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ABSTRACT 

This descriptive study was conducted to identify the relation

ship between the amount of social support and the level of uncertainty 

perceived by a sample of elderly hospitalized for an acute myocardial 

infarction. Seventeen subjects between the ages of 60 and 78 partici

pated in the study. Each subject completed the Norbeck Social Support 

Questionnaire and the Mishel Uncertainty in Illness Scale. 

The data showed a positive correlation between age and social 

support. A moderate correlation (r=.48) was found between the amount of 

social support reported and the perceived level of uncertainty that was 

significant at the p=.05 level. The relationship did not occur in the 

anticipated direction. 
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CHAPTER 1 

INTRODUCTION 

Aging occurs to everyone. The problems that presently face the 

elderly will eventually face the present day middle-aged person. Normal 

aging processes involve definite physiological changes in body structure, 

composition and functioning. However, the normal aging changes are sub

ject to individual variability. This makes it difficult to determine 

with any accuracy when one will become "old" or when one will no longer 

be capable of meeting the responsibilities of care for one's self or 

for others. 

The elderly population over 60 years of age must not only adapt 

to normal aging changes; they also are at increased risk of developing 

an acute or chronic illness. The three leading causes of death among 

the elderly are heart disease, cancer and strokes. Seventy-two percent 

of the deaths from cardiovascular disease occurs in people over 65 years 

of age (Rodstein, 1979). As a person ages the risk of having a myo

cardial infarction also increases. 

Eighty-five percent of the elderly residing in the community 

have at least one chronic disease. Approximately 50 percent of those 

individuals experience some degree of impairment in their normal daily 

activity because of chronic disease. Even though the elderly have a 
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high incidence of chronic conditions and some degree of sensory or 

mobility impairment, the majority function quite adequately with little 

assistance in their home and community. 

The investigator has developed an increasing interest in the 

problems the elderly must cope with in their environment as well as 

their adaptation to illness. Observation of several elderly clients' 

adaptations to being ill and the added stress placed on them has led 

the investigator to believe that the presence or absence of a social 

support network affects the elderly's adaptation to a new or recurrent 

illness. 

The number of individuals available to the elderly who can pro

vide social support is often diminished. Friends and family members are 

lost through death or relocation. A person's social support network 

changes over time with new members replacing lost members. However, 

the changes in the social support network of elderly people is more 

absolute. The size of the network for elderly people decreases. The 

elderly have less opportunity to add new members to their network 

because of ill health, impaired mobility and/or reduced social roles 

following retirement or relocation. 

The diagnosis of a serious illness such as a myocardial in

farction can initiate a period of crises in a patient's life that under

scores the importance of having an effective social support network 

system in place. The inability to predict the outcome of the illness 

or the effect of medication and treatments can add to the uncertainty 

perceived by the elderly who are hospitalized. Mishel (1983) has shown 
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a relationship between the level of uncertainty perceived by hospitalized 

patients and the amount of stress they felt. Social support, especially 

emotional support, is necessary to buffer the stresses of life (Cassel, 

1976). 

Normal aging changes, increased risk of developing an acute or 

chronic illness, and a decrease in available social support are all 

sources of stress for the elderly. When the elderly suffer a myocardial 

infarction and must be hospitalized, the amount of stress increases. 

The presence of social support, in the form of emotional or material 

support, can assist the elderly in successfully coping with their ill

ness and returning to their home. 

Statement of the Problem 

The research questions to be addressed in this study are: 

1) What are the amounts of social support available to 

elderly patients with a diagnosis of myocardial infarction? 

2) What are the levels of uncertainty experienced by the 

elderly following a myocardial infarction? 

3) Do those elderly individuals who have experienced a 

myocardial infarction and who have more social support have a lower 

level of uncertainty than those elderly individuals with less social 

support? 

Statement of the Purpose 

This study is an initial attempt to identify the level of 

uncertainty perceived by elderly subjects who have had a myocardial 
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infarction and the amount of social support they identify as being 

available to them. The study also attempts to determine if a relation

ship exists in these elderly subjects between their measured level of 

uncertainty and the amount of their social support following a myo

cardial infarction. 

Significance of the Problem 

The population of America is definitely graying. The general 

population of the United States has tripled since the turn of the 

century while the population of individuals 65 years old and older has 

increased eight-fold. During that time period, the over 65 population 

has increased from three million to greater than 24 million individuals. 

Approximately twelve percent of the present population is age 65 and 

older. By the year 2030, it is predicted that between 14 and 22 percent 

of the population will have reached the status of senior citizen 

(Carnevali & Patrick, 1979). 

Ninety-five percent of these elderly live at home even though 

they may have a variety of illnesses. Studies of elderly individuals 

living at home have revealed that approximately 40 percent between 65 

and 74 years of age and over 50 percent 75 years or older have some 

type of heart disease [Luchi, 1982). 

The diagnosis of a myocardial infarction can be particularly 

frightening for the elderly individual. Because of normal aging changes, 

the elderly present a varied clinical picture when ill and they often 

respond differently to medical treatment. The classic symptoms of 
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severe retrosternal pressure, dyspnea, and a feeling of impending doom 

may not occur. This makes it difficult for the elderly individual to 

identify specific symptoms that can be associated with a myocardial 

infarction. 

Approximately one in every five patients admitted to a coronary 

care unit is over the age of 70. The elderly admitted with a myocardial 

infarction have a higher mortality rate from a myocardial infarction 

than the younger patients. This population also has a greater risk of 

developing severe complications following a myocardial infarction than 

their younger counterparts. Arrhythmias and disorders of conduction 

and rate are common following an acute myocardial infarction in the 

elderly. The aging heart and other body organs are unable to adequately 

compensate for the changes in rate and/or rhythm. The cumulative 

effect in a series of organ functions decreases the ability of the 

elderly to respond to the stress of an acute illness (Besdine & 

Minkler, 1983). The myocardial infarction not only affects the func

tioning of the heart and related organs, but it can have a serious 

effect on the ability of the elderly person to maintain his/her present 

level of independence in the community. 

Recent research has highlighted the importance of the family in 

helping the elderly cope with the impact of declining health and 

functional capacity. Family members are important in providing support 

to the elderly in times of acute illness (Stoller, 1982). Social sup

port from family, friends and/or neighbors can be seen as protective 

of a person's health. Individuals who do not receive an adequate amount 
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of social support from persons in their environment may experience 

psychological and/or physiological strain (Kaplan, Cassel & Gore, 1977) 

or have more reported symptoms of illness (Lin, Ensel, Simeone & Kuo, 

1979). Family support has been found to be valuable in promoting health 

practices and preventing diseases in the elderly (Miller, 1981). 

The elderly are often faced with an uncertain future. The 

income that was adequate several years ago has been eroded by inflation 

with little hope of replenishing dwindling monetary funds. Techno

logical advances and neighborhood changes have changed the environment 

in which they live. Elderly individuals have watched as their social 

network dwindles from death or relocation of family and friends. All 

of these changes can be viewed as stressful. When the elderly have an 

acute illness that requires hospitalization, the uncertainty about the 

outcome and consequences of their illness adds to their stress. Social 

support functions to facilitate coping with stress of crises and 

adaptation to change (Cobb, 1976). By identifying the level of uncer

tainty the elderly perceive about their illness and the amount of 

available social support, nurses can assist the elderly to strengthen 

their support system and reduce the uncertainty. This in turn will 

decrease the hospitalization period needed and also decrease the 

incidence of re-hopsitalization. 
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Definition of Terms 

Terms used in this study are defined as follows: 

Elderly individual - a person 60 years of age or older, 

Uncertainty - cognitive state of the person which is created 

when an event cannot be adequately structured or categorized because of 

a lack of sufficient cues or information (Mishel, 1981) as measured by 

the Mishel Uncertainty in Illness Scale. 

Social Support - interpersonal transactions that include 

expression of love and concern of one person toward another, the 

acceptance of another's behaviors, perceptions or ideas, and giving 

symbolic or material assistance to another (Kahn, 1979) as measured by 

the Norbeck Social Support Questionnaire. 



CHAPTER 2 

SELECTED REVIEW OF THE LITERATURE 

This chapter contains a selected review of the literature on 

myocardial infarctions in the elderly population, the concept of social 

support and the concept of uncertainty as related to illness. When 

appropriate, literature specific to the elderly will also be reviewed. 

Myocardial Infarctions 

Heart disease is the leading cause of death among those persons 

60 years of age or older and the most frequent reason for hospital

ization among this age group {Lakatta & Gerstenblith, 1982). Klieger 

(1983) reports that arteriosclerotic heart disease is the most frequently 

encountered single etiologic cause of heart disease in patients 60 years 

of age or older. The common manifestations of arteriosclerotic heart 

disease are acute myocardial infarction, angina, arrhythmias, congestive 

heart failure and sudden death. 

The most common abnormality encountered in the aging circulatory 

system is arteriosclerosis-atherosclerosis. Arteriosclerosis refers to 

a variety of processes in which there is a hardening and thickening of 

arterial walls. Atherosclerosis is the deposition of lipids and 

associated degenerative changes in the arteries. In those persons 65 

years or older, coronary atherosclerosis is widespread. The gradual 

narrowing of coronary arteries may enable adjacent vessels to enlarge 
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and/or collateral circulation to the myocardium distal to the stenosis 

to develop. However, if Circulation to the heart muscle is already 

diminished due to generalized narrowing from arteriosclerosis, further 

obstruction of even a small artery may precipitate an infarction. 

The presenting clinical symptoms of a myocardial infarction may 

be quite different in the elderly patient than in a younger patient. 

The clinical pattern of an elderly person with a myocardial infarction 

is frequently atypical and/or silent in nature. Sudden dyspnea, acute 

confusion and syncope may overshadow chest pain as the presenting 

symptoms among the elderly (Pathy, 1976; Lakatta, 1979; Lindenfeld & 

Groves, 1982). Although chest pain may be a presenting symptom in the 

very old, the frequency with which chest pain indicates the occurrence 

of infarction decreases with age (Pathy, 1976). The pain may be mild 

and brief in duration or may be agonizing and persistent for several 

hours. The elderly patient may also experience a prolonged, dull, com

pressing pain that is intermittent over a period of several days. As 

a person ages, the symptoms of a myocardial infarction may be vague, 

ill-defined or multiple symptoms of a general character that cannot be 

readily classified (Pathy, 1976). 

The normal aging heart, under ordinary conditions, provides an 

adequate cardiac output for normal requirements of the elderly individ

ual. Normal age related changes usually do not cause symptoms. However, 

these age related changes do provide an alteration in the functioning 

of the heart on which specific pathologic cardiovascular conditions are 

superimposed. As an individual ages, three changes occur in the 
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cardiovascular system. First, the heart muscle hypertrophies. The size 

of the heart increases although the amount of blood supply does not 

increase proportionately. A second change, an increase in fibrotic 

tissue, causes an increased muscle stiffness in the senescent heart. 

This increase in muscle stiffness causes a decreased compliance of the 

myocardium and therefore a diminished filling rate. A third normal 

aging change that affects the heart is the increase in peripheral 

vascular resistance (Lakatta, 1979). The increase in vascular resistance 

is usually a consequence of arteriosclerosis. The arterial walls are 

more rigid and have less ability to expand and contract. This increases 

the contractile force needed by the heart to circulate the blood. 

Although the senescent heart can maintain an adequate output for normal 

function, the age related changes cause a progressive loss of the 

heart's ability to efficiently respond to increased activity or demand 

on the heart (Pathy, 1976; Rodstein, 1979; Steinberg, 1983). 

Seventy-two percent of cardiovascular deaths in the United 

States occur in persons over 65 years of age. The mortality rate is 

33 percent for persons age 60 to 69 and 47 percent for persons age 

70 to 79. Lakatta (1982) reports mortality associated with an acute 

myocardial infarction in individuals age 70 or older is approximately 

twice the mortality rate of individuals less than age 70. The reason 

for the increased mortality rate from acute myocardial infarction among 

the aging population is unclear. However, age-related myocardial 

changes, increased incidence of drug toxicity and underlying disease of 
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of major organ systems may be factors contributing to the increased 

mortality rate (Lindenfeld et al., 1982). 

The elderly patient is also at increased risk to develop serious 

complications following a myocardial infarction. Arrhythmias and dis

orders of conduction and rate are almost invariable following an acute 

inyocardial infarction among the elderly population (Pathy, 1976). 

Cardiogenic shock is the most common cause of death among the elderly 

hospitalized with an acute myocardial infarction. Onset or exacer

bation of congestive heart failure or pulmonary edema are seen frequently 

in the elderly patient (Lakatta et al., 1982). However, despite the 

adverse effects of the increased stress on the aged heart following an 

acute myocardial infarction, the majority of patients aged 60 and older 

who enter the hospital with an acute myocardial infarction survive and 

do well (Pathy, 1976). 

Social Support 

The concept of social support has emerged in recent years as a major 

variable in research in health-related fields. However, social support 

has not been defined consistently in the literature. Although several 

authors have proposed various definitions of social support, only two 

will be reviewed in this chapter. 

Cobb (1976) defined social support as information leading an 

individual to believe that he is cared for and loved, he is esteemed 

and valued and he belongs to a network of communication and social 



obligation. Unlike other theorists, Cobb did not consider tangible 

services or material aid as a source of social support. 

Kahn (1979) defined social support to include three dimensions 

affect, affirmation and aid. In this definition, social support is an 

interpersonal transaction that is a reciprocal relationship. Affect 

refers to the expression of love, respect, esteem or other positive 

feelings towards another. The dimension of affirmation is the accep

tance of another person's behaviors, perceptions, or expressed views. 

The final dimension of this definition is aid, either symbolic or 

material, such as money, information or time that a person gives to 

another. These three dimensions of social support are seen in a convoy 

a set of significant other people to whom a person can give social sup

port or from whom a person can receive social support. 

The characteristics of the convoy will often change with older 

individuals. The elderly receive more social support than they have 

the opportunity to give. There is a reduction in the size of the 

elderly's convoy due to loss through death or relocation and less 

opportunity to replace lost members. The elderly also experience a 

change in the type of interaction related to social support. They 

receive less affirmative and affect support while receiving more aid 

(Kahn, 1979). 

The. types of persons fn a conyoy tend to shift as a person ages 

Tfue contact with peers decreases due to disability and death, while 

contact with children and neighbors increases (Cobb, 1976; Palmore, 

1981). The family serves as the major source of support for the 
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elderly in the form of emotional, physical, and social support. Surveys 

suggest that most families are in contact with elderly family members 

(Miller, 1979; Shanas, 1979; Johnson, 1983). 

The amount of social support one receives is important but 

other aspects of social support may be equally important. The type of 

support available, the sources of the support and the structure of the 

social support network or convoy are also important (Thoits, 1982). 

Recently, social support has been described as a buffering 

factor that protects an individual from illness. Based on evidence 

accumulated from both animal and human studies, Cassel (1976) suggested 

that psychosocial factors, specifically social support, can and does 

have a protective effect on an individual from the physiological or 

psychological consequences of a stress situation. Adequate social sup

port can protect an individual in a crisis from a wide variety of 

pathological states, can reduce the amount of medication needed, accel

erate recovery and facilitate compliance with the treatment plans 

(Cobb, 1976). Several authors suggest that an individual with a strong 

social support system is less vulnerable to the psychological and 

physical distress caused by life events than one with few social supports 

{Nuckolls, Cassel & Kaplan, 1971; Lin et al., 1979; Thoits, 1982). 

Medalie and Goldbourt (1976) studied several risk factors in

cluding psychological risk factors among a sample of 10,000 men over the 

age of 40. Analysis of the variables indicated that age, blood pressure, 

both systolic and diastolic, anxiety, and psychosocial problems were 

significant (p<.001) in the subjects developing angina pectoris and/or 



a myocardial infarction. The results of the study indicate that a 

major supportive factor in overcoming the effect of anxiety over their 

health was the subject's perceived support and love of his wife. 

Findings were significant at p<.05 level. 

Several studies have shown the buffering effect of social sup

port on high life stress events (Nuckolls et al., 1972; Gore, 1978). 

A study of 36 hemodialysis patients showed a moderate correlation to 

adaptation to hemodialysis and spouse support at the p<.05 level 

(Dimond, 1979). 

The inverse relationship of social support to psychological 

adjustment was also shown in a longitudinal one year study by Holahan 

and Moos (1981). A group of approximately 500 men and women completed 

two surveys administered one year apart. The surveys assessed psycho

logical maladjustment, life change, and social support. The findings 

support that decreases in social support of family and work environments 

is significantly (p£.05 level) related to increases in psychological 

maladjustment. 

The previous studies cited primarily used individuals less than 

60 years old. The social support systems of elderly individuals have 

been explored in recent years. Informal support systems provide more 

assistance to the elderly than do formal organizations (Cantor, 1980). 

The majority of those in the informal support systems of the elderly 

are spouses or adult children although other kin offer support 

(Treas, 1977; Shanas, 1979; Archibold, 1983). Research has disproved 
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the myth that contemporary families are alienated from the aged and do 

not take care of them (Brody, 1981). 

Lowenthal and Haven (1968) studied whether a single intimate 

relationship could buffer the aged against the stress of social dis

engagement. In a sample of 280 persons aged 63 and older, data indicated 

that those who had a confidant such as a spouse were less likely to be 

depressed. The effect of the confidant was most marked in the group of 

individuals who reduced their social interactions. This finding is 

supported by Blau (1973) who also found that being married or being 

employed or having substantial social activity is protective against 

development of low morale. 

A longitudinal study by Johnson and Catalano (1983) reported that 

usually the impaired older person had at least one family member who 

provided assistance. One hundred fifteen individuals 65 years and older 

were interviewed at the time of discharge from a hospital and again 

approximately eight months later. The findings showed that although 

family members increased their contacts and support to the elderly 

patient during the crisis of hospitalization, the support declined as 

the patient physically improved. This decline in social contact with 

family members was not compensated by an increase in social contact with 

friends. This led the patient to report more loneliness. The findings 

of this study suggested that family supports are important in maintaining 

the older individual, especially a dependent elderly person, in the 

community. 
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Sussman and Burchinal (1962) looked at the relationship between 

generations, the adult children and their elderly parents. Their 

findings suggested that as people age they become more involved with 

their families than with other types of activities. The findings also 

suggested that emotional support by the adult children has replaced 

some of the physical support and care of the elderly. This may be due 

to the larger number of women who are active in the work force rather 

than remaining in the home (Brody, 1981). Johnson and Bursk (1977, 

p.90) reported, "the importance of family involvement with the elderly 

has not only not diminished, but the affectional and supportive func

tions of the family emerges as crucial integrative mechanisms for the 

elderly in American society." 

Social support has been positively linked to psychological and 

physical well-being. Although one study was found in the literature 

that suggests that social support variables are not significantly cor

related with physical health (Schaefer, Coyne, & Lazarus, 1981), the 

majority of literature suggests otherwise. Numerous studies have also 

suggested that social support affects compliance to medical regimen, 

recovery from illness and maintenance of positive health practices 

(.Cobb, 1976; Dimond, 1981; Lindsey et al., 1981; Miller, 1981). 

Uncertainty 

It has been recognized that certain events that have an unknown 

outcome can produce a state of uncertainty. An acute illness requiring 

hospitalization can generate a feeling of uncertainty about the 
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treatment plan, the effect the illness may have on a preferred life 

style or the prognosis of the illness. This section will review the 

literature on the concept of uncertainty as it is related to illness. 

Uncertainty can be defined as a cognitive state created when an 

event or situation cannot be adequately structured or categorized be

cause sufficient cues or information is lacking (Budner, 1962; Mishel, 

1981). The state of uncertainty occurs when an individual is unable to 

assign a definite value to objects and events and/or is unable to 

accurately predict outcomes of a decision (Mcintosh, 1976). Events or 

situations that are vague, unpredictable, unfamiliar, inconsistent or 

lack sufficient information generate uncertainty. 

The relationship between stress and uncertainty has been sug

gested in the literature (Berlyne, 1976; Mishel, 1981, 1983; Suls & 

Mullen, 1981). In a series of experiments, Berlyne (1976) concluded 

that uncertainty can be caused by unexpected happenings or by presenting 

a question that can have several solutions, any of which may be cor

rect. This is similar to the questions the elderly must deal with 

regarding living arrangements, finances and health matters, especially 

following an acute illness. Berlyne (1976) also concluded that uncer

tainty can be a source of stress for an individual. 

Mishel (1981) proposed a conceptual framework demonstrating the 

relationship between stress and uncertainty. In the framework, 

uncertainty is predicted to occur in four general classes of events: 

discomfort, incapacitation and other symptoms of illness; the manage

ment of special treatment procedures and the side effects; the technical 
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environment related to health-care providers; and the assessment of the 

future (Mishel, 1981). 

The majority of the work with uncertainty has been done on 

individuals who have a particular illness such as cancer. However, the 

elderly, while included in the various studies as a part of the popu

lation being looked at, has not been looked at as a population in and 

of themselves. 

Mishel (1983) conducted a study concerning the relationship 

between uncertainty and stress in illness in a population of 100 system

atically selected medical patients. The Mishel Uncertainty in Illness 

Scale (MUIS) was used to measure uncertainty and the psychological stress 

of hospitalization was measured by the Hospital Stress Rating Scale. 

The results of this study revealed that those subjects who perceived the 

multiple aspects of their illness and the treatment as uncertain also 

perceived the hospitalization as stressful. The findings were significant 

regarding the complexity of treatments and the health care system, 

p < .03 (Mishel, 1983). 

Results from a second study on women with gynecological cancer 

during the diagnosis phase showed that uncertainty had a significant 

negative association (pC.001) with optimism (Mishel, 1983). The direc

tion of the relationship indicates that uncertainty is associated with 

pessimism. In this study a strong relationship between the unpredict

ability factor and pessimism was found. The subjects that had greater 

difficulty predicting the course of the disease and therefore a higher 

level of uncertainty, had more negative expectations about the future. 
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These subjects were also less motivated to attempt to change things. 

Another finding of interest is that those women who experienced more 

uncertainty and pessimism about their illness, treatment and prognosis 

also experienced greater adjustment problems, especially in the area of 

confidence in the health care system. 

Clinical observations of coronary care unit patients support the 

view that uncertainty is related to psychological stress response. Davis 

(1972) found that patients in coronary care units experienced emotional 

distress as the result of the uncertainty of not knowing their diagnosis 

and the meaning of the various treatments and procedures performed in 

the coronary care unit. 

Summary 

The literature review presented information pertaining to myo

cardial infarctions, the concept of social support and the concept of 

uncertainty in illness. 

The elderly are at increased risk of experiencing an acute 

myocardial infarction. The literature has shown that the incidence of 

complications of an acute myocardial infarction and the subsequent 

hospitalization increases as the age increases. The elderly often do not 

experience the recognized cardial symptoms of a myocardial infarction 

and therefore cannot predict what a particular symptom indicates. This 

increases the stress and anxiety for the elderly. 

The variable of social support has been seen as a buffering 

agent in psychological stress and/or emotional stress (Cobb, 1976; 

Gore, 1978; Lin et al., 1979). Cobb (1976) has supported the 
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protective effect of social support for people recovering from an 

illness. An extensive longitudinal study of men with angina pectoris 

supported the balancing effect of a wife's love and support in pre

venting further anginal attacks or myocardial infarction (Medalie & 

Goldbourt, 1976). 

Social support can provide information about various life events 

(Lin et al., 1979). If uncertainty can be defined as a state where 

information is vague and/or lacking {Mishel, 1981), then social support 

as an information provider can decrease the uncertainty about an event. 



CHAPTER 3 

METHODOLOGY 

This chapter presents the research design, the sample, the 

setting, the measurement tools for data collection, and protection of 

human subjects. The method of data collection and methods for data 

analysis are also included. 

Research Design 

A descriptive study was designed to measure the level of 

uncertainty perceived by elderly patients who had experienced a myo

cardial infarction. The amount of social support available to the study 

population was also identified. The study also attempted to determine 

if a relationship existed between the level of uncertainty and the 

amount of social support available to the elderly individuals who had 

a myocardial infarction. 

Study Sample 

The sample for this study consisted of 17 hospitalized elderly 

individuals who voluntarily agreed to participate in the study. Infor

mants met the following criteria: 1) Caucasian, 60 years of age or 

older with a diagnosis of myocardial infarction; 2) no prior diagnosis 

of myocardial infarction; 3) oriented to person, place and time; 4) able 

to read and comprehend the English language; 5) lived in a private home 
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or apartment not connected with a hospital, nursing home, or resident 

home for the elderly; 6) able to care for personal hygienic needs; and 

7) no diagnosis of cancer or dementia or another diagnosis with a ques

tionable prognosis. 

Study Setting 

The patient population for this study was selected from a large 

private, not for profit hospital in a city in the Southwestern United 

States. Permission to use the hospital as a source of patients was 

granted by the Director for Nursing Education who reviewed the study 

proposal. Permission, either verbal or written, to include a patient 

in the study was obtained from the private physician of each potential 

subject. 

Human Subjects 

Written permission to conduct the study was obtained from the 

University of Arizona's Human Subjects Committee (Appendis A). A brief 

explanation of the study was given by the investigator to each potential 

participant. During the initial contact, the potential participants 

were also informed that participation was voluntary and that parti

cipation or refusal to participate would not alter the medical or nursing 

care they received. A Subject's Disclaimer Form was also given to the 

participant at that time (Appendix B). 

Data Collection 

Each prospective subject was approached by the investigator in 

his/her hospital room no sooner than the fifth day after admission to 
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the hospital for treatment of an acute myocardial infarction. All of 

the subjects had been transferred out of the Coronary Care Intensive 

unit at least 24 hours prior to the initial contact by the investigator. 

The investigator introduced herself to each potential participant and 

explained the nature, purpose and demands of the study. A total of 19 

individuals met the criteria for inclusion in the study. Two males 

declined to participate in the study stating they had "nothing of 

importance" to say. The 17 individuals who agreed to participate were 

then given the Subject Disclaimer Form to read. 

The investigator completed the Demographic Questionnaire 

(Appendix C) and then explained the Norbeck Social Support Questionnaire 

(Appendix D) and the Mishel Uncertainty in Illness Scal-e (Appendix E). 

The questionnaires were then given to each participant to complete. 

The investigator was present to answer any questions or clarify the 

meaning of an item on the questionnaires. The participants needed an 

average of 30 minutes to complete both questionnaires. 

Measurement Tools 

Three tools were used to collect data for the study. The first 

tool used, the Demographic Data Questionnaire, was designed by the 

investigator for this study. The Norbeck Social Support Questionnaire 

(NSSQ) was used to obtain data on the amount of social support per

ceived by the subjects. The level of uncertainty was measured by the 

Mishel Uncertainty in Illness Scale (MUIS). Both the NSSQ and the MUIS 

had known reliability and validity. 
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Demographic Data Questionnaire 

The Demographic Data Questionnaire was designed by the investi

gator for this study based on past clinical experiences and data from 

the literature. It consists of 12 items that refer to age, marital 

status, living arrangements, illness, activities outside the home, 

ethnic background and educational level. The questions were worded 

similar to those used to gather demographic data for the NSSQ and the 

MUIS. The questions were designed to be asked and recorded by the 

investigator during the initial contact with each participant in the 

study. 

Norbeck Social Support Questionnaire 

The Norbeck Social Support Questionnaire (NSSQ) was designed to 

measure multiple dimensions of social support (Norbeck et al., 1981). 

It consists of three variables: Total Functional, Total Network, and 

Total Loss. The first variable, Total Functional, measures the 

functional components of social support - affect, affirmation, and aid -

on a five-point Likert scale. A score of one indicates the least sup

port and a score of five indicates the most support. Each of the three 

functional components of social support has two questions for a total 

of six items for the Total Functional variable. The score value for 

each of the six items on the Total Functional variable range from 0 to 

20, depending on the number of individuals listed in the network. The 

range of scores for the Total Functional variable is 0 to 720. 

The two remaining variables of the NSSQ reflect the size, 

stability and availability of social support perceived by the 



25 

individual. The second variable, Total Network, has two items measured 

on a five-point Likert scale with a score of one indicating the least 

contact and a score of five indicating the most contact. The score for 

each item range from 0 to 120. This equals the sum of the scores listed 

for each individual in the support network. The Total Network variable 

has a score range of 0 to 240. The third variable, Total Loss, consists 

of one yes/no item that asks if a loss in the social support network has 

occurred during the past year. The range of score depends on the number 

of individuals lost to the subject and the amount of social support 

provided by those individuals. 

Internal consistency for the NSSQ was established through inter-

correlations among the items that comprised the three components of the 

Total Functional variable. The correlations between the two affect 

items was .97; between the two affirmation items, .96; and between the 

two aid items, .89 (Norbeck et al., 1981). The correlations among the 

three network properties - number in network, duration of relationship, 

and frequency of contact - ranged from .88 to .96. 

Concurrent validity was established with another social support 

questionnaire, the Personal Resource Questionnaire (Norbeck, 1983). 

Medium levels of association (.24-.41) were found between the two scales. 

A multiple regression analysis of the three functional subscales and 

their interactions with life stress variables demonstrated that the 

subscales accounted for 19-20 percent of the variance (Norbeck, et al., 

1983). Overall, the NSSQ had demonstrated only moderate validity. 
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Mi she! Uncertainty in Illness Scale 

The Mishel Uncertainty in Illness Scale (MUIS) was a 34 item 

five-point Likert format scale. The scale was constructed from the 

conceptual framework originally done on uncertainty in illness (Mishel, 

1981). Each of the 34 items allows for the subject to make one of five 

responses: strongly agree, agree, undecided, disagree, or strongly 

disagree. Each item is characterized as being positive or negative. 

The subject checks one of five choices for each item which are scored 

1 through 5, such that agreement on a positive statement would receive 

the same score (1) as disagreement on a negative statement (1). The MUIS 

looks at the subject's perception of uncertainty in five areas: symptom

atology, diagnosis, treatment, relationship with caregivers, and 

prognosis. 

The original scale was factor analyzed into a four-factor scale: 

multi-attributed ambiguity, complexity of treatment, insufficient 

information, and unpredictability. Factor One, multi-attributed 

ambiguity, consists of 17 items. This factor refers to the individual's 

evaluation of the state of his/her illness as being vague or unclear. 

Scores for this factor range from 17 to 85. Factor One has a stand

ardized alpha of .91. Factor Two, complexity, consists of seven items 

with a score range of 7 to 35. This factor refers to the multiple and 

varied cues the patient perceives about the treatment and the system of 

care. The alpha for Factor Two is .75. Factor Three, insufficient 

information, has an alpha of .71. This factor consists of four items 

that refer to the absence of information concerning the diagnosis. The 
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scores for Factor Three range from 4 to 20. Factor Four, unpredict

ability, consists of six items that refer to the perceived absence of 

stability of the course of the illness and the unpredictability of the 

outcome. The score range of Factor Four is 6 to 30 and the alpha is .70. 

The total MUIS has a range of scores of 34 to 170 with a standardized 

alpha of .91 {Mishel, 1983a). 

The MUIS has been found to significantly discriminate in the 

predicted direction among medical, surgical and diagnostic patient 

populations, therefore supporting the validity of the instrument 

(Mishel, 1981; Mishel, 1983). Construct validity of the scale has been 

initially supported by items clustering into factors that are consistent 

with theoretical predictions (Mishel, 1981; Mishel, 1983). 

Data Analysis 

Frequency distributions were computed on the demographic char

acteristics of the study sample. Frequency distributions were also 

computed between the demographic variables and the subscales of both 

instruments as well as the total MUIS. Pearson Correlation Coefficients 

between the demographic variables, the NSSQ and the MUIS were computed. 

Summary 

This chapter presented the method and criteria used to obtain 

subjects for the study. The instruments used to collect the data and 

the method of data collection were discussed. Finally, the method of 

data analysis was discussed. 



CHAPTER 4 

PRESENTATION AND ANALYSIS OF THE DATA 

This study was designed to identify the level of uncertainty 

and the amount of social support available to persons over 60 years of 

age who were hospitalized for an acute myocardial infarction. The study 

also looked at the relationship between the level of uncertainty and the 

amount of social support perceived by the study participants. The data 

were analyzed to answer questions asked by the study design. 

Characteristics of the Sample 

A total of 17 subjects who met the criteria participated in the 

study. There were 12 males (71 percent) and five females (29 percent). 

The age range for the 17 subjects was between 60 and 78 years of age 

with a mean age of 70.7 years (Table 1). The ages of the 12 male sub

jects ranged from 60 to 78 with a mean age of 70.8 years. The age 

range for the five females was 64 to 73 with a mean age of 70.6 years. 

Marital status data are presented in Table 2. Fourteen (82 per

cent) of the subjects were married and three (18 percent) were widowed. 

Eleven (92 percent) of the males were married and three (60 percent) 

of the women were married. 

The married subjects lived alone with their spouse. The two 

widows lived with a son or daughter and the widower lived alone. 
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Table 1 DISTRIBUTION OF SUBJECTS BY AGE 
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Aqe Male Female Total Group 
n % n % n % 

60 - 64 years 1 8.4 1 20.0 2 11.8 

65 - 69 years 4 33.3 4 23.5 

70 - 74 years 3 25.0 4 80.0 7 41.2 

75 - 78 years 4 33.3 4 23.5 

Total 12 100.0 5 100.0 17 100.0 

Mean Age 70.75 70.6 70.7 

Table 2 DISTRIBUTION OF SUBJECTS BY MARITAL STATUS 

Marital naie 

Status n % 

Married 11 92.0 

Widowed 1 8.0 

Female Total Group 

n % n % 

3 60.0 14 82.0 

2 40.0 3 18.0 

Total 12 100.0 5 100.0 17 100.0 
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Nine (53 percent) of the subjects completed high school. Four 

(23.5 percent) of the subjects did not complete high school and four 

(23.5 percent) attended or graduated from college or professional 

school. The mean years of education was 12.3 years (Table 3). 

Table 3 DISTRIBUTION OF SUBJECTS BY YEARS OF EDUCATION 

Level of Male Female Total Group 
Education n % n % n % 

Less Than 
High School 
Graduate 

2 17.0 2 40.0 4 23.5 

High School 
Graduate 7 58.0 2 40.0 9 53.0 

Greater Than 
High School 
Graduate 

3 25.0 1 20.0 4 23.5 

Total 12 100.0 5 100.0 17 100.0 

Mean Years of Education =12.3 years. 

Twelve of the 17 subjects were Protestants, three were Catholic, 

one was a Jehovah's Witness and one stated he had no religious affil

iation. Ten of the 17 subjects stated they were active in church 

activities and five stated they were inactive. A higher percentage of 

the female subjects (80 percent) than male subjects (50 percent) reported 

being active in church related activities. 
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Seven of the 17 subjects stated they participated in activities 

outside the home. The seven individuals, all men, stated they partici

pated in professional or community oriented activities. 

Norbeck Social Support Questionnaire 

The Norbeck Social Support Questionnaire is a nine question 

instrument used to determine scores for the three variables — Total 

Functional, Total Network, and Total Loss. The first variable, Total 

Functional, consists of six items, two each for affect, affirmation and 

aid. The total score for each item ranges from 0 to 120 with a total 

possible score range of 0 indicating no support to 720 indicating the 

greatest amount of social support for the Total Functional variable. 

This score is considered to be equivalent to the amount of social sup

port available to the individual. 

The range of scores for the Total Functional variable was 30 to 

700 for the entire group of 17 subjects (Table 4). The mean social 

support score was 265.9. The scores for the 12 male participants ranged 

from 30 to 700 with a mean score of 260.3. The five female scores 

ranged from 141 to 559 with a mean score of 279.2. 

Six of the 17 subjects were between the ages of 60 and 69 and 

11 were between the ages of 70 and 79. The mean score for the subjects 

age 60 to 69 years on the Total Functional variable was 182 (Table 5). 

The mean score for subjects age 70 to 79 years was 311.6. The three 

subjects who were widowed had a higher mean score (360.0) on the 

variable than the married subjects (245.7). 



Table 4 DISTRIBUTION OF TOTAL FUNCTIONAL SCORES BY SEX 
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Male Female Total Group 

Score Frequency % Score Frequency % Score Frequency % 

30 2 20.0 141 1 20.0 30 2 10.0 

89 1 8.0 192 1 20.0 89 1 6.0 

155 1 8.0 194 1 20.0 141 1 6.0 

185 1 8.0 310 1 20.0 155 1 6.0 

215 1 8.0 559 1 20.0 185 1 6.0 

246 1 8.0 192 1 6.0 

254 1 8.0 194 1 6.0 

327 1 8.0 215 1 6.0 

401 1 8.0 246 1 6.0 

492 1 8.0 254 1 6.0 

700 1 8.0 310 1 6.0 

327 1 6.0 

401 1 6.0 

492 1 6.0 

559 1 6.0 

700 1 6.0 

Totals 12 100.0 5 100.0 17 100.0 

Mean Score 260.3 279.2 265.9 
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Table 5 TOTAL FUNCTIONAL VARIABLE MEAN SCORES OF SUBJECT DEMOGRAPHIC 
CHARACTERISTICS BY SEX 

Demographic Male Female Total Group 
Characteristics n ^ean score n Mean Score n Mean Score 

Age 
6 0 - 6 9  5  1 7 9 . 6  1  1 9 4 . 0  6  1 8 2 . 0  

7 0 - 7 9  7  3 1 8 . 0  4  3 0 0 . 5  1 1  3 1 1 . 6  

Marital Status 

Married 11 254.3 3 214.3 14 245.7 

Widowed 1 327.0 2 375.5 3 360.0 

Education 

Less Than 
High School 2 338.6 2 375.5 4 357.0 
Graduate 

Graduate001 7 252,9 2 167.5 9 233.9 

Greater Than 
High School 3 225.7 1 310.0 4 246.8 
Graduate 
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The NSSQ also measures the network of individuals providing 

social support. The Total Network consists of two items that measure 

the duration of each relationship in the reported network and the 

frequency of contact the subject has with the individual. The Total 

Network variable has a score range of 0 to 240. A higher score indicates 

greater duration and contact with the network. 

The five females had a mean score of 110.8 for the Total Net

work variable. The 12 men had a mean score of 90.5. The mean score for 

all 17 subjects was 96.5. The mean scores on the Total Network variable 

by demographic characteristics are presented in Table 6. The mean score 

for the six subjects age 60 to 69 was 76.0, while the mean score for 

the 11 subjects age 70 to 79 had a mean score of 110.9. The two female 

high school graduates had a lower mean score (71.0) than the seven male 

high school graduates (88.0). 

The third variable of the NSSQ is Total Loss. This variable 

consists of a two part item that indicates the number of people lost to 

the individual during the preceeding year because of death, separation, 

divorce or relocation and the amount of support that person(s) provided 

to the subject. 

Fourteen (82 percent) of the 17 subjects did not report a loss 

of individuals in their social support network. Three subjects (18 per

cent), two males and one female, reported they had lost at least one 

person in their support network. The female subject reported losing a 

family member that had provided a moderate amount of support. The 

majority of the losses for the male subjects were family members (four). 
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Table 6 TOTAL NETWORK VARIABLE MEAN SCORES OF SUBJECT DEMOGRAPHIC 
CHARACTERISTICS BY SEX 

Demographic Male Female Total Group 
Characteristics n Mean Score ri Mean Score n Mean Score 

Age 
60 - 69 5 68.8 1 76.0 6 76.0 

7 0 - 7 9  7  1 0 6 . 0  4  1 1 9 . 5  1 1  1 1 0 . 9  

Marital Status 

Married 11 88.2 3 99.0 14 90.5 

Widowed 1 116.0 2 128.5 3 124.3 

Education 

Less Than 
High School 2 119.5 2 134.5 4 127.0 
Graduate 

Graduate001 7 88,0 2 71,0 9 84,2 

Greater Than 
High School 3 77.0 1 143.0 4 93.5 
Graduate 
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One of the male subjects also reported the loss of friends and a work 

associate while the other reported losing neighbors from his support 

network. One male reported that the lost members had provided "quite 

a bit" of support, while the other male stated he had received "a great 

deal" of support from members no longer in his support network. 

Mishel Uncertainty in Illness Scale 

The Mishel Uncertainty in Illness 'Scale is a 34 item scale that 

has four subscales or factors. Each item has a score value range of 

one to five. Factor One, Multi-attributed Ambiguity, consists of 17 

items and has a score range of 17 to 85. The second factor, Complexity 

of Treatment, consists of seven items. The score range for this factor 

is 7 to 35. Deficient Information is the third factor and has a score 

range of four to 20 for the four items on the scale. The fourth factor 

is Unpredictability. The six items on this factor have a score range 

of six to 30. The total score for the MUIS is 34 to 170 with the lower 

score indicating less uncertainty. 

The mean scores for the four factors and the mean score for the 

total scale are presented in Table 7. The three widowed subjects had a 

higher mean score (90.0) for the total MUIS than the 14 married subjects 

(71.1). The four female subjects age 70 to 79 had a lower mean score on 

the total MUIS (69.8) than the seven male subjects of the same age (77.1). 

The mean score for the total subjects 70 to 79 was 74.5. 

The mean scores for the total scale for female high school grad

uates was 58.5 (Table 8). The four subjects who attended or graduated 

from college had the lowest mean score for the total MUIS (64.3). 



Table 7 MEAN SCORES OF FACTORS AND TOTAL MUIS BY DEMOGRAPHIC CHARACTERISTICS, 
SEX, AGE, AND MARITAL STATUS 

Character-0 Number Complexity 
isties Mean Score Mean Score 

Deficient Unpre- Total MUISL 
Information dictability Number Mean 
Mean Score Mean Score Subjects Score 

S0XMale 12 35.9 
Female 5 33.6 
Total Group 17 35.2 

Age 60 - 69 
Male 5 32.4 
Female 1 39.0 
Total Group 6 33.5 

Age 70 - 79 
Male 7 38.4 
Female 4 32.3 
Total 11 36.2 

Marital Status 
Married 

Male 11 33.9 
Female 3 29.3 
Total Group 14 32.9 

Wi dowed 
Male 1 58.0 
Female 2 40.0 
Total Group 3 46.0 

Possible Range of 17 
Scores 1/ -

12.6 
11.8 
12.4 

13.0 
12.0 
12.8 

12.3 
11.8 
12.1 

12 .6  
10.0 
12.0 

12.0 
14.5 
13.6 

35 

7.6 
10.2 
8.4 

8.3 
12.0 
7.5 

9.8 
9.8 
8.8 

7.5 
8.3 
7.7 

8.0  
13.0 
11.3 

4 - 2 0  

19.5 
16.0 
18.0 

21.4 
16.0 
20.5 

18.1 
16.0 
17.4 

19.5 
14.0 
18.4 

19.0 
19.0 
19.0 

6 - 3 0  

12 
5 

17 

5 
1 
6 

7 
4 

11 

11 
3 

14 

1 
2 
3 

75.6 
71.6 
74.4 

73.4 
79.0 
74.3 

77.1 
69.8 
74.5 

73.6 
61.7 
71.1 

97.0 
86.5 
90.0 

34 - 170 
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Table 8 DISTRIBUTION OF MEAN SCORES FOR TOTAL MUIS BY SEX AND EDUCATION 

Education Male Female Total Group 

n Mean Score n Mean Score n Mean Score 

Less Than 
High School 2 
Graduate 

73.0 86.5 79.8 

High School 7 

Graduate 81.7 58.5 76.7 

Greater Than 
High School 3 
Graduate 

63.0 68.0 64.3 

Possible 
Range of 34 - 170 34 - 170 34 - 170 
Scores 
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Pearson Correlation Coefficients 

Pearson correlation coefficients were computed to determine the 

relationship between the demographic characteristics and the NSSQ and 

the MUIS. The correlation coefficient between age and the Total 

Functional Score was r=.45 and between age and Total Network Score 

was r=.44. Neither was significant at the p=.05 level. Age showed a 

negative correlation with two factors of MUIS, Complexity of Treatment 

(r=-.10) and Unpredictability (r=-.25),and with the total MUIS (r=-.01), 

but none were significant at the p=.05 level. The length of hospital

ization had a strong correlation (r=.62) with the unpredictability factor 

at the p=.01 significance level. 

Pearson correlation coefficients were computed between the 

Mishel Uncertainty in Illness Scale and its four factors and the 

Norbeck Social Support Questionnaire and three variables. A correlation 

was also computed between the MUIS and the three subscales of the Total 

Functional variable. There was a moderate correlation (r=.44) between 

the MUIS and the affect subscale that was not significant at the p=.G5 

level. The correlations between the MUIS and affirmation (r=.51) and 

between the MUIS and aid (r=.50) were both significant at the p<.04 

level. The correlation (r=.48) between the MUIS and the Total Functional 

variable was significant at the p<.05 level. These data are found in 

Table 9. 

The correlation was moderate between the second factor of the 

MUIS, complexity of treatment, and the three subscales, affection (r=.50), 

affirmation (r=.54), and aid (r=.51) of the Total Functional variable. 
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Table 9 PEARSON CORRELATION COEFFICIENT BETWEEN THE MUIS AND THE 
TOTAL FUNCTIONAL VARIABLE AND SUBSCALES 

Correlation Significance 

Affect 

Affi rmati on 

Aid 

Total Functional 
Variable 

.44 

.51 

.50 

.48 

.08 

.04* 

.04* 

.05* 

*p=.05 level 
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These correlations were significant at the p<.05 level. The correlation 

(r=.52) between the complexity factor of the MUIS and the Total Func

tional variable was significant at the p=.03 level. These data are 

presented in Table 10. 

Summary 

This chapter presented the analysis computed on the data. The 

characteristics of the study sample are discussed. The mean scores for 

the Norbeck Social Support Questionnaire and the Mishel Uncertainty in 

Illness Scale by demographic characteristics are also discussed. Pearson 

correlation coefficients between the NSSQ and the MUIS are also presented. 



Table 10 PEARSON CORRELATION AND LEVEL OF SIGNIFICANCE BETWEEN THE MUIS AND ITS FACTORS 
AND THE NSSQ AND ITS VARIABLES AND SUBSCALES 

MUIS 
FACTORS Affection Affirmation Aid Total 

Functional 
Total 

Network 
Total 

Loss 

Multi-attributed 
Ambiguity 

r 
P 

.38 

.13 
.42 
.09 

.42 

.09 
.41 
.10 

.38 

.12 
.14 
.60 

Complexity 
of Treatment 

r 
P 

.50 

.04 
.54 
.03 

.51 

.04 
.52 
.03 

.50 

.04 
-.13 

.62 

Deficient 
Information 

r 
P 

.35 

.17 
.35 
.16 

.39 

.12 
.37 
.15 

.36 

.15 
-.09 

.73 

Unpredict
ability 

r 
P 

.14 

.60 
.23 
.37 

.21 

.42 
.20 
.45 

.14 

.60 
.14 
.59 

MUIS r 
P 

.44 

.08 
.51 
.04 

.50 

.04 
.48 
.05 

.45 

.07 
.09 
.73 



CHAPTER 5 

INTERPRETATION OF THE DATA, CONCLUSIONS 
AND RECOMMENDATIONS 

The study findings and the interpretation cf the findings as they 

relate to the literature are discussed in this chapter. The conclusions 

and recommendations for further study are also presented. 

Discussion of the Data 

This study looked at the amount of social support and the level 

of uncertainty of 17 hospitalized elderly subjects following an acute 

myocardial infarction. The study also looked at the relationship 

between the amount of social support and the level of uncertainty 

reported by the study sample. The Norbeck Social Support Questionnaire 

was used to determine the amount of social support reported by the sub

jects. The level of uncertainty following an acute myocardial infarction 

was measured by the Mishel Uncertainty in Illness Scale. 

Seventeen subjects participated in the study. The majority of 

subjects (12) were male. The mean age of the 17 subjects was 70.8 years. 

Fourteen of the subjects were married. 

The first research question was: "What are the amounts of 

social support available to elderly patients with a diagnosis of myo

cardial infarction?" The investigator anticipated from clinical 

observations and the literature that elderly women have more social 
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support than elderly men. Kohen (1983) reported a higher frequency of 

social contacts for older women than older men. Several authors sug

gested that women have larger social networks because of past roles as 

caregiver, wife and/or mother (Brody et al., 1978; Johnson & Catalano, 

1983). The data from this study showed a slightly higher mean social 

support score for female subjects (279.2) than for male subjects (260.3). 

This finding indicates that the five females in this study have more 

social support available to them than the twelve males in this study. 

The findings of Sussman and Burchinal (1962) suggest that as 

people age they become more involved with their families. Johnson and 

Catalano (1983) reported that greater than 88 percent of the older people 

in their study had at least one family member to provide assistance. 

Similar findings were obtained from this study. The eleven subjects 70 

to 79 years of age had a higher mean score on the Total Functional 

variable (311.6) than the six subjects age 60 to 69 (182.0). This 

indicates those individuals who were older reported more social support 

than the younger subjects. Each of the 14 married subjects listed their 

spouse first in their support network and gave them a score of 30 on a 

scale of 0 to 30 indicating the amount of support received. Those mar

ried individuals who listed more than one person in their network listed 

children, siblings and in-laws before listing friends and neighbors. 

The relatives were also given a higher score for the amount of support 

and assistance they provided than other persons listed in the support 

network. The three widowed subjects listed children, siblings and in

laws in their support network before listing friends and/or neighbors. 
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The widowed group also gave the relatives higher scores than non-

relatives for the amount of support provided. 

The twelve male subjects, both married and widowed, had a lower 

reported total network mean score (90.5) than the five female subjects 

(110.8). This indicates that not only were there fewer persons in the 

social support network for the male subjects, but also there was less 

contact with the persons in the network. The three widowed subjects 

reported higher mean scores on both the Total Functional (360.0) and 

Total Network (124.3) variables of the NSSQ than the 14 married subjects 

(245.7 and 90.5). Married couples rely on each other to meet mutual 

needs (Treas, 1977; Kohen, 1983). Widowed elderly have traditionally 

called on the resources of family and friends for assistance (Treas, 1977). 

The second research question addressed in this study was: "What 

are the levels of uncertainty experienced by the elderly following a myo

cardial infarction?" The investigator anticipated moderate to high 

uncertainty scores on the Mishel Uncertainty in Illness Scale among the 

elderly in the study. The level of uncertainty reported by the 17 sub

jects was considerably less than anticipated. This finding may be due to 

the amount of patient education on the unit on which the subjects were 

hospitalized. The nursing staff routinely identified teaching needs of 

the patients and spent time daily doing patient education. 

The literature suggested that individuals with less education 

experienced greater uncertainty about their illness (Mishel, 1983). The 

findings of this study indicated that the four subjects with less than 

a high school education had a higher mean score (79.8) on the MUIS and 
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therefore more uncertainty than the nine subjects with at least a high 

school education who had a mean score of 76.6. The four subjects who 

attended or graduated from college had the lowest mean score (64.3) on 

the MUIS and therefore the least uncertainty for all three groups. 

These findings indicated that those individuals in the study with more 

education report less uncertainty about the diagnosis, treatment and 

prognosis of a myocardial infarction than those with less education. 

A possible reason may be a greater ability to obtain desired information 

from physicians and nursing staff. 

The Deficient Information factor of the MUIS has a score range 

of 4 to 20. The female subjects had a slightly higher mean score (10.2) 

than the male subjects (7.6). This indicated that the female subjects 

perceived they had less information about the illness than the male sub

jects perceived. This may be due to the hesitancy of women to ask 

questions of male physicians or nursing staff. No statistical test was 

done due to the small sample size (N=5). 

The married women (N=3) had a lower mean score (61.7) for the 

total MUIS than either the 11 married men (73.6) or the three widowed 

subjects (90.0). The married females indicated they were less uncertain 

about their illness and its prognosis than either the married males or 

the widowed subjects. The reason for this is unknown although widowed 

elderly may have more independence than married elderly prior to the 

onset of an acute illness and now may have less independence. The acute 

illness may also cause a change in living arrangements (Treas, 1977). 
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A Pearson correlation coefficient was computed to determine the 

relationship between the demographic variables and the amount of social 

support and the level of uncertainty. The correlation between age and 

the amount of social support was .45 although it was not significant at 

the p=.05 level. The correlation indicated a positive relationship 

between the age of the individual and the amount of social support 

perceived. As the person ages, the amount of social support increases. 

This supports previous findings reported by Sussman and Burchinal (1962) 

and Johnson and Bursk (1977). 

The length of hospitalization correlated strongly (r=.62) with 

the unpredictability factor of the MUIS. This was signficiant at the 

p=.01 level. This indicated that as the length of hospitalization 

increased for these subjects the greater unpredictability they perceived 

about their illness. 

The third research question looked at the relationship between 

the amount of social support and the level of uncertainty perceived by 

this sample population. Mi she! (1983) reported an increase in uncer

tainty in a population of women with gynecological cancer who had low 

social support. The investigator anticipated similar findings in the 

study population. 

A Pearson correlation coefficient for this study showed a 

moderate correlation for all subjects (r=.48) that was significant at 

the p=.05 level between the raean total functional score (265.9) that 

indicated the amount of support and the mean MUIS score (74.4) that 

indicated the level of uncertainty. The group of male subjects (N=12) 
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reported the least social support (260.3) and the lowest level of 

uncertainty (75.6). The widowed group (N=3) reported the most social 

support of the subjects with a mean total functional scale of 360.0, 

but also reported the most uncertainty of the groups on the mean MUIS 

score (90.0). 

Previous findings reported by Mishel (1983) have shown an inverse 

relationship between the level of uncertainty and the amount of social 

support. The level of uncertainty decreased as the amount of social 

support increased. However, in this present study, the level of reported 

uncertainty was the greatest for the group who reported the most social 

support. The reason for this finding is not clear. The complexity of 

treatment factor of the MUIS showed moderate correlation with all three 

subscales of the Total Functional variable. The factor also showed 

moderate correlation with both the Total Functional and the Total Net

work variables of the NSSQ. All of these correlations were significant 

at the p=.05 level. These findings indicated that in this sample those 

subjects who reported more social support also reported more uncertainty 

about the treatment plan. One explanation may be that the elderly 

patient discusses his/her illness and treatment plan with various members 

of their support network. These members, many being elderly, often 

have had similar or know of similar experiences that they share with the 

patient. The information thus obtained from friends and added to the 

information from their physician may therefore increase the perceived 

complexity of their own illness and treatment. Another possible reason 
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may be the technological advancement in medicine and in pharmacology. 

The plan of treatment may be explained in too much detail so that the 

elderly patient perceives an increase in the complexity of the treatment. 

A final reason may be that the elderly patients in this study viewed 

uncertainty about their illness differently than subjects in other 

studies on uncertainty. 

Significance to Nursing 

The significance of this study to nursing must recognize the 

limitations caused by the small sample size. Any generalizing of these 

findings to other elderly populations must be done with caution. 

This study indicated that frequent patient education about their 

illness had a positive effect in decreasing the level of uncertainty 

perceived by this elderly population. Patient education is an important 

aspect of the nurse's role. 

Nurses who work with elderly individuals must become more aware 

of the educational needs of the elderly. Effective ways to present 

material to the elderly need to be developed and utilized. Nurses need 

to be taught and encouraged to include teaching in their daily plan of 

care and be given the opportunity to become effective health educators 

for their patients. 

Conclusions 

This study indicated that the elderly men in the study not only 

reported a smaller social support network; but the group also perceived 

less social support from the persons listed in the network than the 
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elderly women in the study. Another important finding is the difference 

in the amount of social support perceived by the widowed elderly and 

the married elderly. Nurses must be aware of the need to identify the 

support system available to a married patient. Married couples often 

maintain considerable independence by caring for one another and/or 

reallocating housekeeping tasks. When one suffers an acute illness 

such as a myocardial infarction, support of children and friends may be 

needed to assist the couple. Appropriate direct and indirect nursing 

interventions must be identified and utilized to strengthen the avail

able support system of the elderly patient. An intact and functioning 

social support network, especially during and following an acute illness, 

can assist the elderly person to successfully adapt and cope with the 

illness and the changes the illness has on their lifestyle. 

Nurses who care for the elderly can effectively reduce the 

uncertainty they experience by actively including patient education in 

their everyday care. Early identification of potential problems and 

possible solutions will make the transition from hospital to home easier 

and more successful. 

Recommendations 

Based on the findings of this study, the following recommen

dations are made: 

(1) Replicate the study using a larger sample size to determine 

the relationship between social support and uncertainty in a larger 

sample of elderly. 
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(2) Replicate the study in settings that have different emphasis 

on patient education to determine how it affects the level of uncertainty. 

(3) Include patient education as an important part of the daily 

patient care expectations. 

(4) Include more information in nursing education courses about 

the importance of patient education and the most effective methods of 

presenting the material to elderly patients. 

(5) Design a study to investigate the concept of uncertainty in 

the elderly to determine if they perceive uncertainty differently than 

other adult populations. 
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DATE: February 27, 1984 

RE: Human Subjects Review: The Relationship of Uncertainty and Social 

Support in hospitalized Elderly with a Diagnosis of Myocardial Infareti 

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 
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SUBJECTS' DISCLAIMER FORM 

You are being asked to participate in a study entitled "The 
Relationship of Uncertainty and Social Support in Hospitalized Elderly 
with a Diagnosis of Myocardial Infarction." The purpose of this study 
is to identify the level of uncertainty and the amount of social support 
experienced by elderly individuals following a heart attack. Your 
participation in this study is voluntary and will take approximately 
an hour of your time. 

Completion of two questionnaires indicates your consent and 
willingness to participate in the study. There are no known risks nor 
cost to you, other than your time for your participation. You may 
withdraw from the study at any time. The investigator will be available 
to answer any questions you may have while you are completing the 
questionnaires. Participating or declining to participate will not 
affect your medical or nursing care. 

All information you provide will be strictly confidential. Your 
name will not appear on any information gathering sheets. Your answers 
will be grouped with answers of other participants in the study for 
analysis of the data. If the results of this study are published, the 
findings will be presented as group data. A summary of the results of 
this study will be provided to you upon request. 

Thank you for your participation in the study. 

Nancy Hawes, R.N. 
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DEMOGRAPHIC DATA FORM 

1. Age: 

2. Sex: Male Female 

3. Marital Status: 

1. Single/Never married 

2, Married 

3. Divorced/Separated 

4. Widowed 

4. Current Living Arrangements: 

1. Living alone 

2. Living with spouse 

3. Living with family member 

4. Living with friend(s) 

5. Living with employed help 

5. How long hospitalized this time? 

6. Do you have a religious affiliation? 

1. Protestant (Specify) 

2. Catholic 

3. Jewish 

4. Other (Specify) 

5. None 

7. How often do you participate in religious activities? 

1. Inactive 

2. Infrequent Participation (1-2 times/year) 

3. Occasional Participation (about Monthly). 

4. Regular Participation (Weekly) 
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8. Do you participate in any activities outside the home? 

What are they? 

How often? 

9. What is the highest grade of regular school you have completed? 

None 

Elementary 12345678 

High School 9 10 11 12 

College 13 14 15 16 

Professional 
or Graduate 17 18 19 20 

10. Ethnic Background? 

1. Asian 

2. Black 

3. Caucasian 

4. Hispanic 

5. Native American 

6. Other (Specify) 
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