC will 

have a poorer health outcome (arrow d) because of poorer management of tension. The 

stressors in the environment (e) are differentiated from the GAD's which are also stressors. The 

stressors in the environment (e) are: specifiable in time and space, events for which the 

individual has no automatic responses, and produce tension, whereas GAD stressors are 

long-standing stressful .conditions of the life experience. The better health outcome for the 

person with a higher SOC comes about both indirectly because of better life management by 

the individual with a high SOC such as avoidance of life-style risk factors, and earlier use of . 

health care, and directly through avoidance of the deleterious physical effects of stress by 

better intrapsychic management of anxiety related to tension. 



1 1 

, Converaence Of Antonovsky's and Norbecks Models. 

Both Antonovsky's (1987) and .Norbeck's (1981) models describe as part of their overall 

framework a relationship between social support and sense of coherence. Antonovsky and 

Norbeck's models have some areas of similarity. Antonovsky and Norbeck, both view 

phenomena that impinge on the individual as possessing positive_ and negative qualities. 

Norbeck views social relations as potential providers of stress or of stress buffering elements. 

Antonovsky unifies life resources (GAR's) and life stressors GAD's into one concept (GRR-RD's) 

which is on a continuum in order to emphasize the dual role of life experiences. Norbeck's 

analysis of the properties of the situation (environment) and properties of the person are similar 

to Antonovsky's assertion that resources and stressors are both external (environment) and 

internal (comparable to properties of the person). Antonovsky views level of SOC as predicting 

· greater or lesser health status. Norbeck predicts level of social support will affect health status. 

N~rbeck notes demographic variables such as age, sex, mental status, religion and culture 

influence the social support received by a person. Antonovsky has a similar list (which includes 

social relations) to describe life phenomena which mi_ght influence SOC levels. 

Although Antonovsky's (1987) and Norbeck's (1981) models have some similarities, they 

are not identical. Antonovsky's model deals with the broader issue of wellness (SOC) while 

Norbeck focuses on the role of social support in predicting health outcomes. The direction of 

implied causality in particular differs in the two models. Antonovsky views social support as a 

factor that confributes to the individual's sense of coherence which in turn contributes to the 

person's level of health. Norbeck's model implies an opposite causal direction. In Norbeck's 

model, sense of coherence could be considered a property of the person which would 

influence how much support that person had or needed at any time. The causal relationship 

implied in Norbeck's model would be sense of coherence affects social support which affects 

health status. The difference in the implied causal relationship in these two models can be 

resolved by considering the relationships between the variables as bidirectional rather than 

unidirectional. A person's social support will affect his/her sense of coherence. The person's 

sense of coherence will also affect the person's social support. Norbeck accounts for this 

bidirectional with a feedback mechanism in which health outcome will affect the prop.erties of 

the person and the properties of the situation (see Figure I, arrows 6a and 6b). Antonovsky also 

acknowledges a feedback pattern in that a person with a high sense of coherence will be able to 
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acquire the social support he/she needs and vice versa. Antonovsky's and Norbeck's models 

can be used together to enrich and provide an intensive look at the role of social support in 

relation to wellness. 

The relationship of the variables in this study are depicted in Figure 3. Social support (left 

circle) can be assessed using functional' or structural measures. Three types of social support 

(aid, affective, and affirmative) are hypothesized to have a relationship to sense of coherence 

(upper three I arrows). Structural measures·of social support will be related to sense of 

coherence but are hypothesized to be related in lesser. degree (lower arrow) than the functional 

measures. 

In summary, Norbeck's model focuses on the concept of social support and its 

relationship to health outcomes. Norbeck also describes the functional and structural 

properties of social support. Antonovsky describes social support and its relationship to sense 

of coherence ·in broader terms. Antonovsky (1987) identifies social relations as one of the 

many life experiences that shape the development of an individuals SOC. Antonovsky's (1987) 

and Norbeck's (1981) models are used together provide an enriched framework within which to 

study the impact of social support on wellness. Cohen and Syme (1985) .and Gottlieb (1981) 

note that numerous· studies have been conducted on social support network and its 

relationship to outcomes related to health since the 1960s. The following section describes the 

concept of social support used in· this study. The affect of aging and demographic 

characteristics on social support network is discussed. Recent research on social support and 

health outcomes is reviewed with particular attention to research specifying type of functional 

social support. 

Literature on Socjal Support and Wellness 

Effect of Agjng on Socjal Support 

An individual's need for social support and the social support available to the individual 

changes across the life cycle (Antonucci & Akiyama, 1987). Aging has been associated with 

reduction of a person's social network (Busse & Maddox, 1985; Weiss,l973; Davis, 1986) · 

because of loss of mate, role change through loss of job and retirement, death of friends and 

associates, separation from children, and relocation of contempor~ries. The older adult may 
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experience a lessening of ability to form and_ maintain. ·~ocial suppo~ relationships. because of 

sensory, physical and cognitive losses, lack of ~ransportation, and economic constraints 

(Goldberg, VanNatta, & Comstock, 1985; Norbeck, 1981; Davis, 1986) .. Sheehan ( 1989), for 

example, noted that the most imp~!red older adults receive the least_.social support assistance 

in public senior housing. . . _ . . . . . . . 

Other research suggests the findings of reduction. of social support network with aging be 

examined further. Busse and Maddox (1985) in the Duke Longitudinal.~tudies, e~a~ined a total 

of 502 persons aged 45-69 over a period of six year$. They ·note that a~~ough so.cial activity 

decreases with age, there is considerable variation in level and type of activity within and 

between age and sex groups at any time and variations in the amount and direction of change of 

social activity. Persons who were· relatively socially disengaged or active tended to remain so 

over the years. Preston and Grimes (1987) in a descriptive study noted the wide variety of 

patterns of social support in older adults. Anionucci and Akiyama (1987) examined the social 

networks of older adults (50 and over) to describe the changes that may. or may not occur in the . 

characteristics of social networks with age. The support netWork in this study included persons 

who provided support to the older adult as well as persons who were the recipient of social 

support from the older adult. The younger older adults (50 through 64) were more likely to have 

younger network members and to have known them a shorter period of time than the older 

adults (75 through 95). There were no significant differences in network size with age, a find_ing 

which disputes the belief that network size decreases with age. Although the size of the 

network did not decrease with age, the_ number of pe~sons in the netw~rk providing the most 

support to the older person decreased with age s~ggesting older person_s have fewer 

individuals whom they can call upon ~or support in .a crisis. 

Demographic Influences on Socjal Support. 

Busse and Maddox (1985) in a summary o~ findings from the Duke Longitudinal Studies of 

Normal Aging noted there is considerable variation in type, amount, and change rate of social 

support network in groups of elderly. ·Taylor (1985) examined the extended family as a source of 

support for elderly blacks and found elderly blacks reported significant .levels of interaction with 

family and assistance from them. 
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Marital status was found to be related to social suppOrt with married and widowed people 

more likely to have a confidant than never married, separated or divorced people (Lowenthal & 

· Haven, 1968). Generally, having been or presently being married predicted the individual's 

ability to form social relationships. 

Women were. reported at all age levels to have more intimate relationships, confidants·, 

and friends than men (Lowenthal & Haven, 1968), and to be more closely tied to their families 

(Troll, 1980). Lowenthal and Robinson (1976) also noted that participation in voluntary activities 

was related to sex 

Social and economic status (SES) affects the need of an individual for support and the 

social support available to the individual. Scott & Roberto (1985) documented variation in use 

of .formal and informal support among different SES categories, i.e., rural elder1y poor and rural 
- . 

elderly with higher incomes. Higher SES was associated with longer survival, and elder1y in 

different SES categories had different patterns of social activities (Troll, 1980). Lowenthal and 

Haven (1968) noted that more subjeCts in the upper median of their SES measure had a 

confidant than did. those iri the ·lower median. 

Socjal Sugport Enhances Health. 

Research has been conducted that associates Social support in older adults to various 

measures of health and well being. The Duke Longitudinal studies found evidence that social 
. . 

· activity tended to contribute to health, happiness, and longevity (Palmore & Jeffers, 1971; 

Palmore & .Luikart, 1972). In a study which related social support to mental health, Goldberg, 

Van Natta and Comstock (1985) investigated the relationship between demographic, socia! 

network, and support characteristic~ of women and presence of depressive symptoms. 

Women-with good quality networks were much less likely to have a high level of depressive 

symptoms than those with poor quality networks. A prospective study con~ucted by Monroe; 

Bromet, Connell, and Steiner (1986) found life events and social support were significant 

predictors of depressive symptomatology over a one year period in married women~ 

The relationship between life Strain (physical health problems, economic deprivation, and 

impairment of activities of daily living) and psychosomatic and emotional distress in old age, was 

studied by Arling (1987) who examined the effects of age, race, sex, education, social support 

and other measures of social resources. Individuals with the greatest strain received the_ 
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greatest amount of social support although they tended to have smaller social netw()rkS and · 

less social contact. Social s~pport had a moderating influence on the relationship between ADL 

impairment and psychosomatic symptoms of distress. 

Not all social support studies showed enhanced health with higher levels of social 

support. In a comparison of somatic complaints among depressed and .non-depressed older 

adults Waxman, McCreary, Weinrit, and Carner (1985) _found social support unrelated to.· 

somatic complaints either alone ·or in interaction with ttie depression score or with _level of .. 

chronic illness.. They felt somatic complaining and chronic depression in many older people 

was more reflective of a lifetime pattern of behavior than of an inadequate social support 

network following acute loss in old age. Krause (1987), found that higher levels of social support 

were associated with an erosion of feelings of locus on control in subjects age 65 or older. 

These studies point to the possible, but little mentioned potential negative effects of social 

support. 

Some social support research found social support to function as a buffering agent 

between life stress and a health outcome. N_orbeck et al., (1983) found a buffering effect for -

social support in mediating psychological-distress (i.e., negative mood) following stressful life 

experiences in a young population. Cohen, Teresi and Holmes (1985), in a longitudinal study of 

elde'rly residents of single occupancy rooms in a hotel, demonstrated th~ buffering effects of a 

social network on the individual's ability to meet his subsequent needs~ 

Research Belatjng Type of Social Support to Heatth Outcomes 

In an attempt to discover how social support is related to health, researchers have also 

·attempted to describe by various means the type of social support received through the 

individuals network. Intimacy as a factor in the adaptation of the older adults was studied by 

Lowenthal and Haven (1968) in one of the first $tudies which investigated the quality and 

meaning of the social relationship to the individu.al. They found that presence of a confidant 

buffered against depression when other social losses occurred,. including retirement and 

widowhood. The presence .of a confidant did not, however, buffer against depression when a 

serious illness occurred during the three year interval of the study. Another finding of t~is 

study that points to the importance of using specificity as to the meaning a~d type of social 

support when studying outcomes was that presence of a confidant was more closely· associated 



with good mental health and high morale than was high social interaction or high role status. 

Similarly, the loss of a confidant had more deleterious effects than losses associated with 

retirement or widowhood. 
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Other studies which ex.amined a particular type of social support and its relation to 

well-being in older adults were done by Snow and Crapo (1982) who found emotional 

bondedness to be associated with level of subjective well-being and self-rated health and by 

Aizenberg and Treas (1985) who noted that subjective rather than objective measures of social 

support were related to increased morale. These studies further demonstrate the need for the 

assessment of_ the quality and not the quantity of social support. 

Some research examined the effect of a specific type of social support as a buffer of a 

health outcome. In their 1983 study of 1he buffering effect of social support on negative mood 

following a stressful life experience, Norbeck et al. noted that the aid component of social 

support was the only subscale to significantly buffer negative mood foJiowing stressful life 

experiences. The,affirmative (respect and admiration received from others) and affective (love 

and feelings of belonging) subscales did not significantly buffer negative mood following 

stressful life experience and thus pointing to the importance of specifying the type of social 

support in research on the role of social support as a stress buffer. Another finding of Norbeck 

et al. (1983) was the utility of the use of separate S!JbSCale scores instead of the composite 

functional or structural support score. They suggest that valuable information is lost when 

social support is not examined in terms of its composite properties. 

Well ness 

Well ness, a broad term variously defined (Weiler, 1986), is defined as sense of coherence 

(SOC) in this study. The core components of SOC are the compr~hensibility, manageability, 

and meaningfulness of the person's global perception of the world. The sense of coherence 

concept and means of measurement are a recent development (Antonovsky, 1987) and little 

published ·research is currently available. This review of wellness literature examined some 

research on older persons which use concepts related to or incorporated into the sense of 

coherence concept. Positively expressed concepts rather than negatively expressed 

concepts such as the "vulnerability factor'' (Kessler, 1979) were selected for review whenever 

possible in view of the wellness focus of this study. The concepts reviewed include personal 
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optimism, internal control, hardiness;: and potency. The authors of con~epts :~elated to sense of 

coherence sometimes refer to the relationship of their concept to Anton~>Vsky's and their 

comments are reviewed. 

The meaningfulness component of the sense of coher~nce.concept is the extent to 

which demands are perceived as challenges, worthy of investment and engagement. This 

component seems related to the construct of personal optimism: "a persona!"ized, subjective 

system of positive expectations, feelings, and goal-directed strivinQ applicable to future life . 

concerns" (Reker & Wong, 1985, p. 140). Personal optimism mean scores in a retired population 

were similar to scores from a group of ·young adults supporting relative stability of the trait in the 

older years (Guarnera ec Williams, 1987). In a review of the literature by Reker and Wong (1985), 

personal optimism and the related constructs or hope, hopelessness, future orientation and 

optimism were examined in relation to physical and. mental health. They concluded that 

although there is widespread support for a relationship between personal optimism (or related 

constructs) and well-being in older persons, successful aging is the product of complex 

interactions of psychological, physiological, and environmental variables. 

Locus of control (LOC) constructs are akin to the manageability and comprehensibility 

components of the sense of coherence construct according to Antonovsky (1987), but his 

scale measures control without reference to whether it is internal or external. The 

· comprehensibility component is the extent to which the .stimuli -deriving from one's internal and · 

external environments in the course of living are structured, predictable, and explicable. The 

manageability component js the extent to which the person perceives that resources .are 
. . 

available to meet the demands posed by these stimuli .. According to locus of control models, 
. . . 

individuals who have external control believe their personal circumstances are dependent on· 

fate, luck, chance or powerful others outside their control (Shupe, 1985). Individuals who have 

internal control believe their personal circumstances are dependent on their own behavior or 

permanent characteristics. The internal control_ variable is seen as a continuum. Individuals with 

more internal control characteristics are predicted to have better health because they would 

take ·steps to prevent illness (Shupe, 1985). 

Zindler-Wernet and Weiss (1987) noted that individuals who had more internal locus of 

control beliefs engaged in more preventive health behaviors and possibly avoided stressful 

situations. In a study of older women, Rauckhorst (1987) found health locus of control correlated 

most strongly with the practice of health habits than number of health problems, health 
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self-ratirig, or years of education. In a study on the effect of an intervention program to increase 

health locus of control, Slivinske and Fitch (1987) found an intervention program increased 

internal locus of control scores and this was associated-with improved overall functioning. The 

control groups which did not receive the intervention program actually experienced a 

decrement in functioning. Shupe's (1985) review of the literature on how the control constructs 

. is applied to health and well-being in the elderly indicated that internals did indeed demonstrate· 

more health maintaining behaviors t~an external LOC persons. There was also some evidence 

that internal LOC persons had better health than external LOC persons and that internal LOC 

was a moderator of stress. 

Locus of control is a continuum with extremes of external and internal locus. of contr~l at 

both ends and moderate levels in the middle. Most studies regard internal locus of control as 

beneficial, regardless whether the individual has a moderate or high (extreme) internal locus of 

control score. Krause (1986) presented a reconceptualization ~f the role played by locus of . 

control in mediating the effects of stress. He proposed a nonlinear relationship to explicate the 

relationship between locus of control and the effects of stress. He found suppo'rt in a study of . 

community older adults for his hypothesis that people with either extreme internal or extreme 

ext~rnal.locus of control beliefs are both particularly vulnerable to the effects of stress. 

Persons with mOderate internal locus of control beliefs were the least vu.lnerable to the effects 
. . 

of stress. Extreme internal locus of control beliefs were not entirely detrimental however 

because people with extreme internal locus of control reported fewer stressful life experiences 

than people with extreme external locus of control beliefs. Krause (1986) speculated that 

people with extreme internal locus of control may successfully avoid stressors although their 

internality may be a detriment in their coping with stress once it has occurred. He further 

proposed that more complex models such as Antonovsky's be used to expand the existing . 

knowledge base on locus of control. 

With increasing age, higher rates of chronic disease, and the reduction of people in their 

network, older adults could be expected to be more dependent on other people and score 

higher on the external control variable than younger people. Shupe (1985) noted that contra~ 
to expectation, internal cc)ntrol either increased with age or remained stable but it did not 

appear to decrease~ Guarnera a~ Williams (1987) noted that health locus of control scores for a 

retired population were similar to the score$ obtained from a sample of young adults indicating 
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stability of health locus of control into the older years. In a study of health habits and locus of 

control in elderly women, Rauckhorst (1987) found older women remained as internal as 

younger adults. 

The hardin·ess characteristic defined by Kobasa (19.79) is another construct related to 

sense of coherence. A hardy person has the following characteristics: a beiief that he or she 

has control over life events, a deep involvement ,or commitment to .life activities, and a view of 

change as challenging. Antonovsky (1987) notes that Kobasa's (1979) view of change as _ 

· challenging includes the actual pursuit of difficult situations by the hardy person. The 

meaningfulness component of the sense of coherence concept is the extent towhich demands 

are perceived as challenges worthy of investment and engagement but does not, according to 

Antonovsky (1987), include seeking difficult challeng~s as in the hardiness characteristic. He 

believes the rest of the hardiness characteristics resemble sense of coherence. Pollock (1986) 

found ha~iness significantly correlated with physiologic adaptation for a group of diabetics in a 

study sample aged 21 !O 55. Kobasa's research (1979) was on young executives and there is a 

lack of studies on hardiness in older persons. _ 

A construct which appears very similar to the SOC construct is potency. Ben-Sira (1985) 

defines potency as: "~person's enduring confidence in his own capacities as well as 

confidence in and commitment to his/her social environment which is perceived as being 

characterized by a basically meaningful and predictable orqer and by a reliable and just 

distribution of rewards (p 399)." According to Ben-Sira (1985), potency, unlike Antonovsky's 

. more global sense of coherence concept, occupies a particular place in the 

stress-tension-outcome scenario. Potency is activated following initial failure of personal 

resources il'l meeting a demand. It is a tension relieving mechanism that allows the person to 

re-assess the magnitude of the situation. Although potency is postulated to be more specific 

than Antonovsky's sense of coherence concept, Ben-Sira notes that potency may have 

empirical similarities to Antonovsky's sense of coherence concept. 

Research on Wellness Constructs and Thejr Relatjonshjp to Socja! Support 

In looking for research examining the relationship between social support and wellness it 

is J?ecessary once again because of the paucity of research on the newly developed sense of 

coherence concept to examine the relationship between social support and constructs related 
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to sense of coherence. Ben-Sira (1985) in a study of 1179 adult (20 and over) Jews in Israel found 

support for the hypothesized function of potency as a stress moderating variable. A surprising 

outcome in the study was the strong relationship of social support to potency. Social support 

outweighed all successful coping variables (economy, leisure, job, family, dwelling) in predicting 

potency. The author concluded that ~tency seemed to be predicted not only by an 

accumulation of successful coping experiences but even more by the availability of social 

support indicating a need for more studies to elucidate this relationship. 

Another study by Krause (1987) directly examined the relationship between social support 

and locus of control beliefs. Krause (1987) postulated that the specific mechanism by which 

social support buffers the effects of stress may be by influencing the intrapsychic characteristics 

of the person in such a way to make him!h~r more able to deal with stress. One of these 

intrapsychic characteristics is thought to be the locus of control beliefs. Krause (1987), found a 

nonlinear relationship between emotional (affective) a~d integration (support provided by the 

older person to others) social support and locus of control beliefs in 361 persons age 65 or 

older. As social support levels increased, there was an increment in feelings of control. After 

a certain threshold, however, additional support decreased feelings of control. This research 

suggested that support is helpful in increasing the persons feelings of personal control over his 

life events to a certain extent. Once it has reached a certain level however it eroded the 

persons feelings of personal control perhaps by increasing feelings of dependency. This 

research indicates that the potential negative effects of social support must be considered. A 

nonlinear relationship is not noted between informational and tangible (i.e. aid) support and 

locus of control beliefs pointing to the importance of examining specific types of social support. 

Summary of Literature Review. 

· This review of the literature reviews some of the numerous studies on the relationship of 

social support to health. Social support has been found to have a direct as well as buffering 

effect on health. The characteristics of the older adult's social support network have been 

described in conflicting terms by various researchers indicating a need for more descriptive 

research in this area. Social support, in itself a complex construct, is affected by many variables 

including the demographic influences of race, sex, marital status, and SES. The principal 

method of measuring social support in the past has been by using structural measures. The 
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measurement of the functional of social support in. recent research has enabled researchers to 
' • • r •"' ' 0 • 

discuss the effect of social support on health outcomes- in more specific terms but more 

research is needed in this area. Social support moderates health outcomes by affecting the 

individual's environment, and by affecting the individuals intrapsychic process in some way to 

make him/her more resistant to the effects of disease and stress. The intrapsychic vehicles by 

which social support moderates the effects of stress have not been fully described .. One of the 

intrapsychic processes which may mediate between social support and health is sense of 
- . 

coherence. Oniy two recent studies examine the relationship of a construct related to sense of 

coherence and social support indicating a need for more study in this area. 

Null Hypotheses 

-1. Affective social support as measured by a subscale of the Norbeck Social Support 

Scale will not be significantly correlated (p _< .01) with wellness as measured by Antonovsky's 

Sense of Coherence (SOC) Scale . 

2. Affirmative soCial support as measured by a subscale of the Norbeck Social Support 

Questionnaire will not be significantly correlated with wellness (p < . .01) as measured by 

Antonovsky's (SOC) Scale . 

3. Aid social support as measured by a subscale of the Norbeck Social Support Scale 

will not be significantly correlated (p < .. 01) with well ness as measured by Antonovsky's (SOC) 

·Scale 

4. The correlation of the composite functional support score (the sum of the aid, 

. affective, and affirmative subscales of the Norbeck Social Support Scale) with SOC will not be 

significantly (p < .05) higher than the correlation of the composite structural support score (the 

sum of the size, stability, and frequency of contact subscales of the Norbeck Social Support 

Scale with Antonovsky's SOC Scale. 



Alternate Hypotheses 

1. Affective s0cial support as measured by a subscale of the Norbeck Social Support 

Scale will be significantly correlated (p < .01) with well ness as measured by Antonovsky's 

Sense of Coherence (SOC) Scale . 
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2. Affirmative social support as measured by a subscale of the Norbeck Social Support 

Questionnaire will be significantly correlated with well ness (p < .01) as measured by 

Antonovsky's (SOC) Scale . 

3. Aid social support as measured by a s~bscale of the Norbeck Social Support Scale 

will be significantly correlated (p < .01) with wellness as measured by Antonovsky's (SOC) 

Scale 

4. The correlation of the composite functional support seore (the sum of the aid, 

affective, and affirmative subscales of the Norbeck Social Support Scale) with SOC will be 

significantly (p < .05) higher than the correlation of the composite structural support score (the 

sum of the size, stability, and frequency of contact subscales of the Norbeck Social Support 

Scale with Antonovsky's SOC Scale. 

Variables 

1.. Wellness is defined as sense of coherence (SOC). The eore components of SOC are 

the comprehensibility, manageability, and meaningfulness of the person's global perception of 

the world. 

· 2. Affective social support is the love and feelings of belonging a person receives from 

his/her social network. 

3. Affirmative social support is the validation and support a person receives from his social 

-network for his/her behavior or role in life. 

4. Aid social support is assistance in the form of goods or services the person receives 

from his/her social network. · 

5. Total functional social support is composed of affirmative, affective, and aid social 

support. 

6. Total structural social support is composed of total structural (size, stability, and 

frequency of contact) components of the social network. 



Operatjonal Qefinitjon of Terms 

I. Sense of coherence is measured by the. composite score of Antonovsky's (1987) 

Sense of Coherence Scale. 

24 

2._ Affective_ social support is measured by the affective social support subscale of the 

Norbeck Social Support Scale (Norbeck, Lindsey,_& Carrieri, 1981 ). 

3. Affirmative social support is measured by the affirmative social support subscale of the 

Norbeck Social Support Scale (Norbeck eta!., 1981). 

4. Aid social support is measured by the aid social support subscale .of the Norbeck . 

Social Support Scale (Norbeck eta!., 1981). 

5. Total functio.nal social support is measured by the composite score of the affirmative, 

·affective, and aid social support subscales of the Norbeck Social Support Scale (Norbeck eta!., 

1981). 

6. Total structural social support is measured by the composite score of the size, stability, 

and frequency of contact subscales of the Norbeck Social Support Scale (Norbeck eta~., 1981). 

Summary. 

This chapter reviews the conceptual frameworks of Norbeck (1981) and Antonovsky 

(1987) and describes the theoretical relationships between the variables investigated in this 

study~ The relationship of social support to wellness is reviewed in the literature review. The 

null and aHernative hypotheses and the operational definitions of their terms are also stated. 



Chapter Ill 

Methodology 

This chapter will describe how the study was carried out and will include information on the 

research method, a description of the research setting, information on subjects, techniques of 

data collection, and safeguards for the rights of human subjects. 

--Research Method 

The sample for this study was a convenience, self selected, non· random sample of older 

adults. An attempt was made to have a representative study by drawing the subjects from a 

variety of senior citizen social groups. They were administered a questionnaire packet which 

- contained a demographic tool, the Norbeck Social Support Questionnaire (Norbeck et at., 1981) 

and the Sense of Coherence (SOC) scale (Antonovsky, 1987): Data for each group was 

colle"cted in one session per group. All data for the study was derived from the self administered 
. . 

questionnaire packet. The relationship of three forms of functional social support (aid, affective, 

and affirmative) to sense of coherence were examined using a correlational statistical design. A 

descriptive correlational design was chosen to examine the relationship between the variables 

because little research has been done in the past on the relationship between these variables._ 

Research Settjng · 

This research project took place in a Southern metropolitan area using participants in 

senior citizens groups at four difff).rent sites. Subjects were recruited at: ·two senior citizen 

nutrition sites from a crochet class, a mens' card playing group,_a sewing class, and_a quilting 

class; a church from a Valentine lunch for senior 9itizens; a senior citizen center from a crochet 
. . . 

class, a knitting class, an oil painting class, and a mens',club; and at an low income. apartment" 

complex from a bingo game for s~nior citizens. 

25 
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The setting of the research project was informal due to the social group nature of the 

research setting. Subjects conversed with one another, read items aloud, and made comments 

about the items. There was considerable distraction for the subjects from conversation, people 

entering and leaving the room, and telephones ringing. 

Sample 

The seH-selected sample was drawn from volunteer males and females aged 60 and over 

who were present at a social groups _for senior citizens. A sample of 58 subjects was derived 

from a total of 75 persons who accepted questionnaires. A sample of SO_was considered. 

· adequate to do the statistical analysis. The criteria for selection as a subject for this study were 

that the subjects must be age 60 or over, they be English speaking, and have the ability to. 

complete a written questionnaire. Subjects were assumed not to be experiencing an 

overwhelming personal or health crisis by virtue of their presence in the social group that day. 

Procedure 

The investigator recruited subjects from senior citizen social groups by the following 

method A letter (see Appendix B) was sent or a phone call made to the director of the group to 
'· introduce the investigator and request permission to solicit subjects. If the director consented, 

an appointment was made to visit the group. 

At the group site, the investigator described the research and asked for volunteers to fill 

out the questionnaire. The goals of the research, responsibilities of subjects, the approximate 

time required to complete the instruments, and the confidentiality and anonymity of 

respondents were described. Participants were informed that their senior citizen group would . 

receive a summary of the research results when the study was completed. Since the 

instruments were be administered immediately after participants are recruited, people who are 

interested in being subjects were invited into another room (if available) to allow them an 

opportunity for freedom of choice in electing to participate in the study. 

The participants who consented to be subjects sat at tables. The investigator explained 

the consent form to them and read it aloud. rhe anonymity and confidentiality of their 

responses was be reiterated. The participants signed the consent form. The investigator 
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explained in detail how to fill out the questionaire. The subjects were told speed was not 

necessary in completing the instrument. The investigator asked if subjects had any questions 

about completing the instrument. Each participant was given a pen and a questionnaire packet. 

The investigator was available to answer questions on an individual basis during the session. 

The participants took 15 to 45 minutes to complete the questionnaire . 

. lnstrumentatjon 

. . . . 

Data was collected by means of a self-administered questionnaire. All written material 

presented to the participants was in large print. The Norbeck Social Support Questionaire 

(Norbeck et al, 1981)) was used to measure social support (see appendix C). It is 10 minutes long 

with a range of 5 to 20 minutes. It measures total ~unctional (affect, affirmative, 

-instrumental)support, total network (size, stability, availability, convoy) and totalloss.(recent 

losses) in the social network. The lowest score possible on the Norbeck Social Support 

Questionnaire is 0, there is no limit to the highest score. Permission from the author to use the 

scale can be found in appendix F. The author requests that the data sheet for each individuai, 

. demographic information, and information about the subjects religious activity be sent to her. 

A tool to measure demographic characteristics (see appendix C) was be used to obtain 

·information on the subject's age, race, marital status, educational level, income level, sex, 

religious affiliation and religious activity. A question about whether the subject was 

experiencing a health or personal problem ("Are you very upset right now because of a nealth 

or personal problem?" answer yes or no) was also included for possible a posteriori analysis. 

The Antonovsky Sense of Coherence Scale (see appendix C) was used to obtain a 

composite wellness score. It is 26 items long and takes about 20 minutes to complete 

(Antonovsky, 1987). The maximum range of possible scores on the Antonovsky Sense of 

Coherence Scale is 29 to 203. 

Validjty 

Moderate levels of concurrent validity were found during preliminary testing of the . 

Norbeck Social Suppor(Scale (Norbeck et al, 1981). Further evaluation of this instrument .. · 

(Norbeck et al. 1982) established construct-validity by comparing convergent and discriminant 

constructs to the Norbeck Social Support Scale. Three subscales of the Fundamental 
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Interpersonal Relations Orientation Tool were moderately correlated with the functional 

subscales of the Norbeck Social Support Questionnaire. Concurrent validity with another social 

support questionaire was also demonstrated (Norbeck et al., 1982). 

The Sense of Coherence (SOC) scale is in the proces_s of being tested and developed. 

The SOC scale has been compared to scales which measure similar constucts with positive 

results. The correlations are as follows: Rumbauts SOC scale .64 to .72, Rotter's 

Internal-External Locus of Control .scale .39, Sarason's Test Anxiety Scale -.21, Self-rated 

health -.21, Self-rated stress -.15, Trait Scale of Speilberger State-Trait Anxiety Inventory -.79, 

and A-Trait Scores -.56 to -.62 (Antonovsky, 1987). 

Reliability 

. . 

Pr~liminary studies (Norbeck et al, 1981) of the reliability of Norbeck's Social Support 

Scale revealed a~high degree of test-retest reliability (range .85 to .92) and internal consistency. 

A subsequent study (Norbeck et al, 1983) established moderately high sensitivity and stability 

of the scale over time and sensitivity to changes which had occurred in the persons social 

support network with corrrelations of .58 to . 78 for all subscales on scores obtained on initial and 

seven-month followup testing. Reliability data for the elderly has not been established for the _ 

Norbeck Social support scale, but normative data on persons up to the age of 67 has been 

described (Norbeck et al, 1983; Norbeck, 1986) 

Reliability data for the Sense of Coherence scale has been obtained. The Chronbachs 

alpha (.84 to .93) has been consistently high in studies in Israel, the United States and Canada 

(Antonovsky, 1987). _Reliability data for the elderly has not been established. 

Protectjon of Human Subjects 

The research method using written questionaires involves little · risk for the participants. 

Participants were informed that their coniidentiality and anonymity would be protected. 

Participants were informed of ttheir responsibilities as subjects and that they could leave the 

project at any time without penaHy. Some ctioose not to complete the questionnaire. The 

consent form (see appendix A) was read aloud to them as a group by the investigator to be sure 

all participants understood the consent form. Participants were given a copy of the consent 
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form to sign, and the consent form was separated from their questionnaire to maintain the 

anonymity of their responses. The investigator received approval by expedited procedure 

from the Human Assurance Committee at the Medical College of Georgia (see Appendix D). 

Summary 

Data was gathered in this study from 58 older adult volunteers age 60 and over by means 

of a written questionnaire. Subjects were administered the questionnaire while in a social group 

setting. The questionnaire contained the Norbeck Social Support Questionnaire (Norbeck et 

al., 1981), the Sense ~f Coherence Scale (Antonovsky, 1987), and a demographic questionnaire. 



Chapter IV 

Data Analysis 

This chapter contains a description of the demographic characteristics of the sample 

used in the study. The procedure for data analyis is outlined, and the results of the analysis 

enumerated. Also included are descriptive statistics on the scores obtained from the scales. 

Demographic Data 

A sample of 58 subjects aged 60 and over was derived from a total of 75 persons who 

filled out questionnaires. The mean age of the subjects was 70.3 (SD 5.7)'with a range from 60 

to 86. The age group most highly represented was the 65 to 69 age range which accounted for 

46.6°/o of the subjects (see Table 1). 

Table I 

Frequency Distribution of Age of Subiects 

/Jge Number Percent 

60-64 7 12.1o/o 

65-69 27 46.6°/o 

70-74 9 15.5o/o 

75-79 10 17.2°/o 

80-84 4 6.8o/o 

85-89 1 1.7o/o 

30 
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Seventeen of the questionnaires were not usable because the person did not finish the 

questionnaire, or because there were missing .items. All questionnaires obtained from the 58 

subjects in the study were complete except for the income ite.m which is explained below. 

The sample included 20 (34.5o/o) male subjects, and 38 (65.5o/o) female subjects. 

Representation of the· ethnic groups resident in this southern metropolitan area was achieved 

with 16 (27.6o/o) black subjects, and 42 (72.4o/o) white subjects. Hispanics; Native American 

Indian, and Asians were not represented in this study. 

income levels were fairly eveniydistributed across a range from under $5.000 per year to 

over $25.000 per year as indicated in Table II. Seven subjects preferred not to answer the . 

income item on the questionnaire. They were given this option by the investigator after the 

director of one potential site indicated his group would not participate if there were any items on 

income, and some people refused to be subjects because of the income item. The average per 

capita income in .the county fro~ which ·subjects were drawn was 1 0,854 in 1984 (Bachtel, 1987). 

The income ranges for subjects closest to this number were the 5,000 to 15,000 ranges. A 

total of 45.1o/o of the subjects fell within this range indicating similarity of income of subjects with 

the county population. 

Table II 

lnQQ.m§. L§.v§.l~ Q.f th§. S.amQ./~ 

Income Number Percent 

under $5.000/yr. 6 11.8o/o 

$5.000/yr. to $10.000/ yr. 12 23.5o/o 

$1 0.000/yr. to $15.000/yr. 11 ·21.6% 

$20~000/yr. to .25.000/yr. . 11 . 21.6o/o 

over $25.000/yr. 11 21.6o/o 

Note: The percentages were calculated on the 51 subj~cts who responded to this item. 
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The educational level_ of the subjects ranged from third grade to 6 years post graduate 

study. The mean educational level was 13 years (SD 4.1) indicating that this was a fairly well 

educated group. The investigator asked for volunteers able to fill out a written questionnaire 
. . . 

but some subjects asked a friend for assistance in filling out the questionnaire. A large 

percentage, 43.1°/o, reported being widowed (see Table Ill). 

Table Ill 

Marital Status of fbe SuQ.ieats 

Marital status 

Single, never married 

married 

divorced or separated 

widowed 

- Number 

1 

26 

6 

25. 

Percent 

1.7% 

44.8o/o 

10.3o/o 

43.1°/o 

The items on religion and religious participation indicated this group of subjects were 

mostly Protestants (86o/o) and had a high level or religious participation (83% participated weekly 

in religious activities). 

Procedure for Data Analysjs . 

A correlational design was chosen to examine relationships between the test variables in 

this study. Pearson product-moment-correlations for pairs of the social support subscales with 

sense of coherence SOC were computed. The 58 subjects provided sufficient number of 

· cases for the analysis. Correlations for the following pairs of subscales were computed: aid 

subscale with SOC, affirmative subscale with SOC, and affective subscale with SOC. 

The correlations of total functional social support with SOC and total structural support 

with SOC were compared using a·test for significant differences between dependent 

correlations (Bruning & Kintz, 19n). The.level of probability for ~ejectior1 of the nulfhypothesis 

was set at .05. 



33 

Each subject recorded responses on the written questionnaire. The questionnaires were 

hand scored and entered onto a code sheet. All questionnaires were checked for 

-completeness. Data was subsequently entered on a data file on the Cyber 180/850 at the 

University of Georgia in Athens. Pearson product-moment-correlations were obtained for 

variable pairs using SPSS-X Release 2.0. 

Means, ranges, and standard deviations for the aid, affective, affirmative, total functional 

social support, and total structural social support subscales are shown in Table IV. 

Table IV 

Means. Ranges. and Standard Deviations for the Aid. Affective. Affirmative. Total Functional 

Social Support Total Structural Socjal Support and Sease of Coherence. 

em~mstuctv ~~ub~Q~ 1963 196~ 

mean range SD mean SD 

Aid 62 0-96 35 62 32 

Affective 74 0-96 37 73 36 

Affirmative 65 0-94 36 66 32 

Total functional 202 0-286 105 202. 96 

Total structural 99 0-234 48 

soc 150 99-187 21 

Hy,pothesjs Testjng 

Null hypothesis one stated: There is no statistically_ significant (p < .01) correlation 

between affective social support as measured by a subscale of the Norbeck Social Support 

Questionnaire and w·ellness_as measured by Antonovsky's Sense of Coherence (SOC) Scale 

This hypothesis was tested using Pearson ·product-moment-correlation and was rejected 

r=.4620 (p < .001 ). See Table V. Alternative hypOthesis one was accepted. 
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Table V 

Pearson's rand ProbabUity Levels for the Followjag Pajrs of Variables· Affectjye_ SUQQOrt and 

SOC Affjrmatiye Suaport and SOC. and Aid Supoort and SOC 

Subscale pajrs Pearson's r ECQbabili~ ~~~~~ 

Affective support/SOC .4620 <.001 

Affirmative support/SOC .5095 <.001 

Aid support I SOC .4522 <_.001 

Null hypothesis two stated: There is no statistically significant (p < .01) correlation 

between affirmative social support as measured by a subscale of the Norbeck Social Support 

Questionnaire and wellness as measured by Antonovsky's (SOC) Scale. Null hypothesis two 

was tested using Pearson product-moment-correlation and was rejected r= .. 5095 (p < .001). 

See Table V. Alternative hypothesis number two was accepted. 

Null hypothesis three stated: There is no statistically ·significant (p < .01) correlation 

between aid social support as measured by a subscale of the Norbeck Social Support 

Questionnaire and wellness as measured by Antonovsky's SOC Scale. Null hypothesis three 

was tested using Pearson product-moment-correlation and was rejected r=.4522 (p < .001). 

See Table V. Althernative hypothesis number three was accepted. 

Null hypothesis four stated: There is no statistically significant difference (p < .05) 

between the composite functional support scale (the sum of the aid, affirmative, and affective 

subscales of the Norbeck Social Support Scale) with SOC and the correlation of the composite 

structural support score (the sum of the size, stability, and frequency of contact subscales of the 

Norbeck Social Support Questionnaire with wellness as measured by Antonovsky's SOC Scale. 

Null hypothesis four was tested using a test for significant differences between dependent 

correlations (Bruning & Kintz, 1977) and was rejected t=2.58, df=55 (p < .025). Alternative 

hypothesis four was accepted. 
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Summary of Data Analysis 

The sample of 58 subjects was composed of 34.5o/o males and 66.5o/o females. The 

ethnic composiftion os the sample was 27.6o/o black, and 72.4°/o white subjects. Income levels 

were fairly evenly distributed across a range from under &~.000 per year to over $25.000 per 

year. The mean educational level of the subjects was 13 years. A large percentage, 43°/o 

reported being widowed. Means, ranges and standard deviations were reported for the aid, 

affective, affirmative, total functional social support, total structureal social support, and sense of 

coherence. Pearson product-moment-correlations were used to examine the first three 

hypotheses, and a test for significant differences between dependent correlation was chosen 

to measure the fourth hypotheses. All hypotheses were accepted at the criterion probability 

level. 



ChapterV 

Discussion 

The purpose Qf this chapter is to discuss the findings of this study , their relationship to 

other research, and the theoretical relationships proposed. The utility of measuring functional 

vs. structural support subscales is ~valuated. The norms ·in this study are compared to norms 

found in younger populations· by Norbeck et al. (1983) and conclusions drawn about the nature 

of this sample of older adults. Also included are the implications for the practice of nursing and 

recommendations for further research. 

Conclusjons 

The purpose of this study was to examine the relationship <?f three types of functional 

_social support and sense of coherence. Another purpose was to determine if functional or 

structural measures of so,cial support were more highly correlated with sense ofcohere~ce. 

Norms for sociarsupport and sense of coherence in older persons were also obtained. The 

sample consisted of 5~ older adults aged 60 and over who were present at community social 

groups for senior citizens. They were administered a questionnaire containing a demographic 

tool, the Antonovsky Sense of Coherence (1987) Scale, and the Norbeck Social Support Scale 

(1981). The results show a moderate relationship between.measures of functional (affirmative, 

affective, and aid) social support and sense of coherence in this study suggesting that the 

relationship of the individual with others in the environme~t has an impact on tlow he views the 

wortd. Older adults who received more love, r~spect, and assistance from the people in their 

social networks viewed the world as more manageable, comprehensible, and meaningful than 

those who received less. Functional rt:~easures of social support were r:nore related to social 

support than structural measures indicating the greater relationship fe.elings of love, respect, 

and assistance have to perceived wellness than purely structural measures of social support. 

36 
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pjscussjon 

Theoretjcal lrnplicatjons. 

The results of this study supported the theoretical relationships between the variables 

(see Figure 3). The theoretical relationships supported by this study would take place in the 

following manner. The social support network (arrow b) would provide the individual with help in 

the form of assistance with evaluation of a situation, formulation of a plan of action, assistance in 

implementing a plan, concrete help in dealing with a situation, and feedback as to progress. 

The individuals, bolstered by their support groups, would feel more capable of dealing with life 

situations. With repeated occurrence of success in ·dealing with life situations the person's 

sense of coherence would increase and become established. The person with a higher sense 

of coherence would have more ability to replenish the social support system if network 

members were lost because of death, role change, or relocation (arrow a). The person with a 

higher level of sense of coherence would view the world as having resources with which to deal 

with problems, one of them being the support network and would use them in dealing with 

stress. 

Hypothesjs One 

Alternative hypothesis one·, which stated that affective social support would be 

significantly correlated with sense of coherence,was accepted. This means that the more a 

person feels loved by members of his support group the more meaningful, comprehensible, 

and manageable will be his view of the world. The means by which this type of social support 

influences the person's view of the world can occur through its affect on the person's 

intraphychic processes. 

Hypothesjs Two 

Alternative hypothesis two stated that affirmative sociai support would be significantly 

correlated with sense of coherence. This hypothesis was also accepted. This means that the 

person who receives more respect and admiration will have a more meaningful, comprehensible 
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and manageable view of the world. Similar to hypothesis one, the person's view of the word 

can be mediated by the affect of respect and admiration on the person's intrapsychic 

processes. 

Hypothesjs Three. 

Alternative hypothesis three which was also accepted stated that aid social support would 

be significantly correlated with sense of coherence. This means that the more assistance in the 

form of money, aid when ill, or other help, the·person expects to be able to receive from 

members of his/her support group, the more manageable, comprehensible, and meaningful will 

be his view of the world. The expectation of receiving this type of support also affects the 

person's view of the world by means of its affect on the person's intrapsychic porcess. In a crisis 

situation, the resources the person receives from aid support might have an affect on 

attenuating the sevietity of the crisis. 

In this study, all functional subscales· (affective, affirmation, and aid) were highly correlated 

with each other. r = .8736 (p ·< .001) . Norbeck et al. (1983) noted the utility of measuring 

specific subscales of the Norbeck Social Support Scale even though they are highly correlated. 

Hypothesjs Four 

Alternative hypothesis four stated: the correlation of the composite functional support 

score (the sum of the aid, affective, and affirmative subscal~s of the Norbeck Social Support 

Questionnaire with SOC will be significantly higher than the correlation of the composite 

structural support score (the sum of the size, stability, and frequency of contact subscales of the 

Norbeck Social Support Questionnaire) with SOC. The purpose of hypothesis four was to 

evaluate efficacy of measuring functional social support as compared to measuring structural 

social support in.relation to the sense of coherence score. Correlations of total functional social 

support to sense of coherence and t<?tal structural social support to SQC were oompared to 

see which pair was most ·correlated. The acceptance of hypothesis four indicates that the 

functional social support score may best measure the qualities in the ~ocial relationship most 
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important in affecting the-individuals intrapsychic processes. Thus it is important when 

assessing an individuals support network to determine what kind and how much support the 

person receives and not just structural information. 

Means for Older Adults 

Table IV demonstrates the close resemblance of the means of the social support scores 

in this older population with the Norbeck et al. (1983) and Norbeck (1986) normative means for a 

population aged 22 to 67 years (mean age 35). In the present study, older adults ":laintained a 

social support score comparable to a generally younger population of adults (although there is 

some overlap in age) indicating maintenance of the stability of the social support system into the 

older years." Busse and Maddox, (1985) in the Duke Longitudinal Studies 1955-1980 found that 

"consistent with dominant conclusions from other research studies" (p.124), levels of social 

interaction decreased with age. However certain types of social activity such as club and church 

participation did not decline with age. Thet also found that although the specific people in the 

network may have changed , the total number i':l the network remained the same over time. 

The subjects who participated in this study can· be expecte~ to be older adults who have 

established life=long patterns of affiliating with social_ groups. The subjects in this ~ample were 

fairly yound with 46.6% of them in the 65 to 69 age group (see Table I).- They are also 

self-selected due to the voluntarj nature of their participatio-n i~ this study. It is possible that this 

group of older adult_s repre$ented the most socially enmesh~d ,among their generation who 
. '•. . ' 

wer~ able to maintain a social network simil~r to younger adults because of a life long.tendency 

to affiliate with social groups (Lowenthal & Robinson, 1976). The--increased age alone of older 

adults gives them a greater potential of- knowing t~eir network member~ longer than younger 

people (Antonnucci & Akiyama, 19~7), and older adults may. be-able to-maintain substantial 

networks into the older years because they have had so many, opportunities over the years to 

form relationships. There is considerable variation within age groups with regard to social activity 

(Busse & Maddox, 1985) and with reg~rd to social support available (Preston & Grimes, 1987). 

Antonnucci and Akiyama (1987) obtained results similar to this study of no reduction with age of 

the number of people in the network and types of support received although the number of 

people who provided the most aid support ir:"l the network decreased with age. 
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Ejndjngs of thjs Study jn Relatjon to Other Research. 

The findings of this study support Ben-Siras' (1985) findings of a strong relationship 

between potency and social support. Potency is "a person's enduring confidence in his own · 

capacities as well as confi_dence in and commitment to his/her social environment which is 

perceived as being characterized by a basically meaningful and predictable order and by a 

reliable and just distribution of rewards" (p 399). Social support was a stronger predictor of 

potency in his study than was a history of previous successful coping experience aHhough both 

were thought to contribute to potency levels. In this study, social support is found to be·· 

moderatly correlated to sense of coherence. Other variables which may have an effect on 

sense of coherence were not examined. 
'I 

· The study by Krause· (1987) examining the relationship between social support and 

control is the most similar to this study. This study supported his findings of an association of 
. . 

increased social support to increased internal locus of control. Krause examined the data in 

terms of a nonlinear design and found that after social support increased to a certain threshold, 

feelings of intemalcontrol decreased. Since the present study does not evaluate for a 

nonlinear relationship, a comparison with Krause's findings for cthe high levels of social support 

is not possible. Since Antonovsky (1987) views all life events that contribute to the 

development of a person's sense of coherence as potentially positive or negative it is possible 

to conceptualize a scenario in which too much social support has a negative effect on the 

development of sense of coherence. Too much social support might create an environment 

with negative generalized resistance deficits (GADs); life experiences characterized by 

inconsistency, underload or overload imbalance, and exclusion from participation in decision · 

making. The person with an underload imbalance might never learn to take responsibility for 

himseH/herseH or have the opportunity to develop the confidence that comes from successfully 

accomplishing tasks. Overload imbalance may occur because of too mu.ch integration support 

(i.e., support the individual provides to others in his/her netWork) resuHing in the person being 

continually overwhelmed with responsibility and not feeling able to manag~ the environment. 

Too much social support may hinder the individual from participating in: decision making. All 

these aspects of too much social support would c~mpromise the person's development of 

sense of coherence. A nonlinear relationship between social support ~nd wellness is possible 

according to Antonovsky's theoretical framework. Norbeck also accepts the potential negative 
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effect of social networks in that relationships with members of a social network may be a source 

of support or of stress. It is possible, that the relationship between social support and sense of 

coherence can be better explained with a nonlinear interaction as is found in the case of.the 

relationship between locus of control and social support (Krau$e, IS87) but a nonlinear analysis 

was not done in -the present study. 

In summary, this study provided information about several aspe~s of the social support 

system of older adults. The significant relationships between the functional social support _ 

subscales and SOC concurred with other research in this area. The support available to this 

population of older adults was found to be comparable to the support available to a younger 

population indicating the belief that social support decreases with age must be examined 

further. The social network of different groups of older adults may differ. The relationship of the 

functional support subscales to the SOC score indicated the need to examine type of social 

support instead of structural_ characteristics of the support system when examining the social 

support variable. Generally this data indicated it ·is important to identify and nieasure specific 

types of social support when examining the relationship of social support to health outcomes. 

. In the health- area it may be more important to focus on type' of social. support and the meaning it 

has for the individual instead of- structural characteristics when doing social support research. 

UmHatjons and DelimHatjons of thjs Study 

1. One limitation of the study stemmed from the correlational cross-sectional design 

which limits the conclusions which can be draw_n from the data. Alternative influences on social 

suppo-rt and sense of coherence such as·recent)oss in the· social support netWork, or current 
- -

crisis cannot be detected or eliminated in this cross sectional study. Also, the direction of 

causation of SOC on social support or vice versa cannot be determined using this study 

design. 

2. The length and complexity of the questionnaire may have deterred older adults with 

limited education from volunteering as subjects. The sample was probably composed of the 

most educated among the older adults at the social group setting based on the high mean -

educational level of 13 years. While an attempt was made to inClude all social economic status 

(SES) and racial groups by using subjects from a variety of group settings, the requirement tha~ 
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the subjects be able to complete a written .instrument eliminated subjects with lower education 

from the study. People present at the site who declined to be subjects may represer;1t a group 

with lower education. 

3. The use of questionnaires in older adults is compromised because their extensive life 

experience makes their responses to thought provoking questions ambiguous (Gallagher, 

Thompson, Levy, 1980). The Sense of Coherence Scale had many- ambiguous questions such 

as: "Until now your life has had:" with possible responses a ranging from "no clear goals or 

purpose at all" to ''very clear goals and purpose." Older adults who have had a vast arr~y of life 

experiences may have more difficulty in deciding how to· respond to items like this than a 

younger person with _more limited life experiences to draw upon. 

4. The self administered nature of the questionnaire, and its length.and complexity, 

limited the number of older adults willing to be subjects: There was considerable variability in 

the ease with which subjects completed the questionnaire. The·shortest time for completion 

was 15 minutes. The questionnaire w~s difficult to fill out and taxing for many of the subjects. 

Some subjects took up to 45 minutes to complete the questionnaire and 17 failed to Complete 

it either because they omitted items, decided not to continue, or didn't understand the 

directions. Some subjects didn, understand how to respond using numbers on the scales. 

Some subjects, unknown to the investigator, may not have given their true perceptions 

because of failure to understand the directions. It is doubtful that any subjects delicately 

falsified their answers because of the time and effort the subjects took in completing the 

questionnaire~ The older adults preferred to look through the questionnaire carefully before 

they decided to be subjects demonstrating ttie caution_ characteristic of older adults (Gallagh~r,'. 
Thompson, & Levy, 1980). Some older adults who refused to be subjects were probably 

deterred by the bulk of the questionn~ire (it was 19 pages long because of the space needed 

for the large print) and the. CC?mplex look of the Nor:beck Social Support Questionnai~e. The 

requiremeni that they complete a written instrument may have enminated older adults who had 

arthritis, hearing or vision problems, or other functional disabilities that would hinder writing. To 

compensate for some of these potential problems ' an written materials presented to participants 

were in large print. Some of the subjects noted that th.e large print ma~e ttie questionnaire . 

easy to read. 
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5. The study setting was another !_imitation of this study. The social group setting posed 

some problems of distraction and lack of privacy during data collection. Because the subjects 

were sitting next to each other there was a possible lack of privacy as some subjects could see 

the responses of the person next to them if they wished. Subjects also made comments about 

the items on the questionnaires which may have influenced other subject's responses. Future 

research in this area might be better done by having subjects take the questionnaire home with 

them and filling it out alone. A simpler and shorter questionnaires would .have to be used. 

Another approach would be for the interviewer to obtain all information by individual interview. 

The time needed to obtain information by interview might not be much greater than what was 

needed to get data from the subjects in this study. 

6. The convenience sample limits the generalizability of the study results. Since all 

subjects were drawn from social senior citizen groups, they most likely exhibit social support 

and sense of coherence characteristics different from the general population of older adults. 

Persons who join such groups are continuing a life long pattern of socialization. Some older 

adults such as life long isolates were probably not represented in this sample .. 

lmplicatjons for Nurses 

The relationships found in this study can be used by nurses to improve their evaluation of 

the social support networks and to social support as an intervention for clients. Nurses are 

sources of direct social support for clients (Panzari.ne, 1985) by offering information, affective 

support, and aid. Nurses view social network as an area of intervention and may attempt to 

enhance the client's social support network by increasing the individual's ability to obtain social 

support or by making social support more available. A person's personal competence in 

obtaining support can be enhanced by improving communication skills and interpersonal 

relationships. Social support can be niade more available by enco!Jraging further development 

of support groups such as those already flourishing on widowhood, grieving, disease, 

retirement, and aging. Community health nurses in particular co-ordinate the social support 

resources of the community for the client. Self help groups are currently sponsored by a wide 

variety of institutions such as senior centers and church groups. Community health nurses 

might direct the client and family to support groups already available or assist in forming new · 
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groups to meet the needs of a particular groups of clients. Families can ~e helped by the 

community health nurse to understand the importance of social support in the care of the client 

and be assisted in providi~g the support the client needs. 

The normative information about the social support networks of older adults who 

participate in social groups found in this study indicates this sample may be different from the 

general population of older adults. Nurses should consider the considerable variation which 

may occur among older persons when conducting evaluations of social network. The greater 

correlation of functional than structural subscales with sense of coherence indicates the 

necessity of determining the type of support available to the client. 

Sense of coherence, according to Antonovsky (19~7) is a stable personality characteristic 

not amenable to change but there is·no evidence thus far to support his view. Interventions 

have been successful in increasing sense of internal control, a related concept (Siivinske & 

Fitch, 1987). An intervention program with older adults living in a retirement community 

successfully increased perceived control and over all functioning (Siivinske & Fitch, 1987). On 

an individual level, interventions for sense of coherence would consist of training in time 

management, behavior management, relaxation training to deal with chronic pain, 

assertiveness training, practical information on retirement preparation, bereav.ement 

preparation, preparation for institutionalization, good health habits, improving quality of life, 

managing chronic or acute disease, and stress management. 

Recommendatjons for Further Research 

. . 

1. More studies should be done on the_type of support helpful in moderating health 

outcomes for specific kinds of stress situations such as recent loss, illness, or role, change. 

2. Studies similar to that mentioned above should be done which evaluate for the 

buffering capabilities of sense of coherence. 

3. The present study should be replicated with a larger number of subjects which wo_uld 

permit the analysis of the effect of demographic variables on social support and sense of 

coherence. A more representative sample of older people including those who do not attend. 

social groups would provide more generalizable results. 
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4. The Data from this study could be subjected to further analysis. The item on the 

questionnaire which evaluates the presence of crisis in the subjects life: "Are you very upset 

right now because of a health or personal problem?" could be used in further studies. 

Differences between the group which answered "yes" and the group which answered "no" on 

this item could be examined. 

5. More longitudinal research on the effect of so~ial support, including the relationship of 

integration social support (the support provided by the individual to others) should be done 

especially with regard to the meaningfulness component of the sense of coherence scale. 

Older persons who participate in social groups, self help groups, and voluntary activities , or who 

are employed , could be compared to persons who do not participate in such groups io 

deteimine the effect of such participation on integration support and the meaningfulness 

component of the SOC. 

6. The effectiveness of self-help groups sho~ld be evaluated ·u~ing a social support 

subscale which me' asures affirmative supPc>rt. Affirmative support is the support obtained from 

peers or ·persons who have had similar experiences. Affirmative support may not be available to 

a person from his regular support group. A person '!Vho i.s .:.experiencing retirement, widowhood 

or adjustment to chronic disease may obtain affirmati.ve support from others·who have had 

similar experiences. Participants in seH help groups can be compared to individuals who ·do not 

participate in suppo~ groups to ~etermine differences in t~eir affirmative support and whether 

that support helped them to adapt to change in any measurable way.· 

7. Knowledge of the patterns of social support present in the older years and the 

. changes that occur iri those patterns with aging is needed by heaHh care workers before 

assessment and successful intervention can be undertaken. More descriptive studies to 

describe the social support networks of older aduHs such as Antonnucci's and Akiyama's (1987) 

should be undertaken to provide that kind of structural information. Longitudinal study would 
. ~ 

reveal whether changes occur in the structure of social networks of older aduHs during aging 
. ~ . . . . 

and stress. 

8. Ethnographic examination of the characteristics of successful seH-help groups should· 

be done to provide descriptive data needed for further examination of the variables affecting 

these groups and.tO provide heaHh care workers with information needed in the development 

of further groups. 
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9. An experimental design should be used to evaluate the effectiveness of the 

community health nurse as a source of social support for clients. Clients who were contacted 

by a community health nurse would be compared to those who were not contacted. 

10. Further research on the sense of coherence construct should be undertaken to 

determine its cross-cultural application and to establish the validity and reliability of the sense of 

coherence scale. 

11. Since the need for social support varies across individuals, it would be useful to 

determine whether the individual perceives that his/her social support needs are being met. A 

questionnaire which solicits information about the person's perception of the adequacy of the 

social network would be used. Norbeck's Social Support Questionnaire does not address this 

aspect of social support. 

Summary 

The findings of this study provide health care workers with greater knowledge about 

functional aspects of. a person's social support network which have impact on wellness and 
' - •' 

enable health care workers to manipulate social support in the care of older adults with greater 

specificity. Numerous studies have suggested that social support affects health· outcomes 
' . . -

indicating that more precise identification of the type of ~ocial suppo-rt which may affect the 

person's health and qu~lity of life is, now n~eded. · Research is needed to_ furthe.r evaluate the 

effect of social support on outcome and to identify the optimal patterns of social support for 

functioning of high-risk individuals. 

Current societal trends for older persons are for more home eare, le$8 institutionalization, 

and decreasing the cost of health care. Lack of social' support has beencshOwn to be a 

_ significant factor in the institutionalization of the oider adu~ ·(Wolanin, 1983), by far the most 

expensive option for care. Enhancing the quaiity of life, health_promotion, illness prevention 

and wellness are other trends which have occurred as the life span of adults· becomes healthier · 

and longer. The examination of the literature supporting the relationship of both social support 

and wellness concepts to health and well-being and the finding of a relationship in this study 

clarifies the impact of the older adults support system on wellness. The support systems of 

older adults may vary greatly and assessment should take into account individual differences. 

The functional aspects of the social network should be included in the assessment process and 
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used in social support network intervention. The data from this study also suggests that 

nurses assessment should consider functional support as well as structural support in 

determining the resources available to the client. 
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CONSENT FORM 

RELATIONSHIPS BETWEEN SOCIAL SUPPORT; 
AND WELLNESS (SENSE OF COHERENCE) 

IN OLDER PERSONS 

Principallnvestig~tor: Nancy Kapp~s Schear 
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I have been invited to participate in a research study on the . 
relationship between soci~l support and how older persons see 
their life . I understand that my participation in ·this study will help 
nurses care for older persons by increasing their understanding 
of how they cope with healt,h problems. I understand that no 
present or future physical, psychological, social, economic, legal 
or other risks are anticipated. f9r me because of my participation 
in this study. I understand that I have been invited. to .p~rticip_ate 
in this study b~cause I am 60 years old or older and attend a 
social senior citizens group. I speak English and ctm able to fill 
out a written questionaire. 

'-, 

I understand that I am_ one of about 100 people to participate in 
this study. I will participate in a group up to 30 persons in one 
session which will be 30 minutes to 1 hour long-. I will complete 
questionaires about the kind of help I get from people I know, how 
I view my life, and general information about myself. I will be 
clearly instructed on how to fill out the questionaire. I 
understand that this one session is my only involvement in this 
study. 

I understand that my name will not be on my questionaire. 
understand. that I will not be personally identified in any . 
publication/report of-the results of this study and that my name 
will not be given to anyone 'at any time for other purposes •. 

I will neither be paid nor charged anything for participating in this 
study. I understand that the Medical College of Georgia, 
Augusta, Georgia, is aware of this research study but assumes no 
obligation in connection with its implementation. I understand 
that my participation in this research is voluntary and I and can 
withdraw from the study at any time without penalty. 
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I have been read this document and it has been explained ~o me. I 
have had an opportunity to ask questions about this document 
and they have been answered to my satisfaction. I understand 
that Nancy Kappus. Schear R.N., who can be reached at 860-1066 
will answer any further questions I may have concerning this 
study. If I have any questions or concerns about the rights of 
research subjects, I may-contact Patricia Hoff, Ed.D .. School of 
Nursing, Medical College of Georgia, Augusta, Georgia.. With 
this understanding I hereby consent to participate in this study. 

Subjects Signature 

Date 

Witness' Signature , 

Principal Investigator's 
Signature 
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~ I .. II I .. • • : 

Senior Citizen Program 

Dear ____ _ 

I am a graduate student in the Community Health Nursing Program at the Medical College of 
Georgia. I am presently working on my thesis on sodal·networks'and the health of older people. 
I need subjects to provide me with data for my study. I hope you will give me permission to ·meet 
with the older people at your Senior Citizen Program and invite them to participate in my study. 

I will ask them to fill out a questionaire which should take about half an hour. That will be their 
only involvement in my study. 

I realize this may be an inconvenience to you and· the people who come to the Senior Citizen 
Program but hope that you will consider the importance of encouraging any research which 
potentially will benefit the health of older persons. · 

Enclosed please find a form letter by which you may reply. 

Sincerely yo~rs, 

(Mrs.) Nancy Kappus Schear 
Enclosure 
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Dear Mrs. Schear, 

. . ' 

I give permission for you to rec~it subjects for you·r study from the people participating in the 
Senior Citizen Program. I understand that you will make ari appointment for a time convenient to 
me and the participants at the Senior Citizen Program. I also understand that the participants 
will fill out a haH-hour long questionaire and that will be their only involvement in the study. 

Signed. ___________________ ___ 

Date _____ _ 

Approximately _____ .____.people usually attend our Senior Citizen Program 
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~ 

Number -----
To enable us to compare the results of this study with 
people from different groups and situations, we would like · 
some additional information abou·t your ba_ckground. 
Please complete the following item·s. 

I. Age __ _ 

2. -sex 
male ---female ---

3" Marital Status 
___ single, ·never married 

married. ---___ divorced or separated · 
widowed ---

4. Ethnic Background 
Asian 

-------..Black 
___ C_aucasian (White) 
___ Hispanic . 

Native American Indian ---· ___ Other (Specify) ____ _ 

5. . Religious Preference 
___ .Protestant (Specify) _____ ...;... 

Catholic ---Jewish ---__ ,..._Other (Specify) ____ _ 
None ---

6. .Participation in Religious Activities · 
Inactive ---___ .·Infrequent Participation (1-2 times a 

year) 
___ Occationa.l Participation (about 

monthly) 
___ Regular Participation (weekly) 



7. Educational Level 
What-is the highesfgrade of regular school 
that you co.mpleted? (Circle one). 

Grade School 

1 2 3 4• 5 ·6 7 8 

High School. 

9 10 11 12 

College 

13 14 15 16 

Graduate School 

. 17 18 19 20 21 22 

8. What is your approximate income level? 

___ under $5.000 per year 
..___ __ $5.000 to $1 0.000 per year 
___ $1 0.000 to $15.000 per year 
___ $20.000 to $25.000 per year 
___ over $25.000 per year · 
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9. Are you very upset right now about your health 
or a personal problem? · 

_______ no 
___ yes 



SOCIAL SUPPORT QUESTIONAIRE 

PLEASE READ ALL DIRECTIONS 
ON THIS PAGE BEFORE STARTING 

63 

. . 

Please list each significant person in your life on the left. 
Consider all the persons who provide personal support for you or 
who are important to you. · 

Use only first names or initials, and then indicate the 
relationship, as in the following example: 

Example: 
First Name or Initials Relationship 

I.-----------2. __________ _ 
3. __________ _ 
4. __________ _ 

5._~~~~~-~~-~ 
Use the following list to help you think of the people important to you, 
and list as many people as -apply in your case. 

-spouse or partner 
-family members or relatives 
-friends 
_work or school associates 
_neighbors 
_health care providers 
_counselor or therapist 
_minister/priest/rabbi 
_other 

You do not have to use all 24 spaces. Use as many spaces as you 
have important persons in your life. 

WHEN YOU HAVE FINISHED YOUR LIST, PLEASE TURN TO 
PAGE2. . 

@ 1980 by JaneS. Norbeck, D.N.Sc. 
University of California, San Francisco Revised 1984 
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For each person listed, please answer the following questions by 
writing in the number that applies. · 

O=not at all 
l=a' little 
2=moderately 
3=quite a bit 
4=a great deal 

Question 1: Question 2: 

How much does this person 
make you feel liked or loved? 

1. ________ _ 
2. ________ _ 
3. ________ _ 
4 ____________ _ 
5. _______ ~-
6. __ ___,. _____ _ 
7. ----------8. _________ _ 

9·---~------1 0. ________ ____ 
11. ____ __;,____..._ __ _ 
12. ________ _ 
13. ________ _ 
14. ______ ......,_ __ 
15 ___ ~------
16. _______ _,___ 
17. ________ _ 
18. ________ _ 
19. ________ _ 
20. ________ _ 
21. __ ..;...._ _____ _ 
22. ________ _ 
23. ________ _ 
24. ________ _ 

How much does thi·s person 
·make you feel respected· 
or admired? 

1. ________ _ 
2. ____ --..,...-~--
3. ________ _ 
4. ________ _ 
5. ________ _ 
6. ________ _ 
7. ________ _ 
8. ________ _ 
9. _________ _ 

1 0._------------
11. ____________ _ 
12. ___ ....;.._ _______ _ 
13. _____________ _ 
14. ___________ _ 
15. ___________ _ 
16. _________ ....,._... 
17. _______ _ 
18. _______ __ 
19. __________ __ 
20._-____________ _ 
21. __________ __ 
22. _________ __ 
23. ___________ _ 
24. ________ _ 

- l 



Question 3: 

How much can you confide 
in this person? . 

1. ________ _ 
2. ________ _ 
3. ________ _ 
4 _________ _ 

5·---......--------6. ________ _ 
7. ________ _ 

8·--......---------9. ______ ......__ __ 
10. ________ _ 
11. ________ _ 
12. 13.-.--------

14 .. ---------15 _______________ _ 
. 16. --------......----17. ________ _ 

18. ________ _ 

19·---......--------------. 20. ________ _ 
21. __________ _ 
22. ________ _ 
23. ________ _ 
24. ________ _ 

~ O=riot at all .. 
l=a little 

. 2=moderately 
· 3~quite.a bit 

4=a great deal 
Question 4: 
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How much dqes this person 
agree with or support your 
actions or thoughts? 

1. ______________ _ 

2---~----------3. ______________ _ 
4. _____________ _ 

5·-----......----------6. _____________ _ 
7. _ ____;, ________ ___ 

8.~------------9._. ______________ _ 
1 0. _______ __ 
11. --------12. _______ _ 
13. --------
14. 
----~---15. _______ _ 

16. __________ _ 
- 17. ------------18. _______ _ 

19. _________ _____.;. 
20. _________ _ 
21. _______ _ 
·22. _______ _ 
23. __ ......___ ____ _ 
24. _______ _ 



Question 5: 

If you needed to borrow $1 0, 
a ride to the doctor, or some 

· other immediate help, how 

O=not at all 
l=a little . . . 
2=moderate1Y.. · 
3~quite a bit 
·4~a great deal. 

Question.6: 
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If you were confined to bed 
for several- .weeks, how 

much could this person usually ~. 
help? · 

.. much could this person 
·help.you? · 

1·--~------
2. ___ ~........------
3. ________ _ 
4 __________ _ 
5. ____ ____;,.. ______ _ 
6. ________ _ 
7. __ .;.....;....._ ___ - __ 
8. ________ _ 
9. __________ _ 
1 0. _____ ____._ __ _ 

11.;__. --------12. _________ _ 
13 .. ------------14. ___________ _ 

. 15 ________ _ 
16. ' 
----~-----17. ________ _ 

18. ________ _ 
19. __ __,_ ____ _;.__ 
20. ________ ___,;,.. __ _ 
21._.;.....,_ ______ _ 
22. ________ _ 
23. ________ _ 
24. ________ _ 

1. __________ _ 
2.---------
3. 
-------'--~ 

4---------5. _______ _ 
6. ____ _......._ _____ _ 
7. _______ _ 
8.__,. _______ _ 
9. _______ _ 
tO. -------------11. _________ _ 

12~--------
, 13 .. _______ _ 

14. 1'5.--------
16. _______ _ 
17. ·--------. 18. _______ _ 
19. _______ _ 
20. ___________ ~ 
'21. -------------'22·. --------23. ___________ -:------
24. _________ _ 



Question 7: 
How long have you known 
this person? · 

1 =less than 6 months 
2=6 to 12 months 
3=1 to 2 years. 
4=2 to 5 years 
5=more than 5 years 

1. ________ _ 

2._· ---------.3. ________ _ 

4-~---------5. ________ _ 
6. ________ _ 
7. I 

---~-----8. _____ ____,_.;...___ 
9. _______ ...;..__ 
1 0. ____________ _ 
11. ________ _ 
12. _____ ____,.;...__ __ 
13. ________ _ 
14. _____ ____, __ _ 

·15~---------
16._. ---.........---------
17 . ........-___________ _ 
18. ________ _ 
19. _ ____, ______ _ 
20.;_ _________ _ 
21. _____ ____, __ _ 
22. __ ____,......_ ____ _ 
23. _ ____, ______ _ 
24. _ ____,_....._ ____ _ 
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·Question 8: 
How freq~ently do you 
u·sually hav~ c:ontact with. 
this person? (phone cans, 
visits, or letters.) 

5=daily 
4=weekly 
3=monthly 
· 2=a few times a year 
1 =Once a year or less 

1 •_.;..· ----___,..____,--
2.____, ______ ---:-
3. _ ____, ____ ____,_ 
4. _______ _ 
5. ______ ...;....___ 
6. _______ _ 

L 7._---:....------8. _______ _ 
9. ____ __...;_ __ ~ 
1 0. ______________ _ 

11·------------,----12 .. _______ _ 
13. _______ _ 
14. _______ _ 

15._· --------
16 .. __ __:.._ ________ _ 

. 17. -----------18. ___ - _______ ____, 
19. __________ _ 

. . 20. _______ ____,__,....---
21 .. -------------22._· _____________ _ 
23. _______________ _ 
24. ____ .......__ ______ _ 
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g·. During the past year, have you lost any important relationships 
due to moving, a job Ghange, divorce or separation, death, or some 
other reason? 

___ O.No 
I. Yes ---· 

IF YES: 

9a. Pl.ease indicate the number of persons from each category who 
are no longer available to you. 

___ spouse or partner 
___ .family members for relatives. 

friends ---
work or school associates ---___ . neighbors 

___ health care providers 
___ counselors or therapist 
___ minister/priest/rabbi 
___ other (specify) ___________ _ 

9b. Overall, how much of your support was provided by these people 
who are no longer available to you? · 

0. none at all ---
___ .1. a little 

2. a moderate amount __ ___; 

___ 3. quite a bit 
___ 4. a great deal 
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· N·umber --

Date ---

PERSONAL NETWORK 

First Name or Initials 

1. ________ _ 
2. ________ _ 
3. ________ _ 
'4 ---------5. ________ _ 
6. ________ _ 
7. ________ _ 
8. ________ _ 
9. ___________ __.;... __ 
1 0. ______________ _ 
11. _____ _____;,... __ 
12. _______ _ 
13. _______ _ 
14. __________ _ 
15 ______ ~-
16 .. ---------.---
17·--------
18. --------19. _________ _ 
20. _______ _ 
21. _______ _ 
22. __________ _ 
23.__.;.. ______ _ 
24. ___ __.;.. ___ _ 

Relationship 

1. _______ _ 
2. _______ _ 
3. ___ __...;.... ___ _ 
4. _______ _ 

5~--------6. _______ _ 
?. _ ___,....._ _________ _ 
8. _______ _ 
9. _______ _ 
10. _______ _ 
11. _______ ......;.. 
12. ' --------13 .. --------. 14. _______ _ 
15. __ .;_,_ ____ _ 
16. _______ _ 
17. --------
18.---------19. _________ _ 
20. _______ _ 
21. _______ _ 
22. _______ _ 
'23. --------24. _______ _ 
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ORIENTATION TO LIFE QUES.TIONAIRE 

Here is a series of questions relating to various aspects of 
our lives. Each question has sev~n possible answers. 
Please mark the number which .expresses your an$wer, 
with numbers 1and 7 being the extreme answers. If the 
words under 1 are right for you circle 1; If the words under 
7 are right for you, circle 7. If you feel differently, circle 
the numl;ler which best expresses your feeling. Please 

· give only one answer to each question. 

I. When you talk to people, do you have the feeling that 
they don't und.erstand you? 

I 2 
never have 
this feeling 

3 4 5 6 7 
always 
have 
this 
feeling 

2. In the past, when you·had to do something which 
depended upon ·cooperation with others, did you have the 
feeling that it: · 

I 2 
surely wouldn't 
get done 

3 4 5 6 7 
surely would · 
get done 

3. Think of the.people with whom _you.come into contact 
daily, aside from the ones to whom you feel closest. How well 
do you know ITIOSt of them? _ - · -

I 2 · 3 4 
you feel that 
they're strangers 

6 7 
you know 
them 
very well 



71 

4. Do you have the feeling that you don't really care about 
what goes on around you?· 

I . 2 
very seldom 
or never 

3 

.,, 

4 5 6 7 
very 
often 

. 5. Has it- happened in the past that you were .surprised ·by 
the behavior of people whom you thought you knew well? 

never I 

happened 

2 3 4 5 6 7 
always 
happened 

6. Has it happened that people whom you counted on 
disappointed you? 

never 
· happened 

7. Life is:· 

I 
full of 
interest 

2 

2' 

3 4 ' 

3 4 

8. Until now your life has had: 

I 2 
no clear 
goals or 
purpose at 
all 

3 4 

5 

5 

5 

6 7 
always 
happened 

6 7 
completely 
routine 

6 . 7 
very clear. 
goals and 
purposes 
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. . 

9. Do you have the feeling· that you're being treated·-
unfairly? · 

I 2 3 4 
very often 

10. In the past ten years your life ha~ been: 

I 2 3 
full of changes 
without your 
knowing what will 
happen next 

4 - 5 

··6· 1 · · 
very seldom 
or never 

6 7 
completely 
consistent 
arid clear 

II. Most of the things yo·u do in the future will probably be: 

I 2 
completely 
facinating 

3 4 5 6 7 
deadly 
boring 

12. Do you have the feeling that you are in an unfamiliar 
situation and don't know what to do? 

I 2- 3 4 5 
very often 

13. What ·best describes how you see life: 

I 2 
one can always 

find a solution 
to painful things 
in life 

3 4 5 

6 7. 
very seldom 
or never 

6 7 
there is no· 
solution to 
to painful 
things in life 
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14. When you think about your life, you very often: 

I 2 
feel how good it 
is to be alive 

3 4 5 6 7 
ask yourself 
why you 
exist 
at all 

15. When you face a difficult problem, the choice of a solution. 
is: · · 

I 2 
always confusing 

. and hard to find 

3 4 5 

16. Doing the things you do every day is: 

I 2 
a source of 
deep pleasure 
and satisfaction 

3 4 5 

17. Your life in the future will probably be: 

I 2 
full of changes 
without your 
knowing what 
will happen next 

3 4 5 

6 7 
always 
completely 
clear 

6 7 
a source of 

pain and 
boredom 

'6 ., 
completely 
consistent 
and clear 
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18. When something unpleasan.t happened in the past your 
tendency was: 

1. 2 
"to eat yourself 
up" about it 

3 4 5 6 7 
to .say "ok, 
that's 
that, I 
have to live 
with it," and 
goon 

19. Do you have very mixed-up feelings and ideas? 

I 2 3 4 
very often 

5 6 7 
very seldom 
or never 

20. When you do something that gives you a good feeling: 

I 2 
it's certain that 
you'll go on 
feeling·good 

3 4 5 6 .. 7 
it's certain 
that 
something 
will happen 
to 
spoil the 
feeling 

21. Does it happen that you have feelings inside you would 
rather not feel? 

I . 2 3 4 
very often 

·5 6 1· 
ve.ry seldom 
or never 
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22. You anticipate that your personal life in the future will be: 

I 2 
totally without 
meaning or· 

. purpose 

3 4 5 6 7 
full of 
meaning or 
purpose 

23. Do you think that there will always be people whom you'll 
be able to count on in the future? 

I 2 
you're certain 
there will be 

3 4 5 6 7 
you doubt 
there will 
be 

24. Does it happen that you have the feeling that you do·n•t 
know exctly what's about to happen? 

I 2 3 4 
very often 

5 6 7 
very seldom 
or never 

25. Many _people-even those with a strong 
character-sometimes feel like losers in certain situations. 
How often have you felt this way in the past? 

2 3 4 5 6. 1 
never very often 

26. When something happened, have you generally found 
that: 

I· 
you over
estimated 
or under-

. estimated 

2 

its importance 

3 4 5 6 7 
you saw 
things in 
the right 
porpo.rtion 
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27. When you think of difficulties you are likely to face in 
. important aspects of your life, do you have the feeling that: 

. I . 2 
you will always 
succeed in over
coming the 
difficulties 

3 4 5 6 7 
you won't 
succeed in 

overcoming 
the 

difficulties 

28 How often do you have the feeling that there's little 
meaning in the things you·do in your daily life? 

I 2 3 4 
very often 

5 6 7 
very seldom 
or never 

29. H.ow often do you have feelings that you're not sure you 
can keep under control? 

I . 2 3 4 
very often 

5 '6 7 
very seldom 
or never 
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November 6, 1987 

Nancy Kappus Schear, B.S., R.N. 
Community Nursing 
School of Nursing 
Medical College of Georgia 
Campus 

7~ 
Medical College of Georgia 

_Augusta, Georgia 30912-0059 

Office of Grants and Contracts 

RE: PROJECT TITLE - THE RELATIONSHIP:BETWEEN SOQIAL SUPPORT 
(AID f AFFECTIVE, AND A"FFECTIVE) AND SENSE OF COH~RENCE IN OLDER 
PERSONS 

APPROVAL DATE - November 6, 1987 

FILE ~0. 87-11-91 

Dear Ms. Schear: 

The HUMAN ASSURANCE COMMITTEE has reviewed and approved the 
above refer.enced project by expedited procedure in accordance 
with the DHHS policy and the institutional assurance on file 
with the DHHS. 

' '. . 
orge s. Schuster, PHD. 

Chairman 
HUMAN ASSURANCE COMMITTEE 

jms 

An Affirmative Action I Equal Opportunity Institution . A unit of the University System of Georgia . 
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PURPOSE: Sociafsupport and wellness have been identified as personal characteristips that 
have an impact on how well a person copes with disease, and as areas in need of research by 
persons interested in enhancing health in the elderly. Social support has been defined as 
containing functional (the meaning and form of the support) and structural (size, homogeneity, 
and stability of the social network) components. The delimitation with greater precision of the 
effect of type of functional social support on health has in particular been identified as· an area 
where further research is warranted. The results of the study will assist health care workers in. 
understanding how type of social support affects perceptions of wellness in elderly persons 
and will provide normative data on social support. and well ness in elderly persons. 

SPECIFIC AIMS: The purpose of the. study is to investigage the effect of three types of 
functional social support (aid, affect.ive and affirmative), on wellness (sense of coherence) in 
elderly persons at community senior citizen sites in the Augusta area. 

STUDY DESIGN: Social support will be meastJred with the aid, affective and ~ffirmative 
subscales of the Norbeck Social Support Scale (Norbeck, 1981). Wellness will be measured 
using Antonovsky's Sense of Coherence Scale (Antonovsky, 1987). Demographic 
characteristics and socio-economic status will be obtained by a questionnaire. Approximately 
50 persons over the age of 60 will be administered the questionnaire packet containing the 
Norbeck Social Suppo(i.Scale (Norbeck,' 1981), Antonovsky's Sense of Coherence Scale 
(Antonovsky, 1987) and a demographic questionnaire. Pearson product moment correlations 
for pairs of the following variables will be computed: the aid support· subscale, the affective 
support subscale, the affirmative support subscale, with the compo$it score from the short form 
of the Sense of Coherence Scale (Antonf:)vsky, 1987). 

HUMAN SUBJECTS: 
SUBJECT POPULATION: The sample will consist of 50-persons aged 60 or over at 

community senior citizen sites who are able to complete a written questionnaire and who speak 
E.nglish. Sites will be selected to cover a broad range of socio-economic and racial background. 
Persons recruited for th·e study vvill be attending a community social activity at a senior citizen's 
center. · 

RECRUITMENT AND CONSENT PROCEDURES: The investigatoi will request 
permission from the director of the senior citizen site to solicit subjects and arrange a time to visit 
the site. At the time of the visit, the investigator will describe to the persons gathered at the site 
the purpose and nature of the research study. Characteristics required for the participants will 
be enumerated. The confidentiality and anonymity of the subjects responses will be 
de$Cribed. The investigator will explain to the participants that their involvement in ·the study 
will consist of a one time, one half to one hour ~ession. The investigator will then invite those 
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who wish to participate to assemble in another room (if available). If another room is not available, 
other arrangements will be made to allow participants free choice in choosing to be subjects in 
this study by asking them to gather at a separate location in the room. In some settings, it may 
be necessary tQ make appointments with participants. Those who choose to participate will be 
read the consent form aloud by the investigator. The subjects right to consent or refuse to 
participate without penalty will again be explained. The investigator will ask if the participants 
have ~ny questions. Those who wish to participate will sign the consent form. The investigator · 
will present detailed instructions on completing the written questionnaires. The participants will 
then be invited to ask questions about filling out the questionnaire. The participants will 
complete the questionnaire. Anonymity will be maintained by omitting the subjects name ~r any 
other identifying data from the questionnaire. 

POTENTIAL RISKS: No potential risks of any kind .for the subjects are anticipated as a 
result participation in this study. 

MIMIMIZATION OF RISKS: No risks are anticipated. 

POTENTIAL BENEFITS: No potential direct benefits to the participants are anticipated. 
Health care for the elderly increasingly involves the health professionals use and manipulation 
of the persons social s1.,1pport system. The results of this study may provide health 
professionals with useful information as to what kinds of social support are most beneficial to the 
elderly person's well-being. 

BALANCE OF RISKS AND BENEFITS: Not applicable. 
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REQUEST FOR REVIEW OF RES_EARCH PROPOSAL INVOLVING HUMAN SUBJECTS 

INSTRUCTIONS 

All research Involving human subjects done at MCG, or by MCG Investigators, must be 
reviewed by the Human Assurance Committee (HAC). The HAC meets on the fourth Monday 
of each month. Protocols must" be received no later than the FIRST MONDAY OF EACH MONTH 
to allow distribution to reviewers. Protocols to any funding source should carry a letter of 
approval from the HAC. OHHS will not consider any proposals for human studies unless an 
approval letter accompanies the application or arrives at OHHS within the next 60 ·days. 

To obtain HAC review, send to OFFICE OF GRANTS & CONTRACTt; ,Ml30 the original 
and tour copies of: · 

1) this form (HAC 10 1-81) 
2) your Description of Research Propo-sal (Instructions appended; HAC-102-81) 
J) your Informed Consent Documents, (Instructions appended; HAC-103-81) 

If applicable, also send five copies of: 
- If) Investigational Drug Information Sheet, (HAC-104-81) 

S).lnvestlgatlonal Device lnformaUon Sheet, (HAC-105-81) · · 
V.A. Patients: All protocols Involving V.A. patients must be approved by the V.A. Research 
and Development 'committee. If use of V.A. patients Is conteniplated, send five copies of this 
proposal to V.A. Medical Research Service (15.1), Room SB-14~o Indicate whether this has 
been done: ( ) yes ( ) no~ i 

DATE lg-22-87 

TITLE OF PROJECT The zyj ati onshi p ·between social 51 ,Prort 
affective) and sense of coherence in older -persons 

PRINCIPAL INVESTIGATOR Nancy Kanm1s Schear B. S· R, N. 

DEPARTMENT ecfumm;-pr bbms;ing . 

<aid 
' 

affec+iue and 
' 

(DEGREE) 

MAIUNG ADDRESS ELEPHONE -.oiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii!iiiiiii--------
PARTICIPATING INVESTIGATORS ~wit~ degree and departments) _________ _ 

. · .. 

.. 

STATUS OF PRINCIPAL INVESTIGATOR (circle) Faculty/Post-Doctorai/Graduate/Undergraduat~/ 

·oth~'----------------------------------~-------------------------------. ' . ' 
. FACULTY- SPONSOR (For Student Protocols) Patricia lbff Ed. D. 

------------~------~------------------GRAt!_f INFORMATION: · '· ~ . 

Supporting Agency ----·-----------------------------~
Grant or Contract • -----·------------------------------

G~~TH~m~r~~ntf~ma~,v~-----------------------------------~ 

• I I 

Principal Investigator (if dlfferer:t from above) ------------------------

11 subcontract, or If MCG is collaooratlng Institution, give. primary Institution and Principal 

Investigator·---------------------------------------

SiTE OF INVESTIGATION ( ) MCG; ( ) V.A. HOSPITAL; ( ) OTHER (see Instructions) 

STARTING DATE OF PROJECT ~cember 1 2 1987 

HAC FORM 101 

revised 10/86 

DURATION OF PROJECT 8 weeks 

Page ·1 Of 15 

( 
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NSSQ Scorlna lnstructlc 

1' 
. . 

. 
I 

·,. P1g1 

APPENDIX A 

Request Form 

I request permission to copy the Norbeck Social Support Questionnaire (NSSQ) for use In research In a stuc 

entitled: 

~J -

I VI -\ \tte e.\ J.Pv·\~ 

In exchange for this permission, I agree to submit to Dr. Norbeck a copy of the one-page scoring sheet fo 
each subject tested. These data will be used to establish a broad normative database for the ipstrument for clinic; 
and non-clinical populations. Aside from use in the pooled data bank, :no other use will be ~ade of the data sub 

mitted. Credit will be given to me in reports ~f normative statisti~s that: make use of theidata I submitted fo 

pooled analyses. 

•'. 

I 

/ 
Position and 

Full Address 

(Signature) 

q-?,'-\- ~ J 
(Date) 

\ 
\ 

\ 

( ~ v <>-duo.\- e c; i v ,),p "'-\-
1 
( o w '"' v ,,-,4 '-{ ~,,,! . 

of Investigator: -~.-.......~'+-....a..;:~f-F-~:;..._-~..:.....::~....;..;...J------

I 

\ 

Permission is hereby granted to· copy the NSSQ for use in the research described above. 
0 ' , • 

\ Jane s. Rlnr·npr 

/0 I I I J'7 
r I (Date) 

Please send two signed copies of this form to: 
JaneS. Norbeck, D.N.S~. 

Department of Mental Health and Community Nursing 
University of ~lif~rnia, San Francisco 

NSOS-Y 
. San Francisco, California 94143 

·.I -·· 

i 

' 

. 
I. .. . 




