
THE RELATIONSHIP OF LIFE SATISFACTION TO
PERCEIVED NEED FOR PSYCHOSOCIAL SUPPORT.

Item Type text; Thesis-Reproduction (electronic)

Authors Dickinson, Donna C.

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:36:03

Link to Item http://hdl.handle.net/10150/274904

http://hdl.handle.net/10150/274904


INFORMATION TO USERS 

This reproduction was made from a copy of a document sent to us for microfilming. 
While the most advanced technology has been used to photograph and reproduce 
this document, the quality of the reproduction is heavily dependent upon the 
quality of the material submitted. 

The following explanation of techniques is provided to help clarify markings or 
notations which may appear on this reproduction. 

1.The sign or "target" for pages apparently lacking from the document 
photographed is "Missing Page(s)". If it was possible to obtain the missing 
page(s) or section, they are spliced into the film along with adjacent pages. This 
may have necessitated cutting through an image and duplicating adjacent pages 
to assure complete continuity. 

2. When an image on the film is obliterated with a round black mark, it is an 
indication of either blurred copy because of movement during exposure, 
duplicate copy, or copyrighted materials that should not have been filmed. For 
blurred pages, a good image of the page can be found in the adjacent frame. If 
copyrighted materials were deleted, a target note will appear listing the pages in 
the adjacent frame. 

3. When a map, drawing or chart, etc., is part of the material being photographed, 
a definite method of "sectioning" the material has been followed. It is 
customary to begin filming at the upper left hand corner of a large sheet and to 
continue from left to right in equal sections with small overlaps. If necessary, 
sectioning is continued again—beginning below the first row and continuing on 
until complete. 

4. For illustrations that cannot be satisfactorily reproduced by xerographic 
means, photographic prints can be purchased at additional cost and inserted 
into your xerographic copy. These prints are available upon request from the 
Dissertations Customer Services Department. 

5. Some pages in any document may have indistinct print. In all cases the best 
available copy has been filmed. 

University 
Micrcxilms 

International 
300 N. Zeeb Road 
Ann Arbor, Ml 48106 





1322069 

DICKINSON, DONNA C. 

THE RELATIONSHIP OF LIFE SATISFACTION TO PERCEIVED NEED FOR 
PSYCHOSOCIAL SUPPORT 

THE UNIVERSITY OF ARIZONA M.S. 1983 

University 
Microfilms 

International 300 N. Zeeb Road, Ann Arbor. MI 48106 





THE RELATIONSHIP OF LIFE SATISFACTION 

TO PERCEIVED NEED FOR PSYCHOSOCIAL SUPPORT 

by 

Donna C. Dickinson 

A Thesis Submitted to the Faculty of the 

College of Nursing 

In Partial Fulfillment of the Requirements 
For the Degree of 

MASTER OF SCIENCE 
WITH A MAJOR IN NURSING 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1983 



STATEMENT BY AUTHOR 

This thesis has been submitted in partial fulfillment of 
requirements for an advanced degree at The University of Arizona 
and is deposited in the University Library to be made available to 
borrowers under rules of the Library. 

Brief quotations from this thesis are allowable without 
special permission, provided that accurate acknowledgement of 
source is made. Requests for permission for extended quotation 
from or reproduction of this manuscript in whole or in part may be 
granted by the head of the major department of the Dean of the 
Graduate College when in his judgement the proposed use of the 
material is in the interests of scholarship. In all other in
stances, however, permission must be obtained from the author. 

SIGNED 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below. 

Dr. Joyce Verran 



ACKNOWLEDGEMENTS 

I wish to express my appreciation to the following individuals 
for their assistance and support: 

To the members of my Thesis Committee, Dr. Joyce Verran, 
Chairman, Dr. Suzanne Van Ort, and Patricia King. 

To the nursing staff of the involved units for their interest 
and assistance duringthe data collection process. 

To the 40 patients who consented to participate in this study, 
sharing their time and their thoughts, during a stressful period of 
their lives. 

Finally, to my husband Bill and my sons John and Mark, the 
significant others in my life, for their encouragement during the 
entire project. 

i i i 



TABLE OF CONTENTS 

LIST OF TABLES 

LIST OF ILLUSTRATIONS 

ABSTRACT 

CHAPTER 

1. INIRpqqQIIQN 1 

Statement of tRe' Problem 2 
Significance of the Problem 2 
Purpose 4 

2. CONCEPTUAL FRAMEWORK 5 

Socioeconomic Status 8 
Health 9 
Social Interaction 11 
Life Satisfaction 14 
Priority for Psychosocial Support 14 
Variables Unrelated to Life Satisfaction 15 

3. METHODOLOGY 18 

Research Questions 18 
Instrumentation 19 

Priority for Psychosocial Support 19 
Socioeconomic Status 21 
Health Status 22 
Social Interaction 23 
Life Satisfaction 23 

Demographic Data 24 
Study Design 24 

Setting 25 
Human Subjects Review .25 
Sample 26 
Pilot Study.. 26 

iv 



V 

CHAPTER Page 

3. METHODOLOGY (Continued) 

Data Collection Procedures 26 
Data Analysis 27 
Limitations 28 

Summary 28 

4. PRESENTATION OF ANALYSIS OF DATA 30 

Characteristics of the Sample 30 
Population Scoring on the Measures 32 
Data Analyses Related to Study Model 36 
Summary 39 

5. DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 40 

Sources of Error 41 
Specification Error 41 
Measurement Error 42 
Subject Error 43 

Conclusions from the Findings 43 
Recommendations for Future Research 45 
Implications for Nursing Practice 45 
Summary 47 

APPENDIX 

A: PRIORITY FOR PSYCHOSOCIAL SUPPORT 
FROM NURSES 48 

B: GREEN'S INDEX OF SOCIO
ECONOMIC STATUS 53 

C: PERCEIVED HEALTH STATUS 55 

D: LEVEL OF SOCIAL INTERACTION 59 

E: LIFE SATISFACTION INDEX-A 61 

F: PATIENT CONSENT, INSTITUTIONAL 
APPROVAL AND HUMAN SUBJECT'S 
APPROVAL 64 

REFERENCES 68 



\ 

LIST OF TABLES 

Table Page 

1 Definitions 17 

2 Measurement Tools 20 

3 Demographic Characteristics of 
the Sample 31 

4 Diagnostic Categories of the 
Sample 33 

5 Mean Scores by Subscale of the 
Nursing Care Priority Scale 34 

6 Psychosocial Subscale: Mean 
Scores 35 

7 Population Scoring for SES, 
SPH, SI, LSI-A ,....37 

vi 



LIST OF ILLUSTRATIONS 

Figure Page 

1 Conceptual Model: Variables 
Related to Perceived Need 
for Psychosocial Support 7 

2 Empirical Model 38 

v i i  



ABSTRACT 

Patient characteristics and situational characteristics which 

alter a patient's perceived need for nursing psychosocial support 

were studied. The purpose of this study was to determine if the 

following specific variables altered a patient's perception of priority 

for psychosocial support: socioeconomic status, level of social inter

action, self-perceived health, and life satisfaction. 

Forty patients between the ages of 61 and 87 assigned to two 

medical-surgical units comprised the sample population. Data were 

collected using indices for the priority of nursing psychosocial sup

port, socioeconomic status, level of social interaction, self-perceived 

health and life satisfaction. Stepwise multiple regression was the 

method of statistical analysis utilized. 

No relationship between any of the independent variables was 

found to the final variable of perceived need for psychosocial support. 

Age was negatively associated with perceived need for psychosocial 

support. 

v i i i  



CHAPTER 1 

INTRODUCTION 

The nursing process is "Basically, ... .an amplification and 

application of the problem-solving process to the task of nursing care 

of patients" (Brodt, 1978:256). Assessment of patient need, planning 

for nursing care, evaluation of the patient's response to the care 

plan and the reassessment of need are accomplished in a comprehensive 

and systematic manner when "a detailed taxonomy of patient need is 

"employed" (Brodt, 1978:257). Nursing curricula and texts have focused 

significant attention on the importance of human and psychosocial 

needs of clients with physical illness and have traditionally used 

Maslow's hierarchy of human needs as a taxonomy for evaluating needs 

of the psychological realm (Brodt, 1978; Beland, Passos, 1981:79; 

Roberts, 1976). Murray describes the importance of considering human 

needs and psychosocial support of the patient as follows: 

An individual enters the health care system with 

an entire range of psychological, social and emo

tional needs. If these factors are not taken 

into account when developing plans of care, the 

medical or nursing regimen may be hampered or 

totally disregarded (Murray, 1980:200). 

1 
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A 1972 study by White, however, raised the issue of the wide 

divergence between patients and nurses in rating the importance of 

nursing activities involving psychosocial aspects of care with patients 

ranking such activity as being less important (White, 1972:12). Her 

conclusion regarding psychosocial support was that the nurse's respon

sibility for the psychosocial needs of many patients will be performed 

satisfactorily if she ensures that (1) needed physical care is admin

istered readily and cheerfully, and (2) the patient's anxiety is reduced 

to a minimum by keeping him informed (White, 1972:12). In other words, 

a blanket approach to the provision of psychosocial support for all 

.hospitalized patients may be unnecessary .and ineffective. 

Statement of the Problem 

Although human needs and psychosocial support must be considered 

in developing plans of patient care, a client's needs for such care 

are likely to be as varied and unique as are his needs for physical 

care. The problem for nursing then, becomes that of identifying those 

factors which suggest an increased patient need for psychosocial sup

port from nurses. This will allow nursing care to be planned and pro

vided in a more effective and individualized manner. 

Significance of the Problem 

The 1980 document, Nursing, a Social Policy Statement, published 

by the American Nurses' Association, emphasized the fact that nursing 

is more than the diagnosis and treatment of a health problem. The task 

force responsible for the Social Policy Statement considered nursing to 
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be the "diagnosis and treatment of human responses to actual or poten

tial health problems" (Barnard, 1983:4). Barnard, a member of this 

task force, indicated that although those human responses to health 

problems are a major focus of nursing practice, the knowledge base to 

support nursing's claim to such practice has yet to be defined 

(Barnard, 1983:4). This study, in identifying factors which alter a 

patient's perception of need for psychosocial support, will be an ini

tial step in the process of defining human responses to health problems. 

Describing the hospitalized patient's need for psychosocial 

support from nurses is considered to be the most significant reason for 

conducting this study. The economic reasons for pursuing this study 

are also worthy of note. Ginzberg in Future Encounters in Health Care 

a 1980 National League of Nursing publication, considered it an error 

for nursing to talk about unmet psychological needs of people and to 

expect that it (nursing) will be able to respond. As a professor of 

Economics and Human Resources at Columbia University in New York, 

he is concerned that the sum total of new dollars which must pay for 

nursing care is starting to be severely controlled and restricted 

(Ginzberg, 1980:12). He relates this restriction of funds available 

for health care to the impossibility of using these limited funds to 

"buy all the psychological support that the American public needs and 

wants" (Ginzberg, 1980:16). 

As Ginzberg predicted, the attitude of cost effectiveness is pre

vailing in health care today, resulting frequently in decreased nursing 

manpower in acute health care institutions. In addition, the technical 

aspects of nursing are becoming more complex and time consuming. These 
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trends result in decreased nursing time for individual patients. In 

order to provide psychosocial support to those clients who are truly 

in need of it, the identification of factors which indicate a client's 

increased need for psychosocial support is even more crucial. 

Purpose of the Study 

The purpose of this study is to identify what patient or situa

tional characteristics lead the elderly patient to place a higher or 

lower priority rating on psychosocial support from nurses. Specifi

cally, the relationships between the following patient or situational 

characteristics and his priority for psychosocial support will be 

investigated: 

1. Socioeconomic status 

2. Health status 

3. Level of social interaction 

4. Overall life satisfaction 

In summary, this study is proposed to investigate factors which 

alter a client's perception of priority for psychosocial support from 

nurses. This is to be considered an initial step in the process of 

defining human responses to health problems and toward an empirical 

assessment of the concept of the hospitalized patient's need for 

psychosocial support. 



CHAPTER 2 

CONCEPTUAL FRAMEWORK 

This chapter will consist of an overview of the conceptual 

framework for the study. A description of the proposed relationship 

of the independent variables of socioeconomic status, health status, 

level of social interaction and life satisfaction to the dependent 

variable of patient priority for psychosocial support will be pre

sented. The relationship of these variables as concluded by previous 

studies, a description of the dimensions of these variables as 

previously studied and the definitions of the variables as they are 

to be utilized in this study will be discussed. The rationale for the 

exclusion of variables which would appear to be related to this study 

will also be presented. Validity links will be discussed in Chapter 3, 

Methodology. 

It is suggested that a patient's decreased subjective sense of 

well-being (life satisfaction) relates to that patient's increased 

perceived need for psychosocial support from nurses. Traditionally, 

nurses have incorporated the three major variables affecting life satis

faction (socioeconomic status, health status and social support) when 

assessing and planning for patient care. Experienced nurses recognize 

that patients whose illnesses are responsible for overwhelming financial 

burdens, who are deemed to be critically or life threateningly ill, or 

5 
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who have few social resources for emotional support can be expected to 

be in need of more support during hospitalization. Roberts describes 

the adult or aged patient as dealing with both internal and external 

stresses during illness,"Internal stressors are usually related to bio

logical alteration in integrity" (Roberts, 1978:106) and are greater in 

intensity as the patient's perception of health decreases. External 

stressors are those associated with loss such as a job or financial 

security, as in forced retirement or the loss of social role (interac

tion). These stressors which are described by Roberts as being increas

ed during illness are comparable to the variables affecting life 

satisfaction. Roberts also views nursing intervention in terms of 

communication with the patient and assessment of resources available to 

alleviate stress as being an important aspect of nursing care. 

Figure 1 is a model of the conceptual framework for the 

variables expected to be related to the elderly patient's perceived 

need for psychosocial support from nurses. As indicated by the model, 

the literature review for this study supports a positive relationship 

between the lack of stress in terms of socioeconomic status, health and 

social interation to life satisfaction. Life satisfaction is in turn 

predicted to be negatively related to a patient's perceived need for 

psychosocial support as indicated by the dotted line in Figure 1. This 

need for psychosocial support is expected to apply to the hospitalized 

elderly patient's need for such support from the nurses who are pro

viding his physical care. 

During the past 25 years numerous studies have accumulated re

garding the influence of selected variables upon life satisfaction. 
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Findings repeatedly indicate that socioeconomic status, health and 

activity or social interaction are significantly related to life 

satisfaction (Edwards & Klemmock, 1973; Havighurst, Neugartin, and 

Tobin, 1968; Lemon, Bengston and Peterson, 1972; Spreitzer and 

Snyder, 1974). In a 1978 review article of 30 years of research on 

life satisfaction and morale of older Americans, Larson describes 

support for these relationships and concludes that reported well-being 

is most strongly related to health, followed by socioeconomic status 

and social interaction (Larson, 1978:110). 

Socioeconomic Status 

Socioeconomic status as assessed by income, education and occu

pation has consistently been shown to be associated with life satis

faction. Major studies reflecting this relationship are those of 

Edwards and Klemmack (1973), and Spreitzer and Snyder (1973). 

Edwards and Klemmack's study examined the relationship of 22 

variables grouped into six categories to life satisfaction in an 

attempt to isolate the most efficient predictors of satisfaction. They 

introduced control variables to provide more meaningful results. The 

sample population (n = 507) was a representative sample of males and 

females 45-65 years of age and 65 years and older of residents in a 

Virginia four-county area. Pearson product-moment correlations were 

run to establish the general relationships between the independent 

variables and life satisfaction. Correlations between the independent 

and dependent variables were also derived while holding the socio

economic variables as controls. Finally, standardized partial beta 
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coefficients were computed to provide a measure of the relative con

tribution of each predictor in accounting for life satisfaction. 

Socioeconomic status was assessed by the consideration of education, 

total family income and occupational prestige as coded by the Duncan 

Scale (1961). The authors conclude that the primary determinant of 

life satisfaction is socioeconomic status, especially family income 

(Edwards, Klemmack, 1973:500). 

Spreitzer and Snyder's study (1973), based upon data drawn from 

the National Data Program for the Social Sciences, represents a cross-

sectional sample of the United States population 18 years of age or 

older living in noninstitutional arrangements. Education, occupation, 

and a socioeconomic index were assessed to evaluate socioeconomic 

status. Their findings substantiated earlier studies in demonstrating 

the importance of financial adequacy as predictors of life satisfaction 

(Spreitzer, Snyder, 1973:454). 

For the purposes of this study, SES will be defined as the 

status of an individual based on the variables of education, total 

family income and occupation. These variables were chosen because they 

were demonstrated to be significant in Edward's and Klemmack's study 

even following the introduction of control variables. 

Health 

Earlier research which supports the relationship of health to 

life satisfaction includes the work of Edwards and Klemmack (1973), 

Larson (1974), Spreitzer and Snyder (1974) and Cutler (1973). 
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Edwards and Klemmack assessed health status by asking the ques

tion "Would you say your health is good, average or poor?" (Edwards, 

Klemmack, 1973:499). Information on the number of ailments experienced 

by the respondents in the past month and past year was also included in 

this assessment. Their conclusion was that "perceived health had a 

substantial positive relationship (to life satisfaction) . . . which was 

independent of the effect of any and all of the remaining variables" 

(Edwards, Klemmack, 1973:500). 

Palmore and Luikart used a self-rated health measure and a 

measure of performance status based upon a physician's medical exam, 

history and laboratory tests to evaluate health in a study of 502 per

sons aged 45-69 (Palmore, Luikart, 1972:69). These researchers found 

self-rated health to be the predominant variable related to life satis

faction (Edwards, Klemmack, 1973:500). 

Spreitzer and Snyder assessed self-rated health by a single 

question asking respondents to indicate whether their health was excel

lent, good, fair, or poor. They conclude, following a 1974 study 

(N = 1547), that self-assessed health and economic sufficiency were the 

strongest predictors of life satisfaction particularly for those over 

the age of 65 (Spreitzer, Snyder, 1974:157). 

Cutler also assessed health with a single question regarding 

subjective health. The author's conclusion is similar to Spreitzer's 

and Snyder's in suggesting that "high status and better health are 

associated with higher life satisfaction" (Cutler, 1973:98). 

A 1981 article by Smith clarifies the issue of health assessment 

for research purposes. Smith describes four models of health based upon 
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a literature review searching for the most fundamental concepts of 

health. The simplest and narrowest is the clinical model wherein 

health is viewed as the "absence of signs and symptoms of derangement 

within the physiological system. Illness constitutes signs and symp

toms of disease ..." (Smith, 1981:47). The second model is based 

upon health as role performance. This model is broader in that it 

visualizes health to include social relationships and functions. The 

last two models are more expansive with the third, the adaptive model 

including an individual's ability to adjust to changing circumstances 

through growth and creativity. The last model, the eudaimonistic 

model, includes the three earlier models and the concept of self-

actualization and fulfillment. Clearly the last two models would 

present extreme measurement difficulties in a research study, however, 

a combination of the first and second, the clinical and role perfor

mance model, would justify inclusion in any consideration of health 

assessment. For the purposes of this study health status will be 

defined as a composite of self-rated health and the physical capacity 

to carry out activities of daily living. 

Social Interaction 

Previous research studies regarding the importance of the rela

tionship of social interaction or social participation to life satis

faction originated to test the activity theory of aging, a theory 

implicit in gerontological literature. This theory implies a positive 

relationship between activity and life satisfaction (Lemon, Bengston, 

Peterson, 1972). Maddox describes this relationship to be based upon 
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the assumption that" , . . the social self emerges and is sustained in 

a most basic way through interaction with others . . . (conversely) 

structural constraints which limit or deny contacts with the environ

ment tend to be demoralizing and alienating" (Maddox, 1963 in Lemon, 

Bengston, Peterson, 1972:511). Results of a study by Lemon, Bengston, 

and Peterson designed to test the activity theory of aging indicate 

that for the three variables studied, informal, formal, (group or 

organizational activity) and solitary activity only informal activity 

or social activity with friends was in any way related to life 

satisfaction. The use of the specification variables of age, sex, 

marital status, and employment status did not change the initial 

findings of the total sample (Lemon, Bengston, Peterson, 1972:522). 

Although the sample number was large (411 subjects) one must consider 

the fact that the subjects were very similar in social class, marital 

status, religion and race. Thirty-nine percent of the sample were 

between the ages of 52 and 64, 46% between the ages of 65 and 75, and 

15% were over 75 years of age. 

A 1972 study by Pi hiblad and Adams concluded that there was a 

positive relationship between social participation and life satisfaction 

for a sample of 1,551 noninstitutionalized married or widowed elderly 

persons randomly selected from sixty-four small towns of Missouri. 

This study did not control for the variables of socioeconomic status 

or health which have been demonstrated to be significant in other 

studies of life satisfaction. 

Two studies regarding voluntary association participation and 

life satisfaction by Cutler, and Bull and Aucoin in 1973 and 1975 
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respectively, indicated that the relationship of voluntary association 

participation to life satisfaction is small and nonsignificant when 

health and socioeconomic status are held constant. Samples for both 

studies were randomly selected and included only elderly persons aged 

65 or over. 

A 1972 study by Smith and Lipman took the interesting approach 

of examining the relationship between the independent variables of con

straint, length of residence, and social interaction on the dependent 

variable of life satisfaction. (Constraint was defined as 

a lowered physical capacity for self-care, or as financial con

straint.) The authors found constraint or freedom from constraint . 

to be a major factor in life satisfaction. They also found social 

interaction to be influenced by length of residence with those re

siding longer in a location more likely to be interacting with peers 

than newer residents. Interestingly enough there was no significant 

relationship between social interaction and life satisfaction for any 

of the unconstrained respondents. Among the constrained respondents 

socially active persons were more likely to be satisfied than those who 

were not active. Informal activity then, or informal activity with 

friends may be even more strongly related to life satisfaction when 

physical or financial constraint is present as is frequently the case 

with illness. These findings support the conceptual framework of the 

present study which suggests a positive relationship between social 

interaction and life satisfaction. 

Edwards and Klemmack (1973) assess social interactions by the 

frequency with which the respondent interacts with neighbors; the 
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number of times that friends and neighbors were contacted by phone; 

the number of neighbors known; and the number of good friends claimed 

by the respondent. Organizational activity as indicated by the sum 

of the number of religious services and meetings attended per month 

was strongly correlated to life satisfaction among the middle aged for 

Palmore and Luikart (1972). As mentioned previously, Spreitzer and 

Snyder (1972) included no measures of social participation in their 

study. Smith and Liprnan (1972) assessed social participation with a 

single question regarding frequency of activity with friends. 

For the purposes of the present study, social interaction will 

be defined as informal interaction between an individual and nonkinsmen 

since the effect of formal activity on life satisfaction has not been 

consistently substantiated in the literature. 

Life Satisfaction 

In Larson's thirty year review of studies regarding life satis

faction of the elderly, he described evidence suggesting justification 

for grouping the life satisfaction measures under one general construct 

which he labeled subjective well-being (Larson, 1978). This conclusion 

was reached due to the typically high correlations found among the 

numerous scales and the similar relationships of all scales to other 

variables. For the purposes of the present study, life satisfaction 

will therefore be defined as a client's subjective report of well-being. 

Priority for Psychosocial Support 

Little research is available regarding the dependent variable 

in this study. As mentioned previously White's work (1972) is the 
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primary source of research regarding patient priorities. In White's 

study, four categories of nursing activities were developed following 

a literature review and interviews with patients, nurses and educators. 

These categories included physical care, psychosocial support, 

implementation of medical care and preparation for discharge. Signifi

cant nurse-patient disagreement was found, with patients placing greater, 

emphasis on the need for physical care and implementation of medical 

care and nurses placing much greater emphasis on psychosocial support 

than patients. No patient descriptions were included, precluding one 

from making nursing care decisions regarding a patient's need for 

psychosocial support based upon White's study or from relating such 

need to other variables. For purposes of the present study, priority 

for psychosocial support will be defined as the priority assigned by a 

patient to nursing activities designed to provide psychosocial support. 

Variables Unrelated to Life Satisfaction 

Variables which would seem intuitively related to life satis

faction, but which have shown no significant relationship in past 

studies are age, sex, race, marital status and interaction with family 

members. 

Spreitzer and Snyder (1973) in a comparison of individuals over 

65 years of age with individuals under 65 years of age concluded that 

there is no clear linear relationship between age and life satisfaction 

for either sex. Edwards and Klemmack's (1973) findings also support 

this conclusion by reporting that the relationship of age to life 

satisfaction disappears when socioeconomic status is used as a control. 



For the variables of sex and race no consistent findings have 

established a relationship to life satisfaction. Studies employing 

statistical controls for income have all concluded that there are 

no differences in reported well-being by race (Larson, 1978:114). 

Although a few studies have demonstrated a slight relationship 

between marital status and life satisfaction, its significance has not 

been sustained in all studies (Larson, 1978:114). Family interaction 

consistently fails to relate significantly to well-being or life 

satisfaction (Edwards and Klemmack, 1973; Pi hiblad and Adams, 1972; 

Larson, 1978:114). 

In summary, the major variables shown consistently to be 

significantly related to life satisfaction or subjective well-being 

are socioeconomic status, health and social interaction. Life 

satisfaction is predicted to relate negatively to a patient's per

ceived need for psychosocial support. Table 1 includes a review of 

definitions of the variables as they will be considered in the present 

study. 



Table 1 

Definitions 

Priority for Psychosocial Support from Nurses 
The priority assigned by a patient to those 
nursing activities designed to provide psycho 
social support. 

Socioeconomic Status: The status of an indi-
vidual based upon the variables of education, 
total family income and occupation. 

Perceived Health Status: A composite of 
self-rated health and a client's physical 
capacity to carry out activities of daily 
living. 

Social Interaction: Informal interaction 
between an individual and nonkinsmen. 

Life Satisfaction: A client's subjective 
report of well-being. 



CHAPTER 3 

METHODOLOGY 

In this chapter, the research question and the methodology will 

be presented. The operationalization of the concepts will be described 

as well as their estimates of reliability and validity. Finally, the 

study design will be outlined to include the setting, sample, data 

collection process, data analysis, and limitations of the study. 

Table 2 shows a list of operational measures utilized for this study. 

Research Questions 

This study addresses the situational characteristics which 

affect the priority rating of nursing psychosocial support for 

patients. Specifically the question which was asked was which, if 

any of the following factors contribute to a patient's priority rating 

of psychosocial support from nurses? 

1. Socioeconomic status. 

2. Perceived health status. 

3. Level of social interaction 

4. Overall life satisfaction. 

18 



Instrumentation 

Priority for Psychosocial Support from Nurses 

Five measurement tools were utilized in this study (refer to 

Table 2). Each tool is discussed separately in the succeeding para

graphs. 

The concept of the patient's priorities for psychosocial support 

from nurses was operational!'zed by a subscale of Atwood and DeGrofft's 

Nursing Care Priorities Scale (Atwood, J. A., DeGrofft, A., 1982). 

The internal consistency reliability score for this subscale was reported 

as .92, an exceedingly acceptable score. Content validity of the entire 

Nursing Care Priorities Scale was addressed by two panels who judged 

the degree to which the items reflected nursing activities. The 

first panel consisted of three nurse judges who were registered nurses 

with master's degrees and had several years experience working with the 

elderly. The second panel of judges included two inpatients and four 

outpatients. The agreement criterion of two out of three judges per 

question (two-thirds agreement for the second panel) with 90% total 

scale agreement was achieved (Atwood and DeGrofft, 1982). 

The psychosocial subscale consists of 17 items. Nursing care 

activities are ranked in an hierarchy of lesser to greater importance 

with scores of zero to ten for each item. The highest possible score 

for the psychosocial priority subscale is 170. This subscale was 

theoretically proposed to include the following elements: (1) trusting 

relationships, (2) explains and facilitates, (3) comforts, and (4) is 

accessible. Trusting and comforts contains seven items each. 

Explains/facilitates and accessibility contains two and one item 
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Table 2 

Measurement Tools 

Priority for Psychosocial 
Support from Nurses 

Psychosocial Priority 
Scale, a subscale of 
Atwood and DeGrofft's 
Nursing Care Priorities 
Scale (1982) 
(Appendix A) 

Socioeconomic Status 

Perceived Health Status 

Level of Social Interaction 

Life Satisfaction 

Green's Index of SES 
(Appendix B) 

A composite score of 
self-perceived health 
and Lowenthal's Physical 
Self-Maintenance Scale (as 
revised by Lawton, Brgdy, 
1969) 
(Appendix C) 

Social interaction 
measured by 4 likert-type 
questions. 
(Appendix D) 

Life Satisfaction Index-A 
(Neugartin, Havighurst, 
Tobin, 1961) 
(Appendix E) 



respectively. The number of items in the latter two categories are 

inadequate to draw any conclusion about those subdimensions (Hinshaw, 

1982). The entire Nursing Care Priorities Scale was administered in 

order to compare patient priorities for psychosocial support to those 

for other nursing activities. Other nursing activities rated in this 

scale include technical professional care (implementation of physician 

orders and care/comfort activities) and independent nursing actions in

volving problem-solving and decision-making (Atwood, Degrofft, 1982). 

Socioeconomic Status 

The variable of scoioeconomic status was measured by Green's 

socioeconomic status indices (1970) developed from "step wise regression 

analyses on data from a statewide sample (N - 1,592) of California 

families with at least one child under 5 years of age" (Green, 

1979:815). This index consists of a composite standardized score 

including education, income and occupation although its 

use with elderly populations is not substantiated. Its formulation in 

the southwest (California) enhances its use for this region. The range 

of possible scores for each of the weighting systems is 30 to 85. The 

scores are weighted as follows: 

0.5 X education score 

0.3 X income score 

0.3 X occupation score 

A typical score for a California family whose mother has eight years of 

education, whose main earner is a postal clerk and whose family income 

is $6,000/year is SES score - 50.5 (Green, 1970). The major drawbacks 

to the use of this tool include its age (1970) and its lack of 



substantiation for use with the elderly population. This tool is, how

ever, the most recent of tested tools available to provide a composite 

score for the variables of education, income and occupation. This tool 

was chosen as no other tools were available which had been appropri

ately tested with elderly populations. 

Health Status 

Health status was operational!'zed by a composite score in

cluding the patient's self-perceived level of health and the Physical 

Self-Maintenance Scale which indicates ability to perform activities 

of daily living. Self-perceived health was indicated by asking 

respondents to rate their health as excellent, good, fair or poor. 

Scores for self-perceived health ranged from 1 (poor) to 4 

(excellent). 

The Physical Self-Maintenance Scale is an adapted version of 

the one used by Lowenthal (1964) and has been broadened to be applicable 

to community or residential care clients. This scale covers physical 

capacity of the client in the areas of self-toileting, eating, dressing, 

grooming, ambulation and bathing. Limitations in the above activities 

of daily living would be transferable to limitations in role perfor

mance and social functioning. The PSM Scale is highly reliable as 

indicated by a test-retest score of .96 (Lawton, Brody, 1969). Valid

ity other than face validity is not addressed. This scale has a total 

possible score of 29. The product of the self-perceived health care 

and the PSM score was considered the composite health status score, 

resulting in a total possible health score of 116. 



Social Interaction 

Social interaction was operationalized by the four ques

tions used by Edwards and Klemmack (1973). (See Appendix D). The 

reliability and validity of these questions in describing social 

interaction was not addressed in that study. Responses to the first 

two questions were scaled on a 4 point Likert scale to simplify 

their categorization. The actual number of neighbors known well 

and the number of good friends claimed by the patient was then 

added, resulting in a total score indicative of the patient's level 

of social interaction. 

Life Satisfaction 

The concept of life satisfaction was operational!zed by the 

Life Satisfaction Index-A (LSI-A), a multidimensional approach to 

the measurement of life satisfaction. Measurements of the following 

dimensions are included in this index; zest versus apathy, resolution 

and fortitude, congruence between desired and achieved goals, positive 

self-concept and mood tone. Items for the LSI-A were derived from the 

Life Satisfaction Rating (LSR) Scale, a life satisfaction form re

quiring an interview approach and extensive time to administer. The 

validity of the LSR was supported by its correlation of .64 with 

ratings of experienced clinical psychologists regarding 80 cases. This 

correlation was considered acceptable by the authors as there was a 

substantial lapse of time between the two ratings and a number of 

respondents low on life satisfaction had dropped out of the study nar

rowing the range of scores and also lowering the coefficient of 



correlation (Neugarten, Havighurst, Tobin, 1961). The complete LSI-A 

form was administered to 92 respondents along with the LSR. There was 

a .52 correlation leading the authors to further refine the instrument 

Five items of the 25 item scale were dropped following item analysis. 

The correlation coefficient for the final form of the LSI-A and the 

LSR was .55. Correlation was reported as .59 for persons aged above 

65 leading the authors to conclude that the instrument was more 

successful for those over that age. Reliability for the instrument 

was not reported. 

For the 20 items LSI-A Scale one point is scored for every re

sponse indicating a positive answer. Possible choices for each item 

are agree, disagree and unsure. Positive items to which the patient 

agrees were scored one point. Negative items to which-the patient 

disagrees were scored one point. Items to which the patient re

sponds unsure received no points. The highest possible total score 

was 20 for this scale with higher scores indicating increased life 

satisfaction. 

Demographic Data 

Demographic data collected in addition to age, education 

and socioeconomic status were sex and marital status. These data 

were used to compile descriptive statistics for the group. 

Study Design 

The study design will include the setting, sample, pilot study 

data collection procedure, data analysis and limitations of the 
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study. Following is a discussion of the above items as they related 

to this particular study. 

Setting 

This research was conducted in an acute care setting. Two 

medical units of a southwestern teaching institution were chosen 

where patients with similar diagnoses ar.e assigned. The cross section 

of diagnoses of patients typically assigned to these units include 

chronic obstructive pulmonary disease, arthritis, hypertension, cancer 

and cardiovascular conditions. Initial permission to conduct this study 

was obtained from the Director of the Research Department of the hospital 

as well as the Head Nurses of each unit. Staff physicians, nurses and 

clerks were informed about the study by the Head Nurses. An acute care 

setting was chosen as other population sources of patients would not 

yield sufficient numbers of patients with an adequate range of levels 

of health to provide comparison for those groups with a high level of 

health to those with a lower level. 

Human Subjects Review 

The Human Subjects Committee of the University of Arizona 

College of Nursing was petitioned for approval of this study prior 

to initiation of data collection procedures. Subjects were informed 

in writing regarding the study purpose and requirements for partici

pation in this study. Their participation was considered as implied 

consent for their inclusion in the study. 
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Sample 

The sample tested was a convenience sample of 40 patients 

obtained from the population of elderly patients assigned to either 

of the two medical units. The criteria are: 

1. Patients were 60 years of age or over. 

2. Patients were able to understand spoken English. 

3. The medical condition of all patients was deemed 

stable by their primary nurse. 

4. The patient agreed to participate in the study. 

Elderly patients were chosen for-this study for two major 

reasons. The first was the availability of an elderly hospitalized 

population. The second reason was the availability of tools which were 

designed and tested with elderly populations. 

Pilot Study 

A pilot study was conducted with two patients to determine 

the adequacy of the instruments and the feasibility of the interview 

format for data collection. Data from the pilot study were not 

included in the final data analysis. 

Data Collection Procedure 

Once determination was made, that a patient met the criteria 

for inclusion in the study, he was approached by the researcher. The 

purpose of the study, the time involved (approximately 1 hour), 

the provisions for confidentiality and his right to refuse to 
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participate was explained. This explanation was written in a dis

claimer format for subjects to read prior to giving their oral consent 

to the research. The disclaimer was read to those who were unable 

to read. If the patient agreed to participate, the instruments 

previously described were administered per interview by a single 

researcher to avoid interrater bias. The Nursing Care Priorities Scale 

was administered first as the explanation of this study emphasized 

the concern for learning which aspects of nursing care are most 

important to patients. The other scales were randomly ordered for 

administration. 

The decision to approach this study with an interview format 

was reached due to previous research with similar tools which suggested 

that a good deal of data were lost due to the inability of the frail 

elderly to deal well with questionnaires (Atwood, DeGrofft, 1982). 

The interview approach is also recommended by Schmidt for use with 

the elderly to avoid lost data (Schmidt, 1975:545). A decision was 

made during the pilot study to conduct the research during one inter

view as patient fatigue during the data collection process did not 

seem to be a problem. 

Data Analysis 

Pearson correlations were run to determine the general re

lationships between each independent variable and the dependent variable, 

priority for psychosocial support. Next, multiple regression analysis 

using a step-wise procedure was used to evaluate the relative 

importance of the independent variables SES, self-perceived 
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health, social interaction, life satisfaction and the dependent vari

able, priority for psychosocial support. Descriptive statistics were 

used to analyze the demographic data as well as for an analysis 

of the overall priority to patients of psychosocial support from nurses. 

Limitations 

Limiting the sample to elderly patients over 60 years of age, 

limits the generalizability to that age group. 

Requiring the clients to understand spoken English may limit 

the representativeness in terms of the usual southwestern inpatient 

population. 

Limiting the sample of patients to those deemed in stable 

medical condition by their primary nurse and physically able to parti

cipate in the study, means that those patients most critically ill, 

who may be in the most need for psychosocial support from nurses may 

be eliminated from the study. 

Limiting the sample of patients to those who agreed to partici

pate in the study, may eliminate those patients for whom social 

interaction is not important, reflecting an inaccurate sample of 

hospitalized elderly patients. 

Chapter Summary 

This chapter has outlined the overall methodology for this 

study including the research questions, and the operational measure

ments. The study design was then presented including the setting, 

sample, pilot study, data collection procedure, and data analysis. 
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The limitations of the study were then listed at the conclusion of the 

chapter. 



CHAPTER 4 

PRESENTATION AND ANALYSIS OF DATA 

This chapter includes: 1) presentation of tha characteristics 

of the sample, 2) population scoring on the measures, and 3) data 

analyses related to the study model and research question. The charac

teristics of the sample will first be presented. 

Characteristics of the Sample 

Descriptive statistics were used to analyze and organize the 

characteristics of the sample population of 40 patients. Demographic 

data included age, sex, marital status, and the unit to which the 

patient was assigned. The diagnosis of all patients included in the 

sample was also noted. 

As shown in Table 3, the mean age was 70.25 with a standard 

deviation of 5.58. The minimum age was 61 and the maximum 87. The 

sample population was 37.5 percent male and 62.5 percent female. 

Marital status was varied with 50 percent married, 10 percent single, 

10 percent divorced, and 30 percent widowed. Fifty percent of the 

patients were assigned to a general medical surgical unit and the re

maining 50 percent were assigned to a medical oncology unit. Both 

units utilized a form of primary nursing as an assignment system with 

R.N.'s providing the majority of patient care. The majority of the 
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TABLE 3 

Demographic Characteristics of the Sample 

(n = 40) 

Characteristic Mean Standard 
deviation 

Minimum Maximum 

Age 70.25 5.58 61.00 87.00 

Characteristic Frequency Percent 

Sex: Male 
Female 

15.00 
25.00 

37.50 
62.50 

Marital Status 

Married 20.00 50.00 

Single 4.00 10.00 

Divorced 4.00 10.00 

Widowed 12.00 30.00 

Unit Assignment 

General 

Medical-Surgical 20.00 50.00 

Oncology 20.00 50.00 
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patients could be classified as being chronically ill with Table 4 

listing the diagnoses and number of patients in each diagnostic 

category. 

Twenty-four patients met the age criteria for inclusion in 

the study, but were excluded for a variety of reasons. One patient 

was unable to understand the rating system, three were severely 

hearing restricted, three were Spanish speaking only, six refused 

due to fatigue and eleven were noted by their primary nurse as 

being too confused to participate. The exclusion of these potiential 

subjects may have added bias to the study sample. 

All data was gathered by a single researcher during the period 

of June 3 through June 29, 1983. Only one interview per client was 

necessary as the interviews took less time than expected (approximately 

one-half hour). 

Population Scoring on the Measures 

As can be seen in Table 5, the mean score for the 17 Items of 

the Psychosocial Priority Subscale for the sample of 40 patients was 126 

out of 170 or 74 percent. This can be compared to the other subscales 

as described in Table 5. The score for the subscale of dependent nurs

ing functions is of particular interest as this was the most highly 

rated subscale for this sample population. This subscale described 

nursing activities in terms of carrying out the physician's orders. 

The mean score for each item on the psychosocial priority sub-

scale is listed in Table 6, with the items listed in a hierarchy of 

high priority, medium and low priority as ranked by patients. 



TABLE 4 

Dianostic Categories of the Sample (N = 40) 

Diagnostic Category N 

Asthma 2 

Arthritis 2 

Coronary artery disease 9 

Cancer 12 

Congestive heart failure 2 

Chronic obstructive pulmonary 
disease 1 

Cerebral vascular accident 2 

Gastrointestinal distress 3 

Skin disorder 2 

Syncopy 2 

Transient ischomic attack 2 

Vasculitis 1 



TABLE 5 

Mean Scores by Subscale for the Nursing Care Priority Scale 

Percent of 
Subscale Mean Score Total 

Psychosocial Support ^3 80 74 00 

Techni cal/Professi onal 

Care/Comfort Measures 130.90 77.00 

Dependent Nursing Functions 154.70 91.00 

Independent Nursing Actions 119.00 70.00 
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Table 6 

Psychosocial Subscale: Mean Scores 

Item High Priority 8-10 Score 

It is important to me that the nurse: 

1. Be pleasant 9.3 

2. Be happy to care for me 9.2 

3. Be respectful 9.1 

4. Care for me in a considerate manner 9.0 

5. Check in on me periodically 8.6 

6. Provide privacy during treatments 8.6 

7. Not rush me 8.4 

8. Listen to me 8.4 

9. Understand when I am irritable 8.4 

10. Explain diagnostic tests 8.1 

Medium Priority 6-7 

11. Consider my personal preferences 7.4 

12. Talk to my family/answer questions 7.4 

13. Allow me to make decisions about my care when 
practical 6.7 

14. Explain the reasons for my symptoms 6.1 

Low Priority 3-5 

15. Talk to me about hobbies/interests 4.5 

16. Make it possible for me to observe my religious 
practices 4.3 

17. Plan diversion/recreation for me 3.3 
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Table 7 describes the population scores for socioeconomic 

status, self-perceived health, and level of social interaction. A 

problem with the items used to analyze the level of social interaction 

developed following the pilot study. Items 1-3 were satisfactory, but 

patients differed in their estimation of number of good friends known 

to such a degree (1-1000) that this item was deemed useless. The level 

of social interaction was therefore estimated by Items 1-3 only (See 

Appendix D). The socioeconomic scores are based upon a total possible 

of 79. The self-perceived health scores are based upon a total 

possible of 116. The highest social interaction score was 35. The 

highest possible score for the Life Satisfaction Index was 20. 

Data Analyses Related to Study Model 

The research question based upon the conceptual framework was: 

Which, if any, of the following factors contribute to a patient's prior

ity rating of psychosocial support from nurses? 

1. Socioeconomic status. 

2. Self-perceived health. 

3. Level of social interaction. 

4. Overall life satisfaction. 

The relationships suggested by this study are illustrated in 

Figure 2. Standardized b's were used for path coefficients. The 

and path coefficients shown were significant at p < .05. As can be 

seen in Figure 2, the variables of self-perceived health and social 

interaction had nearly an equal impact on life satisfaction. However, 

the of .23 is very low and not substantively meaningful at this 



TABLE 7 

Population Scoring for SES, SPH, SI, LSI-A 

Instrument Standard 
(Total Possible) Mean Deviation 

Socioeconomic 
Status (79) 60.05 8.82 

Self-perceived 
Health (116) 56.72 28.17 

Social Inter
action (35) 13.80 8.65 

Life Satisfac
tion Index - A 
(20) 12.97 3.88 
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point with this sample. No variables were significant with the final 

variable of perceived need for nursing psychosocial support, as de

termined by multiple regression analysis of the independent variables 

of socioeconomic status, self-perceived health, social interaction, 

life satisfaction and the dependent variable of perceived need for 

nursing psychosocial support. 

Age was the only variable impacting on perceived need for 

psychosocial support. Age had a negative association of - .3099 with 

perceived need for nursing support. 

Summary 

This chapter has presented characteristics of the sample 

population, population scoring on instruments used, and the results of 

data analyses as they related to the model and research question. 

Chapter 5 will present a discussion of these findings, a discussion of 

errors and limitations of the study, recommendations for future research 

and implications for nursing practice. 



CHAPTER 5 

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

The relationship between the findings and the conceptual frame

work of this study, the sources of error and limitations, recommenda

tions for future research, and implications for nursing practice 

are included in this chapter. A brief review of the conceptual 

framework as well as findings related to that framework will be 

presented first. 

The conceptual framework established for this study proposed 

a positive relationship for the impact of socioeconomic status, 

self-perceived health and social interaction on life satisfaction. A 

negative relationship between life satisfaction and the dependent 

variable of patient perceived need for psychosocial support from nurses 

was suggested. Research findings do not support this final link; 

however, self-perceived health and level of social interaction were 

positively associated with life satisfaction as expected. Socio

economic status was not significantly associated with life satisfaction 

as was expected from the literature review. The conceptual framework, 

then, was partially supported, but the hypothesis that life satisfac

tion is negatively associated with patient perceived need for psycho

social support is not supported. The conclusion from these findings 
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is that life satisfaction has no relationship to perceived need for 

psychosocial support, however, there were several potential sources 

of error which will be discussed in the succeeding paragraphs. 

Sources of Error 

Specification Error 

As study findings fail to support the proposed relationship 

between life satisfaction variables and the perceived need for psycho

social support, potential sources of error must be considered. A 

major variable left out of the conceptual framework which may impact 

upon the dependent variable is the socio-cultural factors involved 

which determine an individual's unique coping strategies. It is pos

sible that an individual who perceives a sense of control as being a 

positive attribute will avoid reliance upon nurses psychosocial 

support. There may be other variables as well which relate to a 

patient's perceived need for psychosocial support (such as chronic 

versus acute illness, number of hospitalizations) and the use of a 

causal model in an attempt to describe this need may be premature at 

this time. 

A recent study by Baur and Okun (1983) describes the overall 

stability of life satisfaction and the belief that it is an enduring 

cognitive assessment of attainment of one's desired life goals. The 

attempt to predict a patient's temporarily increased need for psycho

social support during the stress of illness based upon an indicator 

such as life satisfaction which is relatively stable seems to have been 

a problem. The use of this stable measure appears to be a major error 

in this study. 



Measurement Error 

Another problem may have been the choice of the Nursing Prior

ities Scale for this particular study. The value of psychosocial 

support to patients may be entirely different to elderly patients than 

is their priority for nursing care based upon their role expectations 

for nursing. It is noteworthy to comment again on the comparatively 

high priority (mean percent = 91) placed upon dependent nursing 

activities for this sample. It is conceivable that the elderly view 

the role of nursing as a relatively dependent role and therefore ex

clude such independent nursing actions as providing psychosocial support. 

Other problems with this scale include patient's confusion over 

the meaning of item 8: Is it important that the nurse take time to 

listen to you? It is the belief of the investigator that this item 

was answered differently by different subjects, thus potentially causing 

a problem with reliability. The second problem with the subscale of 

psychosocial support was the tendency of patients to answer items 

referring to information giving (See Table 6, Items number 10, 12, and 

14) differently than other items. Although most patients valued this 

information, 3, 4, and 9 patients respectively indicated that these 

items were the responsibility of the physician. These items all in

volved education or information and thus may belong in a subscale apart 

from psychosocial support. In addition, the questionnaire approach 

used may only superficially reflect the construct of nursing psycho

social support as there is no reflection of the intimacy or quality 

of nurse-patient interaction. 



Another measurement problem surfacing during the study was the 

difficulty with the scale used to measure level of social interaction. 

Finding a scale with documented reliability and validity for the 

evaluation of level of social interaction for the elderly would be 

more helpful in future research. 

Subject Error 

Many patients referred to the belief that nurses were very 

busy and that adding to this workload by complaining or chatting or 

otherwise unnecessarily taking up the nurse's time was inappropriate. 

This tendency is reflected in the response of item 8: It is important 

for the nurse to take time to listen to me? Although this item 

achieved an overall mean score of 8.4 (out of 10) nine patients indi

cated that although they felt it was important, they also felt that 

the nurse did not have enough time to provide this support. This may 

indicate patients' tendency to answer certain questions from the 

"good patient" point of view, not wanting to criticize nursing. Other 

comments to this question were, "Let's not make it too hard on the 

poor nurse" and "she can't do everything." 

Conclusions From the Findings 

The mean of 74 percent for the overall subscale of Priority for 

Psychosocial Support is relatively high when compared to the remaining 

subscales of the Nursing Priorities Scale (Table 5). The conclusion 

drawn is that psychosocial support is a priority for patients, partic

ularly for the higher ranking items involving nursing respect, courtesy 

and consideration for the patient. 



The study findings related to life satisfaction reflect the 

literature to a degree by indicating that self-perceived health and 

social interaction are important predictors of life satisfaction. 

It is possible that poor health as indicated by a mean score of 56 out 

of 116 for the sample population may alter the contribution of socio

economic status to life satisfaction. The weak results of this study 

rule out placing undue significance on this finding. 

Age appears to be negatively associated with a patient's per

ceived need for psychosocial support. It is possible that an 

individual's increasing age is associated with previously established 

coping mechanisms for threatening stimuli such as illness and hospi

talization. It also may be that such stimuli are not as threatening 

to the older patients in the sample. Riley and Foner (1968) support 

the latter explanation by proposing that the elderly "may consider 

health problems an unavoidable aspect of the aging process" (Riley, 

Foner, 1968:99). Cohen in Aging in the 1980's also describes studies 

with initial results indicating that the elderly use different coping 

strategies for terminal illness than the young. In Cohen's research, 

the elderly were noted to be less vigilant than the young in terms of 

health and required less information to cope with routine surgical 

procedures (Cohen, 1980:381). The tendency of the elderly to be more 

often afflicted with chronic disease as opposed to acute illness may 

also offer a degree of explanation for these findings. As can be 

noted from Table 4, the overwhelming number of patients in this sample 

were afflicted with long term or chronic illness. Chronic illness 
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may enhance the likelihood that an individual has established coping 

strategies prior to hospitalization. 

Recommendations for Future Research 

It appears to be too early to use a causal model in an attempt 

to describe patient characteristics or situational characteristics 

related to a patient's increased need or priority for nursing psycho

social support. As psychosocial support was rated highly by this 

population sample, the need for future exploratory or descriptive 

studies regarding this topic is recommended. The second recommendation 

is that follow-up studies pursue the issue of the relationship of age to 

perceived need for nursing psychosocial support. 

The interesting finding that the older patients placed a 

lower priority on nursing psychosocial support certainly merits further 

study. Clearly, age is an important variable to be included in any 

research aimed at describing patients' need for nursing psychosocial 

support. Repeating a similar study with another population would also 

be of interest as the patient population typically found in a teaching 

institution tends to be a high-risk, complicated patient population. 

Implications for Nursing Practice 

Implications for nursing practice based upon this study are 

related to elderly patients' needs for nursing care. It is interesting 

to note the high degree of emphasis placed by patients upon nursing 

activities reflecting care, concern, consideration and respect. These 
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findings support Leininger's contention that caring is the essence of 

nursing and the unique and unifying focus of the profession (Leininger, 

1981). 

An incidental finding of the study is that although patients 

value activities such as having the nurse listen to them, nearly 23 

percent of the sample of patients believe that nurses do not have time 

to engage in this activity. Viewing this patient perception of nursing 

from an interactional role theory approach wherein each actor in a 

role takes his cues for his own behavior from the other individual in 

the role, nurses must question what cues are given to patients which 

provoke this reaction. The nurse's response to the pressure and 

priorities of the work setting may directly affect the kind of psycho

social support patients feel they are entitled to during hospitalization. 

A second question which needs to be raised is what the effect of the 

primary mode of assignment is on this role relationship between 

patient and nurse? How do other assignment methods differ in terms 

of the patient's perception of nursing time available for him as an 

individual? What would be the effect of modification of the primary 

care mode of assignment? 

A final implication for nursing practice based upon this study 

is the demonstration of a varied range of priorities for psychosocial 

support among the sample population. Although inadequate information 

is available at this time to predict which patient needs what kind of 

nursing support, nurses can be alert to patient cues to determine 

such need. One patient described the value to her of a nurse's taking 
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the time to talk with her when she originally was diagnosed as having 

cancer: "That was five years ago and I'm still here, I'd have never 

had the courage to go on without her (the nurse's) help." 

Summary 

In this chapter the relationship between the findings and the 

conceptual framework of this study, the sources of error and limita

tions, recommendations for future research, and implications for 

nursing practice have been presented. Implications for nursing practice 

are tentative yet due to the lack of statistically significant findings 

of the study. Findings are not generalizable to patient populations 

other than the elderly sample as described in this study. 



APPENDIX A 

PRIORITY FOR PSYCHOSOCIAL SUPPORT FROM NURSES 

48 
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NURSING PRIORITIES SCALE 

Give each of the nursing activities below a number from 0 to 10, ac
cording to how important it is for your care now. If you think the 
activity is not important, give it a zero. Give each activity a number 
even if the nurses do not perform this activity for you. More than 
one activity can get the same number. 

Nursing Activity 

1. Notice when you have pain and give medication if ordered. 

2. Observe the effects of treatments ordered by the physician. 

3. See that the unit is clean and tidy. 

4. Plan some diversion or recreation for you. 

5. Give prescribed medications on time. 

6. Provide privacy during your bath and treatments. 

7. Be understanding if you are irritable and demanding. 

8. Plan your nursing care so that you will be able to rest while 
in the hospital. 

9. Teach you about the medications you will be taking at home. 

10. Explain about diagnostic tests ahead of time so you will know 
what to expect. 

11. Talk with your family about your illness and the care you 
will need at home. 

12. Carry out the doctor's orders. 

13. Be pleasant. 

14. Check in on you periodically. 

15. Relieve your anxiety by explaining reasons for your symptoms. 

16. Take your temperature and pulse. 

17. Give you the feeling of not being rushed. 

18. Take special care of your skin so it does not become sore. 

19. Make you feel that the nurse is happy to care for you. 
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20. Arrange for your priest, minister, or rabbi to visit you, if 
you agree. 

21. Give (or assist with) a daily bath. 

22. Consider your personal preferences when caring for you. 

23. Assist with care of the mouth and teeth. 

24. Help you understand how to plan the diet you will need at 
home. 

25. Give care in a considerate manner. 

26. Provide a comfortable, pleasant environment (for example, 
proper temperature, free from odors and disturbing noises). 

27. Provide a clean, comfortable bed. 

28. Be sure you have a copy of your diet. 

29. Help you in and out of bed. 

30. Arrange for a public health nurse to visit you at home, if 
you will need it. 

31. Talk with you about topics unrelated to your illness, such as 
news, hobbies, other interests. 

32. Be sure that you have necessary equipment—glass, towel, soap, 
blanket, etc. 

33. Take time to listen to you. 

34. Allow you to make decisions about your own care, when 
practical. 

35. Help you maintain or restore normal elimination. 

36. Help you make arrangements for your care at home, if you will 
need it. 

37. Make it possible for you to observe your religious practices 
in the hospital. 

38. Take time to talk with your family and answer their questions. 

39. Convey respect for you while giving care. 



Most items from White. N.R. (1972) 21:1:4-14. 

Scoring: Priority for Psychosocial Support 

Items: 4, 6, 7, 10, 1.3, 14, 15, 17, 19, 22, 

31, 33, 34, 37, 38 and 29 

17 Items: Total Possible Score 170 

Range: 0-10 



THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Donna C. Dickinson, R.N. 
Master's Student 

FROM: Jan R. Atwood, R.N., Ph.D. 
Professor 

Anita DeGrofft, R.N., M.S. 
Research Associate 

RE: Use of Nursing Priorities and 
Quality of Care Scales 

DATE: March 29, 1983 

In response to your letter of March 22, 1983, enclosed please find 
the patient and nurse forms of the Nursing Priority Scale. The 
scoring for the Priority Scale is 0-10, depending on which one of 
those numbers the respondent used. The sub-scale item notation 
is also attached so that you can tell which are the psychosocial 
support items. 

We wish you well with your study and will be glad to hear from you 
if you have any questions. 

JRA:des 
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Socioeconomic Status 

1. Please indicate the number of years which you have attended 
school 

College: 5 or more 
4 
3 
2 
1 

Vocational Education: 1 or more 

High School: 4 
3 
2 
1 

Elementary 
School: 8 

7 
5 or 6 
3 or 4 
none 

2. What is your occupation? 

3. Your annual income is in which of the following categories? 

$ 50,000 or more 
25,000 to 49,000 
15,000 to 24,000 
12,000 to 14,999 
10,000 to 11,999 
9,000 to 9,999 
8,000 to 8,999 
7,000 to 7,999 
6,000 to 6,999 
5,000 to 5,999 
4,000 to 4,999 
3,500 to 3,999 
3,000 to 3,499 
2,500 to 2,999 
1,500 to 1,999 
1,000 to 1,499 
Less than 1,000 

Scoring Instructions see: Green, L.W. "Manual for Scoring SES 
for Research on Health Behavior". Public Health Reports, Vol. 85, 
No. 9, September, 1970, pp. 815-827. 

Scores: 

Education_ 

Occupation 

Income 

Total SES Score 
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PHYSICAL SELF MAINTENANCE 

DIRECTIONS 

Please describe the one response under each category that most ac

curately describes your present functioning. 

1. Toilet 

A. Care for self at toilet completely, no incontinence. 

B. Need to be reminded, or need help in cleaning self, or 
have rare (weekly at most) accidents. 

C. Soiling or wetting while asleep more than once a week. 

D. Soiling or wetting while awake more than once a week. 

E. No control of bowels or bladder. 

2. Feeding 

A. Eat without assistance. 

B. Eat with minor assistance at meal times and/or with special 
preparation of foods, or help in cleaning up after meals. 

C. Feed self with moderate assistance and untidy. 

D. Require extensive assistance for all meals. 

E. Do not feed self at all and resist efforts of others to 
feed you. 

3. Dressing 

A. Dress, undress and select clothes from own wardrobe. 

B. Dress and undress self, with minor assistance. 

C. Need moderate assistance in dressing or selection of clothes. 

D. Need major assistance in dressing, but cooperate with efforts 
of others to help. 

E. Completely unable to dress self and resist efforts of others 
to help. 
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4. Grooming (Neatness, hair, nails, hands, clothing) 

A. Is neatly dressed, well groomed, without assistance. 

B. Groom self adequately with occasional minor assistance (like 
with shaving or hair) 

C. Need moderate and regular assistance or supervision in 
grooming. 

D. Need total grooming care, but can remain well groomed after 
help from others. 

5. Physical ambulation. 

A. Go around home and community. 

B. Ambulate within residence or about one block distance. 

C. Ambulate with assistance. (Walker, cane or another person). 

D. Sit unsupported on chair or wheelchair, but cannot propel 
self without assistance. 

E. Bedridden more than half of the time. 

6. Bathing 

A. Bathe self (tub, shower, sponge bath) without help. 

B. Bathe self with help in getting in and out of the tub. 

C. Wash face and hands only, but cannot bathe rest of body. 

D. Do not wash self but are cooperative with those who bathe you. 

E. Do not try to wash self and resist efforts to keep self 
clean. 

Total 

Lawton and Brody (1969) 

Revised by Linda Phillips (1980) 

Revised by J.R. Atwood and Anita DeGrofft (1982) 



Self-Perceived Health 

1. Would you currently rate your health as being 

Excel 1 ent Good Fair Poor 

(4) (3) (2) (1) 

PSM Scale Scoring: Items 1-5 A = 5 

B = 4 

C = 3 

D = 2 

E = 1 

Total Self-Perceived Health = PSM Score X Self-Perceived 

Health Score. 
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Level of Social Interaction 

1. How often would you say you visit with friends or neighbors? 

Frequently Occasionally Seldom Never 

4 3 2 1 

2. How often do you have telephone contacts with friends and 

neighbors? 

Frequently Occasionally Seldom Never 

4 3 2 1 

3. How many of your neighbors do you know well? 

4. How many good friends to you have? 

Total Score 

Scoring; Item 4 omitted 

Total Score = Sum of Items 1, 2, and 3 
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Life Satisfaction Index-A 

Here are some statements about life in general that people 
feel differently about. As I read each statement, would you please 
state if you agree, disagree, or are unsure one way or the other 
about the statement. 

AGREE DISAGREE UNSURE 

1. As I grow older, things 
seem better than I thought 
they would be. 

2. I have gotten more of the 
breaks in life than most 
of the people I know. 

3. This is the dreariest time 
of my life. 

4. I am just as happy as when 
I was younger. 

5. My life could be happier 
than it is now. 

6. These are the best years 
of my life. 

7. Most of the things I do 
are boring or mono
tonous. 

8. I expect some interesting 
and pleasant things to 
happen to me in the 
future. 

9. The things I do are as 
interesting to me as they 
ever were. 

10. I feel old and somewhat 
tired. 

11. I feel my age but it 
does not bother me. 
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AGREE DISAGREE UNSURE 

12. As I look back on my life, 
I am fairly well satisfied. 

13. I would not change my past 
life even if I could. 

14. Compared to other people 
my age, I've made a lot of 
foolish decisions in my 
1 i f e. 

15. Compared to other people 
my age, I make a good ap
pearance. 

16. I have made plans for 
things I'll be doing a 
month or a year from now. 

17. When I think back over 
my life, I didn't get 
most of the important 
things I wanted. 

18. Compared to other people, 
I get down in the dumps 
too often. 

19. I've gotten pretty much 
what I expected out of 
life. 

20. In spite of what people 
say, things are getting 
worse not better for the 
average man. 

Total Score 

Neugartin, Havighurst, Tobin, 1961. 

Scoring = Total sum of positive responses 
* Unsure does not receive score 

Total possible = 20 
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NURSING CARE PRIORITIES 

The purpose of this study is to help health-care professionals 

learn more about what patients believe is important in terms of the 

nursing care which they receive during hospitalization and to identify 

any factors which make certain nursing activities more important to 

patients than others. 

If you agree to take part in this study it will involve a 1 to 

1 1/2 hour interview with a nurse researcher during your hospitalization, 

arranged at your convenience. You will be asked to answer questions 

about yourself, including your background, your health and physical 

limitations. You will also be asked to rate certain nursing activities 

according to how important you think they are. 

You are free to ask questions regarding the study at any point. 

You may answer some or all of the questions if you do desire. You may 

withdraw from the study at any time. Whatever you decide, your care 

will not be affected in any way. There are no known risks to this 

study. 

The interviews will be anonymous with code numbers used to 

identify respondents rather than names. All responses will be strictly 

confidential. Since you are being asked to voluntarily give your 

opinions your response to these questions will be considered as consent 

to participate in this study. 



>jw3fc T H E  U N I V E R S I T Y  O F  A R I Z O N A  

H E A L T H  S C I E N C E S  C E N T E R  
T U C S O N ,  A R I Z O N A  8 5 7 2 4  
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U N I V E R S I T Y  H O S P I T A L  

June 9, 1983 

Ms. Donna C. Dickinson, R.N. 
3180 Rockhill Road, Rt. 22 
Tucson, Arizona 85745 

Dear Ms SjjW&Anson: 

It is a pleasure to approve the study, "The Relationship 
Between Life Satisfaction and Perceived Need for Pyschosocial 
Support." Ms. Anne Contento and Ms. Pat Adams, Head Nurses 
on 7 West and 6 East respectively, will be your contact 
persons for the study. Anne Contento can be reached at 
626-6362 and Pat Adams at 626-6348. Please contact them 
with any additional questions and concerns you may have. 

Sincerely, 

* * -

Ada Sue Hinshaw, R.N., Ph.D., F.A.A.N. 
Associate Director of Nursing for Research 
Nursing Department 
University Hospital 

Professor, Director of Research 
College of Nursing 
University of Arizona 

cc: Anne Contento, R.N. 
Head Nurse, 7 West 

Pat Adams, R.N. 
Head Nurse, 6 East 

ASH/kjm 
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MEMORANDUM 

TO: Donna Dickinson 
3180 Rockhill Road, Rt. 22 
Tucson, Arizona 85745 

FROM: Ada Sue Hinshaw, R.N., Ph.D. 
Director of Research 

Jan R. Atwood, R.N., Ph.D. 
Chairman, Research Committee 

DATE May 17, 1983 

RE: Human Subjects Review: The Relationship Between Life Satisfaction and 

Your project has been reviewed and approved as exempt from University review by 
the College of Nursing Ethical Review Sub-committee of the Research Committee, 
and the Director of Research. A consent form with subject signature is not re
quired for projects exempt from full University review. Please use only a dis
claimer format for subjects to read before giving their oral consent to the 
research. The Human Subjects Project Approval Form is filed in the office of 
the Director of Research, if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

Perceived Need for Psychosocial Support 

ASH:des 
4/83 
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