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ABSTRACT

The purpose of this study was to compare differences 
in subjective well-being and perceived health status 
between well-elderly who regularly engage in volunteer!sm 
and well elderly who do not regularly engage in 
volunteer!sm„

Two groups of well-elderly, one group who 
regularly participated in volunteer work(n=15) and one 
group who did not regularly engage in volunteer work(n=15) 
participated. Data on the subjective well-being, perceived 
health status, and volunteer activity were collected.
Scores on the questionnaires indicated no significant 
differences in the well-being and perceived health status 
between the volunteers and non-volunteers on the two 
measures, However, correlations between perceived level 
of pain and social functioning and subjective well-being 
were positive and somewhat supportive of the use of 
volunteerism as a method to maintain social activity in 
the well-elderly,
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Chapter 1 
INTRODUCTION

The changing age distribution of the American 
population in the past fifty years has major implications 
for issues of health care, quality of life and lifestyle, 
and economics (Chambre, 1987: Fowles, 1990? Walker, Volkan, 
Sechrist, & Pender, 1988), To deal effectively with the 
health care issues raised by the demographic changes in 
society, the study of the medical needs of the elderly 
has proceeded in a variety of directions. Yet, little 
of the effort has focused on health maintenance and 
promotion (Walker et al,, 1988),

Health maintenance and promotion is a major nursing 
science focus (ANA, 1980? ANA, 1982? Orem, 1985), An 
understanding of how to promote health status and 
well-being in the elderly is pre-requisite to the 
appropriate delivery of nursing service to this rapidly 
increasing segment of the population.

The elderly experience many changes because of their 
stage of life. Over 80% of all people over 65 years of 
age have one or more chronic illnesses (Sadavoy, Lazarus,
& Jarvik, 1991), Social roles shift as the elderly have 
different parental and spousal responsibilities and changes 
in their social network (Hunter & Linn, 1981? Shine & 
Steitz, 1989), Many elderly retire from their jobs and 
must manage their increased leisure time. These changes



significantly alter the elders time allocation patterns 
(Chambre, 1987). The elders response to increased leisure 
time is important to an understanding of health care issues 
and feelings of well-being in the elderly population.

Large numbers of the elderly fill the increased 
leisure time with volunteer activity (Chambre, 1987).
At the same time, an even larger number are not involved 
in volunteer activity. There remain a multitude of 
questions to be asked and answered related to the 
differences in the two groups. Does volunteer activity 
improve feelings of well-being? Is life more satisfying 
for volunteers? Do volunteers have heightened perceptions 
of health status? Does volunteerism impact positively 
on mental health? Data leading to an increased 
understanding of the factors involved in how volunteer 
activity impacts health and well-being of the elderly 
is important information for nursing and the promotion 
of elderly self-care.

Significance of the Problem
Elderly adults compose a client group with a 

disproportionate number of health problems. From a 
psychiatric mental health nursing perspective, this 
suggests an ever increasing demand for psychiatric mental 
health services as the number of elderly in the population 
increases to a projected 65.6 million by the year 2030



(Fowles; 1990).
Most problems associated with elderly mental health 

problems are related to losses«, Although losses are 
experienced throughout the life span, the losses are 
magnified in the elderly. There can be loss of career, 
status, income, home, friends, physical health and 
mobility. Each loss can become more difficult to negotiate 
when they occur concurrently or in rapid sequence. In 
addition to loss and grief issues', depression is a major 
contributor to the problems associated with aging (Reed, 
1989),

Psychiatric mental health nursing of the older adult 
should not limit itself to a crisis intervention focus. 
Primary preventive nursing strategies are equally as 
important as secondary or tertiary ones. To plan 
appropriate interventions, the psychiatric mental health 
nurse needs to know the factors that positively impact 
the elder's ability to cope with life changes in a positive 
growth and development or health promoting manner,

Reed (1991) suggests that psychiatric mental health 
nurses recognize and utilize a life span developmental 
approach to mental health nursing in elderly populations. 
Developmental tasks continue throughout the entire life 
span including old age (Erikson, 1963), Erikson identifies 
the developmental tasks of the last stage of life as 
finding the balance that produces "integrity vs, despair",



Tasks that promote the attainment of integrity must be 
considered as positive and growth producing rather than 
the more common perspective that old age is simply a period 
of loss and decline. Assisting elderly clients to identify 
methods to complete the developmental tasks of aging should 
become a standard psychiatric mental health nursing 
intervention with this client group.

Increased or continued activity levels and social 
interactions are frequently promoted as having a positive 
impact on the mental health, physical health status and 
sense of well-being of the elderly in America (Ager, 1986; 
Chambre, 1987). It is standard psychiatric mental health 
nursing practice following an elder's major depression 
or other psychiatric illness to encourage either beginning 
regular volunteer work or continuing previous patterns 
of volunteerism. However, the efficacy of these 
interventions remains open to question (Ager, 1986). 
Therefore, it is important that the relationship of elderly 
activity, specifically volunteerism as a self-care action, 
be further examined prior to accepting volunteerism 
interventions as appropriate for the promotion of health 
and well-being.

Purpose of the Study
The purpose of this research was to compare 

differences in the subjective well-being and perceived



1 3

health status between well-elderly who regularly engage 
in volunteerism and well-elderly who do not regularly 
engage in volunteerism.

Statement of the Problem
Psychiatric-mental health nurses regularly promote 

volunteerism in the well-elderly population as being 
helpful in the maintenance of health and well-being.
Yet, little research has been conducted supporting that 
volunteerism positively impacts health or well-being. 
Therefore, it is necessary that the relationship between 
volunteerism, health status and well-being be further 
investigated.

Research Questions
The research questions addressed in this study were:
1» What are the differences in subjective well-being 

between the well-elderly who are volunteers and 
well elderly who are not volunteers?

2. What are the differences in perceived health 
status between the. well-elderly who are volunteers 
and well-elderly who are not volunteers?

3. What is the relationship between subjective 
well-being and perceived health status for well 
elderly who are volunteers and well elderly who 
are not volunteers?

Summary
The relationship between the three major concepts 

volunteerism, perceived health status, and subjective 
well-being is of critical import to psychiatric mental
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health nursing, Results of investigation into the 
relationships of these concepts will provide psychiatric 
nurses with the opportunity to individualize and generate 
strategies designed to enchance the goal of self-care 
for individuals who are members of the rapidly growing, 
increasingly needy well-elderly client population.



THEORETICAL FRAMEWORK AND LITERATURE REVIEW 
This chapter will discuss the theoretical framework 

and the review of literature. The review of the literature 
of this study focuses on the following areas: (1)
volunteerism and its1 impact on participants; (2) how 
perceived health status impacts mental health and 
subjective well being.

Theoretical Framework
The concept of self-care nursing (Orem, 1985) is 

utilized as the theoretical framework for this study. 
According to Orem (1985), the objective of health care 
service is the health and well-being of clients. Nursing's 
concern is the clients need for self-care actions to 
support life and health, recuperate from illness or injury, 
or cope with responses to illness or injury (Orem, 1985), 
Thus, the practice of nursing is based on the health 
related self-care activities (Orem, 1985),

For the purposes of this study the following 
definitions were used:

Chapter 2

Perceived health status: is a subject's evaluation of
his/her current state of health as 
compared with elderly peers (Lichenstein 
& Thomas, 1987), Perceived Health 
Status (PHS) is operationalized as 
the subject's score on the Medical 
Outcomes Study Short form General Health 
Survey (Stewart et al,, 1988),
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Subjective well-being: is an individuals expression of
overall satisfaction with his/her life 
situation (Larson, 1978)„ Subjective 
Well Being (SWB) is operationalized 
as the subject's score on the Index 
of Well Being (Campbell, 1976).

Therapeutic self-care demand: is a set of needs for action
that help a person maintain his current 
state of health and well-being or 
progress to a more desired state (Orem, 
1985).

Self-care agency: is the practice of activities that
individuals initiate and perform on 
their own behalf in maintaining life, 
health and well-being (Orem, 1985).

Volunteerisms is unpaid work within the context of a
formal organization or a voluntary 
association as determined by self 
report (Chambre, 1984).

Categories of therapeutic self-care demands are 
universal self care requisites and developmental self 
care requisites. Orem's self-care model is used in this 
research to organize the concepts of perceived health 
status, subjective well-being, volunteerism. (Figure 1)

Need requirements of patients are expressed in the 
eight universal self-care requisites identified in 
the Orem model (1985). The requisites may be viewed as 
specific actions that must be taken by humans to preserve 
structural-functional integrity and promote human growth 
and development. In this study the use of "well elderly" 
as the identified patient presumes that the need 
requirements of the subjects to preserve the 
structural-functional integrity has been met.
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Self-Report

the conceptual
framework.



Developmental self-care requisites are actions which 
the individual initiates to prevent or overcome the effects 
of events such as starvation, education or deprivation, 
role loss, change of environment and other losses such 
as status, relationships, possessions or health (Orem, 
1985)= For the purpose of this study, developmental 
self-care requisites are subjective well-being (SWB) and 
perceived health status (PHS)=

Assisting the individual to meet any or all of the 
developmental self-care requisites will be at times the 
primary goal of nursing care = Requisites in the second 
category such as job loss, loss of possessions, disabilty, 
or role losses may be outside the realm of nursing 
influence= There will often be little or nothing the 
nurse can accomplish directly= Yet, the indirect influence 
may exist in the nursing role of assisting, guiding, 
teaching and supporting the individual in the search for 
self-care methods to deal with the losses and to limit 
the impact on the individual=

Volunteerism is defined as the self-care agency 
designed to meet the assessed developmental self-care 
requisite in the patient (the well-elderly)= Orem's theory 
suggests that the nurse, in assisting the patient to meet 
universal and developmental self-care requisites will 
foster the promotion of health and well-being for the 
patient (Orem, 1985)=



Developmental Self Care Requisites
For the purpose of this research, developmental self 

care requisites are actions which an elder institutes 
to meet a recognized developmental need. Orem (1985) 
states that the actions are initiated to prevent or 
overcome the effects of negative events such as starvation, 
lack of education, role losses, changes in environment 
and other such negative losses as status, relationships, 
possessions or health. Life for the elderly, however, 
is not limited to simply coping with a multitude of losses 
or other negative circumstances.

Eric Erikson (1963) discusses the eight stages of 
psychosocial development and identifies the developmental 
tasks of the ego in each of the eight stages. The life 
cycle does not cease in middle age, nor do the 
developmental tasks of adults come to an abrupt halt. 
Erikson1s (1963) last stage of psychosocial development 
is that of ego integrity vs. despair. According to Erikson 
(1963) it is the goal of adults to develop all of the 
ego qualities during a lifetime. Ego integrity, the last 
of the eight stages, is the fruit of the previous seven 
stages. It is similar to the previous stages in that 
the ego develops along a continuum and attempts to develop 
a balance of integrity and despair. Such a state of 
balance is defined by Erikson (1963) as wisdom or a 
"detached concern with life itself in the face of death".
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The sense of balance can be observed in the behaviors 
of elders who maintain a focus on here and now experiences 
in spite of declines in bodily and mental functioning.
This sense of balance is similar to the concept of an 
elder's ability to transcend losses as identified by Reed 
(1986).

Tasks that support the completion of the final stage 
of psychosocial development include the evolution of a 
love of the human ego in terms of a sense of spirituality 
and world order. This task is similar to a sense of 
spirituality also noted by Reed (1986), and identified 
as a self care strategy available to elders during the 
last stage of life.

Elders progressing through the final stage of the 
life cycle must begin to accept their life as something 
that was meant to be. At the same time, the elders need 
to place a meaning on their past actions and to recognize 
that the end of life may be sooner rather than later.

It is during the last stage of psychosocial 
development that aging people experience a new and 
different feeling of love for their parents. Lastly, 
elders need to understand the variety of life styles 
available to humans and at the same time protect the 
dignity of their own chosen style.
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Perceived Health Status
Health status is an expansive concept„ The concept's 

definition and measurement is complicated by a number 
of issues of varied importance. Health and health related 
phenomena are a major focus of nursing (Orem, 1985).
Health, when defined by the dominant medical paradigm, 
is traditionally measured by the absence of disease, 
illness or injury. Therefore, to investigate a phenomena 
more congruent with nursing interest, it is necessary 
to use a health measure which is more wholistic in its 
definition.

Individual health status includes objective and 
subjective components as well as physiological and mental 
aspects (Cockerham, Sharp & Wilcox, 1983; Cox, Spiro & 
Sullivan, 1988). Cockerham, Sharp and Wilcox (1983), 
using a probability sample of 660 Illinois adults over 
the age of 18, investigated the relationship between 
perceived health status (PHS) and age. As part of a larger 
study, the investigator used telephone interviews to ask 
a single subjective question of self-rated health, the 
dependent variable.

Age was found to significantly impact PHS. Results 
suggest that people begin to define their PHS as much 
better than their peers in the sixth decade of life. 
Educational level, race and marital status also effected 
PHS by producing an increased number of symptoms.
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Cox, Spiro and Sullivan (1988) investigated the social 
risk factors that impact on health status of 379 elderly 
from both urban and suburban areas„ The elders were 
interviewed about PHS, social network and loneliness»
Two PHS items were asked. The first item was a self-rating 
of the elders' health as excellent, good, fair or poor.
The second item compared the elders1 health to peers health 
with the inquiry "Is your health better, the same as or 
worse than others your age?" (Cox et al,, 1988),

Results indicated that the perceived income adequacy 
had a significant independent impact on PHS as well as 
an indirect effect on perceived loneliness. Subjective 
loneliness increases as the perceptions of income adequacy 
decrease (Cox et al,, 1988), Educational level also has 
a direct impact on elder PHS, a result congruent with 
earlier research (Cockerham et al,, 1983), Findings also 
suggest that PHS is effected simply by the size of the 
social network (Cox et al,, 1988),

Even with the differentiation between the two 
components of health status, objective measures such as 
medical diagnosis, presence of symptoms, visits to health 
care providers, functional restrictions, loss of work 
or activity days have been found in several studies to 
be related to the more subjective component of health 
self assessments (Ferraro, 1980; Fillenbaum, 1979), 

Fillenbaum (1979) investigated the relationship
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between self assessments of health and objective measures 
of healtho The study focused on two variables, gender 
and location of residence. Data were obtained during 
the course of a larger study from a random sample of 998 
elderly community and institutional residents.

Fillenbaum (1979) examined three subjective 
assessments of health as compared with responses to the 
three objective measures of health. Results of the 
analysis found that in community residents, subjective 
health assessment consistently reflected the resident's 
objective physical condition. Similar results were not 
found among the institutionalized elderly.

Fillenbaum found that among community residents, 
self assessed health status of men and women were generally 
comparable. Overall men tended to have a poorer subjective 
health status than women. Among men and women with the 
same self-assessed health status the women claimed more 
health problems, took a greater number of medications, 
and experienced more illnesses. This research indicated 
that among non-institutionalized elderly self assessed 
health status was a useful index of objective health.

Ferraro (1980) evaluated the validity of self assessed 
health assessments among 3,402 elderly subjects, obtained 
from the case rolls of the Bureau of the Census. 
Investigators gathered information from a questionnaire 
and checklist. Self assessed health was measured by a
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single question "Would you describe your present health 
as excellent, good, fair, or poor?" Objective health 
status was measured by the number of illnesses or 
physiological disorders reported and the score on a 
disability scale. The disability scale included the amount 
of difficulty encountered in walking, climbing stairs, 
lifting, carrying, stooping or reaching.

In results similar to those of Fillenbaum (1979), 
Ferraro found that elderly males tend to report poorer 
health than women with similar health conditions. Results 
also suggest significant differences between the old (less 
than 65 years of age) and the oldest-old (75 years of 
age or more). The oldest-old who perceive their health 
status to be excellent report about the same amount of 
disability as the old who rate their health as good.

General Health Measures
Davies & Ware (1981) using a sample of 4,763 adults, 

aged 14 or older from six different U.S. sites, 
investigated the effect of co-insurance on individual 
health status and on the utilization of medical care 
services. The Health Perceptions Questionnaire, a 
self-administered 29-item measure of general health 
perceptions with established reliability and validity, 
was used to gather data upon enrollment in the experiment 
and at yearly anniversary dates thereafter. Davies and
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Ware (1981) found there were no differences between women 
and men on the scores, as well as no differences between 
whites and non whites = Women and non whites held poorer 
perceptions of their general health than did elders, 
Subjects with higher educational levels held better 
perceptions of general health and felt more resistant 
to illness„

Davies and Ware (1981 ) also found elderly participants 
less likely to report health related worry. Elders 
possessed less favorable perceptions of past, present 
and future health while holding more favorable perceptions 
of their resistance to illness. At the same time the 
elders experienced and reported more pain. Scores on 
the measures correlated positively with both physical 
and mental health variables such as acute physical 
symptoms, positive well-being and depression.

Lastly, index scores were found to be unrelated to 
age, and most importantly, general health perceptions 
were significantly related to stressful life events at 
all ages. Persons with poor health use greater amounts 
of insurance and health care resources. Therefore, as 
nurses we need to know how people perceive their health,

Stewart, Hays & Ware (1988) attempted to develop 
a shorter form of general health survey. Their purpose 
was to meet an ever increasing demand for valid and 
reliable instruments to evaluate general physical and
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mental health concepts.
Stewart et al<, (1 988) used a sample of 11,186 adult 

patients visiting HMO1s to investigate six health concepts = 
The visits occurred between February and October of 1986= 
All patients were between the ages of 18 and 103= The 
patient group was then compared to a general population 
sample for the same six health concepts, These concepts 
were: physical functioning; mental health as measured
by psychological distress and well-being; role functioning; 
social functioning; health perceptions - an overall rating 
of current general health; and current pain level=

All health measures correlations were significant, 
both physical and mental health = This result was 
consistent with previous research on the full length 
version of the general health measures=

Comparisons between a patient population group and 
a general population group found the percentage of subjects 
with poor health was significantly greater in the patient 
sample than in the general population= The percentage 
of patients with role limitations was twice that of the 
general population. The percentage of patients with poor 
mental health was 50% larger in the patient population 
than in the general population= Stewart et al= (1988)
report that the results were consistent with findings 
from previous investigators (Nelson et al=, 1983)=
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Lastly, Stewart et al=, (1988) report correlations
with sociodemographics were consistent with results on 
the larger measure« People with higher educational levels 
and higher income level have better health. Older people 
tended to report poorer health than younger people except 
on mental health measures. Non whites tend to report 
poorer health perceptions, social functioning and increased 
pain than whites.

According to Stewart et al., (1988) the results of 
this investigation are consistent with results found in 
the research of Nelson et al., (1983) utilizing the longer 
general health survey. Therefore, the data suggests that 
the short form health survey may be appropriately used 
in future surveys of patient and general populations 
groups.

Lichenstein and Thomas (1987) investigated self-reports 
of perceived health status (PHS) and functional health 
status (FHS) in a sample of 1,616 Michigan Medicare 
beneficiaries. The purpose of the investigation was to 
identify appropriate uses for each of the two measures.
In each of the surveys PHS and FHS were developed from 
the items included in the instruments. PHS was measured 
by response to the inquiry "Compared to other persons 
your age would you rate your health as excellent, good, 
fair or poor?" (Lichenstein & Thomas, 1987). Each 
participant was scored at one and two years. FHS was
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determined by scoring responses to four questions about 
activities of daily living, FHS scores were also made 
at one and two year marks,

Results suggest that both measures were valid 
indicators of health status, The PHS exhibiting more 
variability than the FHS. Changes over time in the PHS 
tended to be positive while FHS changes tended to be 
negative, Lichenstein and Thomas (1987) noted that most 
importantly it was changes in mental health status, 
especially decreases, that indicated decreased PHS,

Laffrey & Crabtree (1988) investigated the health 
conceptions, perceived health status and health behaviors 
of two groups of adults to determine if there were 
differences in the groups. The sample of 58 was separated 
into groups matched for age and gender, one group with 
cardiovascular disease and the other healthy. Health 
conceptions were measured by the score on the Laffrey 
Health Conceptions Scale as each subject indicated 
agreement or disagreement with each item on the scale. 
Health behavior was simply a list of the five most 
important behaviors each participant practiced for their 
health. Interview data was then categorized by the 
investigator.

Results indicated no differences in the health 
conceptions between the two groups, The matched test 
of PHS however, indicated a significant difference. The
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cardiovascular group perceived their health to be lower 
than the healthy group. Most importantly results indicated 
that the decreased PHS impacted negatively on psychological 
well-being behaviors. Psychological well being behaviors 
were reported by 38% of the cardiovascular group while 
69% of the healthy group reported such behaviors.

Walker, Volkan, Sechrist & Pender (1988) investigated 
the relationship between socio-demographic characteristics 
and lifestyle across the adult developmental span, 
including patterns of elderly lifestyle. A convenience 
sample of 471 young, middle-aged and older adults between 
the ages of 18 and 88 were measured on six dimensions 
of lifestyle using the Health Promoting Lifestyle Profile. 
Age was the most significant predictor of lifestyle and 
its dimensions. Older adults scored higher than younger 
adults in overall health promotion lifestyles and in the 
three dimensions of health responsibility, stress 
management and nutrition (Walker et al«, 1988). It is 
important to note this significant fact. If elders engage 
in health promoting behaviors, the next step would be 
to promote health behaviors that specifically promote 
increases in perceived health status.

Dissimilar findings were found by Brown & McCreedy 
(1986) in their sample of 386 senior citizen center 
participants aged 55 years or older. Brown & McCreedy1s 
results are important because they do not support the



30

idea that health behaviors are systematically related 
to age.

In exploring the connection between health behavior 
and health status, Brown & McCreedy (1986) found no 
correlation between the two concepts. However, they did 
find a correlation between health behaviors and one 
component of their health status index. Brown & McCreedy1s 
results (1986) supported a correlation between health 
behaviors and perceived health status.

In summary, the literature suggests that perceived 
individual health status may be defined as either a 
unidimensional or multidimensional construct. PHS has 
both subjective and objective components that may be 
measured. Available measures tap both the physiological 
physical aspects of health and the mental aspects. Some 
measures are available that tap both aspects of PHS.
Among the variables that impact on PHS are educational 
level, ethnicity, marital status, perception of income 
adequacy, subjective loneliness, size of an individuals 
social network and age.

Subjective Well-Being
Well-being, as an indicator of mental health, is 

a topic of significant interest to nurses as well as 
consumers of nursing services. Health and well-being 
are lauded as a major goal of nursing and increasingly
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are becoming an expectation of the client consumer„ As 
is seen in the rapidly expanding literature on the topic, 
one without the other is scarcely found.

The conceptualization and definitions of the construct 
range from simple to complex in nature. Bradburn (1969, 
p.v) suggests that the concept of interest is 
"psychological well-being or happiness". Neugarten, 
Havighurst, & Tobin (1961) call it "life satisfaction". 
Campbell (1976) suggests that much more, however, is 
involved in describing the fullness of a person's life. 
Campbell (1976) points out that the predominant use of 
objective indicators such as income, education, age or 
employment status provide useful information about a 
person's life. These statistics are useful to identify 
population trends, plan programs, evaluate inequities, 
and to assess the quality of life. However, most 
importantly the indicators are not nor do they equal an 
individuals own assessment of life quality.

Well-being is a measure of the entirety of a man's 
life and is more than a sum of the individual parts much 
as health is more than the absence of disease. It is 
important to understand, identify and promote the component 
parts of well-being in patients as the focus of the health 
care workers shifts from disease treatment to the newer 
more wholistic paradigm of wholistic health.

Campbell (1976) identifies that the concept of
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interest is more than the objective indicators associated 
with an individual's life style or life quality» The 
concept of interest, is the experience of life itself =

What, then, is this thing called well-being or life 
satisfaction? Well-being can be defined as a sense of 
balance between the physical, emotional, and spiritual 
components of the whole person. Larson (1978) states 
that well-being is simply an expression of a person's 
overall satisfaction with his life situation. Therefore, 
it follows that well-being would vary across the 
individual's lifespan or throughout the aging process. 
Furthermore, well-being would hold diverse meanings for 
the individual at distinct points across the lifespan.

In reviewing some of the research on well-being it 
is evident that whether defined as a unidimensional or 
multidimensional construct there tends to be little 
variation in the correlates of subjective well-being. 
Campbell (1976) investigated the experience of well-being 
in order to identify the major dimensions of the concept, 
develop tools to measure the dimensions, and analyze 
the relationship between the dimensions.

Campbell used a national probability sample of 2,164 
men and women over the age of 18. Data was gathered using 
a structured questionnaire during face to face interviews 
held in respondent's homes. Respondents were requested 
to depict their lives as a whole or as they specifically
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relate to individual segments such as work, home, health, 
marriage, or lifestyle.

Three measures of well-being were developed; 
satisfaction with life, affective quality of life and 
perceptions of stress. Results found the index of domain 
of satisfaction correlated at ,70 with a single question 
format utilized in earlier studies (Campbell, 1976),

A second measure, was used to provide information 
on the experience of pleasantness to un-pleasantness.
Each subject reacted to paired adjectives such as 
interesting-boring or lonely-friendly. Factor analysis 
showed eight pairs loaded on the first factor. The eight 
item index correlated with the first index at .57.

The final measure of perceived stress included two 
paired items removed from the second index of affect and 
several additional questions concerned with general 
worries.

Results suggest that all three measures were 
moderately related to each other. Each of the three 
measures seemed to tap different dimensions of the concept 
of well-being. Increased income was correlated with modest 
increases in well-being on all three measures.

Age and stage of the life cycle combined with marriage 
and the presence or lack of children also combined modestly 
to determine well-being. Specifically men and women who 
were married with grown children had more positive well
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being than men and women without grown children. At the 
opposite end of the continuum were divorced women =
Divorced women were consistently more negative and exhibit 
decreased well-being. Varied and inconsistent patterns 
among men of all ages and younger married women with 
children suggested that well-being may be driven as much 
by life events or problems experienced as psychological 
or economic factors.

Correlates of Well-Being
Reed (1991) investigated the patterns of 

self-transcendence identified by the oldest-old as 
important to their emotional well-being. Secondly, the 
relationship between self-transcendence and mental health 
symptomology was examined. Reed utilized a convenience 
sample of the oldest-old, 55 men and women between the 
ages of 80 and 97 years old.

Results of the analysis of both qualitative and 
quantitative data found significant relationships between 
self-transcendence and two measures of mental health 
symptoms. Increased self-transcendence was related to 
an absence of mental health symptoms in the oldest-old. 
More specifically, the oldest-old who exhibited increased 
self-transcendence had an absence of depression and 
consequently exhibited better well-being.

The self-transcendence patterns of introjectivity,
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generativity, temporal integration, and body transcendence 
were dominant patterns identified by the subjects in this 
study as significant to their emotional well-being. The 
generativity pattern correlates with the findings of 
Morrow-Howell & Mui(1989) which note the importance of 
a sense of "being useful to others" through volunteerism. 

Subjective well-being (SWB) in the elderly was 
investigated by Meddin & Vaux (1988), The focus of the 
investigation was to examine the psychosocial influences 
on SWB in 100 rural elderly recruited at senior citizens 
nutrition and activity centers in four mid-western towns. 
Face to face interviews were conducted by the investigator 
and three graduate students.

The dependent variable of SWB was measured by 
administration of seven separate scales. Scales were 
selected because of demonstrated reliability and validity 
and widespread use in other surveys.

Results indicated a strong relationship between SWB 
and psychosocial variables„ In this study group a decline 
in health status was one of the most important negative 
well-being relationships associated with aging.
Perceptions of adequate social support seemed to improve 
this elderly group's level of well-being. The significant 
connection between perceived health status and subjective 
well-being was supported when subjects with poorer 
perceptions of health tended to report poorer well-being.
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Lastly, non-denigration of self and a sense of mastery 
impacted on SWB» A sense of mastery over life events 
or life situations can be interpreted as increasing a 
person's coping skills = Therefore, it seems logical that 
increased coping skills would allow the elderly to deal 
with problems experienced in an improved manner„ Since 
problems experienced impact on SWB (McKenzie & Campbell, 
1987) the ability to better problem solve by the elderly 
should impact their subjective well-being.

Subjective well-being has also been defined as life 
satisfaction, McKenzie & Campbell (1987), in a secondary 
analysis of data collected from 2,329 subjects for the 
1981 National Council on Aging, examined socioeconomic 
status(SES) and ethnicity as two variables that impact 
on life satisfaction.

Two dimensions of life satisfaction, happiness and 
morale, were focused in this research, Results from this 
analysis found self assessed health status and problems 
experienced(a value obtained by scoring a general index 
from "hardly a problem" to "a very serious problem" on 
ten items such as transportation, loneliness, or job 
opportunities) mediated socioeconomic status (SES) and 
ethnic status impact on life satisfaction,

A direct causal influence of self assessed health 
status and problems experienced was exerted on morale 
and happiness, The results confirm the importance of
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good health to life satisfaction. For example, elderly 
subjects with good health who experience fewer problems 
will tend to report more happiness and exhibit better 
morale thus experiencing more life satisfaction.

The most important sociodemographic factor (SES) 
in this research was educational background, however, 
it was not significant enough to impact on life 
satisfaction. Subjective well-being has also been defined 
as life satisfaction (Bradburn, 1969). Findings also 
suggest a strong relationship effect of minority status 
on "problems experienced". When SES is constant, ethnic 
minorities tend to experience more problems than the 
majority. As suggested in this research the more "problems 
experienced", the less life satisfaction reported.

Activity and Well-Being
Lomranz et al. (1988) investigated the relationships 

between elders' activity level and their affective state, 
specifically SWB. The random sample consisted of 103 
participants selected from a middle class neighborhood 
in Tel Aviv, Israel. The men and women were between the 
ages of 60 and 80.

Measures for the study were part of a larger survey 
administered to the participants by a team of three trained 
psychology students. Data was collected in public gardens, 
welfare offices, and community centers during face to
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face interviews, A well-being scale, a measure of positive 
affective state or well-being; a self-rated depression 
scale, as a measure of negative affective state; and an 
activity scale measuring indoor and outdoor activity were 
administered. Indoor activity was defined as activity 
performed in one's private territory such as the home, 
the yard, or other personal spaces. In contrast, outdoor 
activity was simply any activity performed outside the 
home or personal living space.

Findings suggest that gender differences as well 
as aging differences need to be considered when 
investigating well-being or life satisfaction. In elderly 
women, it was the satisfaction obtained from an activity 
not the activity itself that was a good predictor of 
affective state. In contrast, among the elderly men it 
was suggested that indoor activity itself impacted on 
a sense of depression and outdoor activity impacted on 
a sense of well-being.

In summary, upon review of SWB literature it may 
be said that whether conceptualized as a unidimensional 
or a multidimensional construct. SWB consistently 
correlates with the individual's health status. The 
relationship between SWB and health status determines 
its pertinence for psychiatric-mental health nursing. 
Promotion of health is a core of all nursing practice 
and because nurses use a large percentage of practice
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time interacting with clients with a variety of health 
care needs, nurses are in a key position to influence 
client behaviors„ It is through education that 
psychiatric-mental health nurses may be able to positively 
effect changes in client health behaviors, and thus 
influence well-being.

Self Care Agency
Volunteerism is an honored American activity currently 

engaged in by approximately 80 million people yearly 
(Morrow-Howell & Mui, 1989), Volunteerism is most simply 
defined as unpaid work within the context of a formal 
organization or a voluntary association (Chambre, 1984), 
Volunteerism by definition, includes both formal and 
informal activities.

Functionally, volunteer!sm provides individuals with 
meaningful leisure activities while providing organizations 
with workers at little or no cost (Chambre, 1984), In 
form volunteer!sm is varied, for example: church work;
Peace Corps; Foster Grandparents; and community food banks, 
Whether organized formally or a more informal arrangement 
volunteer!sm is a tradition that is important to the 
individual, the local community and the nation.

In terms of individual benefit, volunteer!sm has 
the potential to meet many of the needs found in the 
elderly person (Ager, 1986), Voluntary activities can
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polish old skills, provide an opportunity to learn new 
ones, expand creativity, meet new people, share past and 
present experiences and feelings, and perhaps just provide 
a reason to continue living, or provide an opportunity 
to "feel good" or "help others" (Ager 1986? Hill & Fuller, 
1987? Hunter & Linn, 1981).

Volunteerism has played a significant role in the 
history of America. Recently, a new wave of volunteerism 
has been the focus of the media as well as a part of a 
national political trend. In spite of the renewed 
interest, there is little information in the literature 
on this valuable natural resource and its impact on 
subjective well being and perceived health status.

Only 28 references to volunteerism were found between 
1977 and 1991. The references included just six research 
studies on volunteerism. Three articles focused on 
conceptual models of volunteerism.

Hunter & Linn (1981) examined the psychosocial 
differences between fifty-three elderly volunteers and 
forty-nine elderly non-volunteers. During individual 
interviews each participant completed questionnaires 
measuring life satisfaction, locus of control, social 
class, level of self esteem, the "will to live" and a 
demographics questionnaire.

Results indicated that volunteers had a higher life 
satisfaction, stronger will to live, were less somatic.
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anxious and depressed than non-volunteers <, Volunteers 
in this study verbalized that „ volunteering changed
my life 0 = =11 and "Now if feel that I have some purpose."
These findings provided support for the concept that 
volunteerism may impact on a person's, sense of well-being. 
The non-volunteers reported increased number of hospital 
days during the previous six month period; more daily 
medications ingested; and more sensory-motor deficits 
than did the volunteer group.

While investigating the reasons for initiating and 
ceasing voluntary work, Morrow-Howell & Mui (1989) 
conducted a single interview with 83 older adult volunteers 
who participated in a community based self-help program.
As part of a total research program, the interviewers 
administered a survey instrument which included data on 
demographics, mental and physical functioning, social 
supports, reasons for volunteering, subject's likes and 
dislikes and suggestions for program improvements. If 
during the time period of data collection, from September, 
1984 to August, 1985, the volunteer resigned, a telephone 
call was made to elicit information about their reasons 
for quitting.

Results indicated differences between male and female 
volunteers. The female volunteers suggested a two part 
reason for why they participated, a social component and 
an altruistic component. Male volunteers only reported
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altruistic motives = These findings related to altruistic 
motives for volunteering is congruent with the concept 
of self-transcendence in the elderly as identified by 
Reed (1986)= In this sample, the major reason for ceasing 
to participate was the inability to help as much as the 
participant desired, or a failure to increase feelings 
of usefulness = Increased feelings of being useful is 
one of the benefits of volunteerism suggested in other 
studies (Hill & Fuller, 1987; Hunter & Linn, 1981).

Most recently, Zimmerman (1990), compared two 
structural models in an effort to develop a theory of 
learned hopefulness. The theory suggests that voluntary 
organizations and activity enable individuals to develop 
a sense of psychological empowerment. Empowerment was 
defined as a sense of mastery and control over the 
environment.

Zimmerman collected data from two samples, a group 
of 388 undergraduate students and a group of 205 
non-student community residents. Paper and pencil 
questionnaires were administered to groups of students 
and individually at home for the community residents. 
Subjects- were asked to list each voluntary organization 
in which they were members, weekly hours volunteered, 
and the length of time they had belonged in months, any 
positions held, and how often they attended meetings.
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To measure psychological empowerment, four scales 
considered valid and reliable were utilized. The cognitive 
measures were internal political efficacy and perceived 
competence. Internal locus of control was utilized for 
the personality measure. Lastly, desire for control was 
utilized for the motivational measure. An alienation 
scale measured powerlessness, normlessness and social 
isolation.

Zimmerman (1990) concluded that there was a direct 
effect of voluntary activity on the sense of empowerment. 
This suggests that involvement in voluntary activity 
increases a person's sense of control and mastery of life 
situations and events which may include the aging process.

In summary, although little research has been done 
on volunteerism, the potential benefits suggested by the 
previous literature support the idea that the activity 
is performed to enhance life, health, and personal 
well-being. Clearly, more research in the area is needed.

SUMMARY
This chapter described the conceptual framework 

Orem (1985) used for this study. Self care agency, 
volunteerism, and the developmental self care requisites 
of perceived health status and.subjective well-being in 
the well elderly were discussed. The literature 
reviewedperceived health status, subjective well-being
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and volunteerism. It focused on the concept level, the 
correlates of both requisites and the instrumentation 
used to measure the concepts in previous research.
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Chapter 3 
METHODOLOGY 

Research Design
A descriptive study design was used to provide data 

on two groups of elders, volunteers and non-volunteers, 
and their perceived health status and subjective well-being 
to determine if differences existed between the two groups =

Definition of Terms
Perceived health status: is a subjects evaluation

of his/her current state of health as compared with elderly 
peers (Lichenstein & Thomas, 1987). PHS is operationalized 
as the subject's score on the Medical Outcomes Study Short 
form General Health Survey (Stewart et al., 1988).

Subjective well-being; is an individuals expression 
of overall satisfaction with his/her life situation 
(Larson, 1978). SWB is operationalized as the subject's 
score on the Index of Well Being (Campbell, 1976).

Volunteerism: is unpaid work within the context
of a formal organization or a voluntary association as 
determined by self report (Chambre, 1984).

Research Questions
The research questions addressed in this study were:
1. What are the differences in subjective well-being 

between the well-elderly who are volunteers and 
well-elderly who are not volunteers?
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2„ What are the differences in perceived health
status between the well-elderly who are volunteers 
and well-elderly who are not volunteers?

3. What is the relationship between subjective well 
being and perceived health status?

Sample
The convenience sample consisted of 15 well-elderly 

who participated in voluntary activity regularly through 
various agencies in a mid-sized southwestern city and 
15 well-elderly who did not participate in volunteer 
activity.

Criteria for inclusion in the study were as follows:
1. The participant was able to read and comprehend 

English.
2. The participant was 62 years of age or older.
3. The participant was not suffering from acute 

illness such as a cold or the flu at the time 
of participation.

The convenience sample was obtained from a local 
senior citizens center because it allowed the investigator 
to obtain a large sampling from a single location. In 
addition, the site was a locale where large numbers of 
elderly gathered regularly.

Human Subjects Review
Following human subject's approval by the Ethical 

Review Committee of the University of Arizona the proposal
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was presented to the Board of Directors of a local Senior 
Citizen's center for review and approval (see Appendix 
A) .

Procedure
Potential participants were approached in the waiting 

rooms of a local Senior Citizen's Center, A brief 
description of the study was given to each participant, 
and a review and discussion of the consent form (see 
Appendix B) was conducted with each participant. Any 
questions from the participants were answered.
Participants were informed that it would take approximately 
thirty (30) minutes to complete all the questionnaires. 
Questionnaire packets were distributed to subjects who 
agreed to participate with the following contents: a
demographics survey form (see Appendix C); the Medical 
Outcomes Study Short form General Health Survey (see 
Appendix D); and the Index of Well Being (see Appendix 
E)„ The questionnaires were administered by 
semi-structered interview and the completed questionnaire 
packets were collected by the investigator.

Instruments
Demographic Survey Form

A demographic questionnaire designed specifically 
for this research endeavor was compiled by the investigator 
(see Appendix C). Six demographic characteristics were
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chosen based on the review of appropriate literature 
(Ferraro, 1980; Fillenbaum, 1979; Larson, 1976;
McKenzie & Campbell, 1987; Meddin & Vaux; Reed, 1991). 

Characteristics identified as important were gender, 
age, marital status, ethnicity, educational status, and 
current employment status =

Medical Outcomes Study-Short Form General Health Survey
The Medical Outcomes Study Short-form General Health 

Survey (MOS-SGHS) was developed by Stewart et al„, (1988) 
to tap six health concepts: physical functioning; role 
functioning; social functioning; mental health; health 
perceptions; and pain(see Appendix D). The measure is 
intended to elicit the subject's own rating of their 
general health status at the present time and taps both 
positive and negative health statuses.

The physical functioning scale consists of six items 
intended to measure the extent to which health interferes 
with a variety of activities such as sports, walking or 
climbing stairs. Participants respond to the six items 
using a Likert scale from one (limited for more than three 
months) to three (not limited all). Higher scores signify 
better health and fewer limitations.

Two items were used to measure role functioning, 
defined as the extent to which health interfered with 
daily activity such as school or work. Participants
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respond to the six items using a Likert scale from one 
(limited for more than three months) to three (not limited 
all). Higher scores indicate fewer limits and better 
role functioning.

A single item measured social functioning or the 
extent to which health interfered with normal socializing. 
Higher scores suggest fewer problems with social 
functioning and better role functioning.

Mental health functioning was measured on a five 
item Likert scale. The scale measured general mood, 
specifically including depression and anxiety and 
psychological well-being during the past month. The higher 
scores suggest better mental health and better overall 
health.

An overall rating of current general health was 
measured by the five items on the health perceptions scale. 
The developers direct that before combination of the 
responses on the overall health item should be recoded 
to reflect the unequal intervals of the item (Stewart 
et al., 1988). Higher scores indicate better general 
health.

A single item question was used to evaluate the extent 
of bodily pain suffered during the past month. Higher 
.scores are indicative of less pain and better health. 
Lastly, scores were transformed linearly to 0-100 scales. 
Highest possible score was 100 and lowest 0.
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Multitrait scaling methodology was used to determine 
test item convergent and discriminant validity. Item-scale 
correlations for hypothesized scales ranged from 0,45 
to 0,79 with a median of 0,68, Discriminant validity 
criterion was exceeded for all items (Stewart et al,,
1988).

Reliability coefficients for the multi-item scales 
varied from 0.81 to 0.88 (Stewart et al., 1988). The 
coefficients were almost equivalent to those for the same 
scales in the general population sample in this study. 
Internal consistency reliabilities were a bit lower on 
the MOS-SGHS than on the lengthier versions (Stewart et 
al., 1988). The ranges of differences were from 0.01 
to 0.08 indicating a small loss of inter-item consistency 
with a decrease in the number of items per scale. 
Considering the advantages of a shorter form, the loss 
was negligible.

Correlations among the health measures were 
statistically significant (pZ.001) and the correlations 
patterns were similar to those observed on the full-length 
forms. This indicates that the shorter form is reliable 
and valid and may be used in lieu of the lengthier versions 
without significant loss of information.

Lastly, differences between the subject population 
and the general population sample in this study (Stewart 
et al., 1988) were found to be consistent and similar
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to previous research on the lengthier survey forms„ This 
suggests that the MOS-SGHS is a valid and reliable 
instrument, The MOS-SGHS is appropriate for the sample 
of well-elderly in this research.

Index of Well-Being (IWB)
Campbell, Converse and Rodgers (1976) generated the 

IWB to measure life satisfaction as it is actually 
experienced(see Appendix E). It is a nine item index 
which the investigators assert elicits data pertaining 
to the subjective experience of well-being. The nine 
items contained in the index consist of one question rating 
overall life satisfaction and eight semantic differentials. 
The format used is a six-point Likert. A score of one 
suggests total dissatisfaction and a six suggests total 
satisfaction. IWB total scores are completed by adding 
the individually weighted scores on the overall life 
satisfaction question (weighted 1.1) and the mean of the 
eight semantic differentials (weighted 1.0). The range 
of scores may be from 2.1 to 12.6.

Adequate reliability and validity are reported for 
the scale in research conducted on sample of 2,164 
(Campbell, 1976) and 114 (Reed, 1986). Cronbach's alpha 
was described as above .89, with item-to-total correlations 
from .67 and higher. Reed (1987) in a study with a sample 
of 300 reports Cronbach1s alpha at .90 or higher for the
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three groups, In the same study, inter-item correlations 
were from .51 to-.61.

Data Analysis
Descriptive statistics were used to describe the 

sample. Cronbach1s alpha was used to determine the 
internal consistency of the instruments.

Research question 1, what are the differences in 
subjective well-being between the well-elderly who are 
volunteers and well-elderly who are not volunteers, was 
answered by comparing each group's scores on well-being.
The t-test, a basic parametric procedure for testing 
differences in group means (Polit & Bungler, 1983) was 
used to compare the groups1 scores.

Research question 2, what are the differences in 
perceived health status between the well-elderly who are 
volunteers and well-elderly who are not volunteers, was 
addressed by comparing each groups scores of health status. 
As with the previous question, the t-test was used to 
assess differences in the group means of the two groups, 
volunteers and non-volunteers.

Research question 3, what is the relationship between 
subjective well-being and perceived health status, was 
answered by use of the Pearson product moment 
correlationship to determine the relationship between 
well-being and health status scores (Polit & Bungler,
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1983).

Summary
This chapter described the research design for this 

study. Terms were defined both conceptually and 
operationally and research questions were discussed.
The sampling process and procedures involved in the 
investigation were described. Three instruments were 
introduced and reliability and validity of the IWB and 
MOS-SGHS were reported. The plan for data analysis was 
given.
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Chapter 4 
RESULTS

The description of the sample, presentation of 
findings and statistical analysis are included in this 
chaptero The findings related to each research question 
are presented. The data analysis was completed using 
the SPSS/PC statistical package.

Characteristics of the Sample
A description of the sample is presented followed 

by an explanation of the similarities and differences 
between the two groups. Group 1 consisted of 15 subjects 
who regularly participated in volunteer work.. Group 2 
consisted of 15 subjects who did not regularly engage 
in volunteer work.

The convenience sample of 30 participants included 
9 males (29.9%) and 21 females (60.1%). The two groups 
differed in the percentage of males and females present 
in each. In the volunteer group, 14 (93.3%) of the 
subjects were female and only one (6.7%) subject was male. 
In the non-volunteer group, 7 (46.4%) subjects were female 
and 8 (53.6%) of the subjects were male.

The mean age was 76.43 (S.D. = 7.33), with a range 
of 62 to 95 years old. The majority of the subjects,
21 (69.3%), were between 70 and 82 years old.

The two groups were more similar in terms of the ages
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of subjectSo The mean age of the volunteer group was 
75.6 years (S.D„ = 5.96) with a range of 65 to 87, while 
the non-volunteer group had a mean age of 77.2 years (S.D 
=8.63) with a range of 62 to 95.

The marital status of the subjects was approximately 
evenly divided between.divorced, married,and widowed (see 
Table 1). Ten percent (3) of the participants were single 
and two (6.6%) were separated from spouses.

The marital status of subjects in both groups were 
rather similar except for the classification "single".
The volunteer group reported no single subjects while 
the non-volunteer group reported 3(19.9%) single 
participants.

Eighty three percent (25) of the subjects were 
Anglo/White, 6.6% (2) were Mexican/American and 9.9%
(3) identified themselves in other groups =

Formal education of the subjects ranged from "8th 
grade or less", 3 (9.9%), to a single subject (3.3%) with 
"post-graduate work". The largest proportion of the 
population, 10 subjects (33%), reported their education 
as "some high school". Various other education levels 
were reported.

The two groups varied slightly in the number of years 
of education. The volunteer group reported 6 (40.2%) 
of the subjects with "some high school", with a range 
of "8th grade or less" to "post graduate work"(see Table
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Table 1

Demographic Characteristics of Volunteer and Non-Volunteer
Subjectso

Group 1 Group 2
Volunteers Non Volunteers

Variables (n = 15) (n = 15)
Marital Status Number Percentage Number Percentage
Single 0 0% 3 19.9%
Married 4 26.7% 4 26.7%
Separated 1 6.7% 1 6.7%
Divorced 5 33.3% 4 26.7%
Widowed 5 33.3% 3 19.9%
Ethnicity
Anglo/white 1 2 o\o

O00 13 86.6%
Mexican-
American 2 13.4% 0 0%
Other 1 6.7% 2 13.4%
Education
8th Grade 2 13.4% 1 6.7%
Some High School 6 40.2% 4 26.7%
High School Grad 3 19.9% 5 33.3%
Some College 3 19.9% 4 26.7%
College Degree 0 0% 1 6.7%
Post Graduate 1 6.7% 0 0%

Employment
Employed 1 6.7% 0 0%
Retired 14 93.3% 1 5 1 00%
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1). The non-volunteer group reported 4 (26=7%) subjects 
with "some high school", with a range of "8th grade or 
less" to "college degree"(see Table 1)=

Employment status was overwhelmingly reported as 
retired. Only a single subject reported current 
employment. The two groups were similar in terms of 
employment. The majority (29) of subjects in both groups 
were retired.

Nine additional elders were approached to participate, 
in addition to the 30 subjects in the two sample groups.
The nine elders who refused to participate offered a 
variety of reasons for their decisions to decline. Two 
elderly stateded they were too busy at the time they were 
asked. Another man informed the investigator that "I 
am angry with the university, I was in the hospital there 
and didn't get the treatment I should have received!"
Four others simply declined to participate. The two women 
who turned down the investigator1s request were very clear 
with their refusals. Both stated "I've participated in 
several research projects down here. No one ever tells 
me what they've found. I'm tired of never getting any 
follow up."

Results Related to the Research Questions 
Research Question 1: What are the differences in
subjective well-being between the well-elderly who are 
volunteers and well-elderly who are not volunteers?
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The elders mean scores on the Index of Well Being 
items ranged from a low of 4.63 to a high of 5.26 (see 
Table 2). The elders reported their present lives brought 
out the best in them rather than not giving them much 
of a chance. This item was given the lowest overall rating 
by the subjects. Present life was reported as more 
friendly than lonely, more full than empty; more rewarding 
than disappointing; more hopeful than discouraging; more 
enjoyable than miserable and lastly, more worthwhile than 
useless. The worthwhile description of current life was 
the item with the highest mean scores. The elders 
described their life as a whole as close to completely 
satisfying with a mean score of 5.03, satisfaction was 
scored as a six.

Scores for the IWB for Group 1 in this study ranged
from 8.4 to 12.6 (see Table 3), with a mean score of 11.10
(S.D. = 1.87). A very high perception of well being was 
found in the group of volunteers. A score of 10.40 was 
defined as a moderately high perception of well being 
according to Reed (1987).

Scores for the IWB for Group 2 in this study ranged
from 2.1 to 12.6 (see Table 3), with a mean score of 9.69
(S.D. = 3.14). The non-volunteer group had a somewhat 
less than moderately high perception of well being.

No significant differences in the volunteer and 
non-volunteer groups were found on any of the Index of
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Table 2
Index of Well Being - Item Means and Standard Deviations
for the Total Sample.

ITEM MEAN S.D.

My present life is:
Boring --  interesting 00 U> 00VO

Enjoyable--  Miserable* OOID 1.38
Useless --  Worthwhile 5.26 1.36
Lonely --  Friendly 4.73 1.89
Full --  Empty* 4.73 1 .72
Discouraging --  Hopeful 4.90 1.74
Rewarding --  Disappointing* o00 (T

\

My present life:
Doesn't give m e --  Brings out the
much chance best in me 4.63 1 .51

In thinking about my life as a whole 
I am: 7

Completely --  Completely
dissatisfied Satisfied 5.03 1 .35

*Items reverse coded before scoring
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Mean, Standard Deviation and Range of Scores for Index of 
Well Being for Volunteers and Non-Volunteers0

Table 3

Group 1 
Volunteers

Group 2
Non Volunteers

INDEX OF WELL BEING (n = 15) (n = 15)
Mean 11=10 9.69
SD 1 =87 3 = 14
Range of Scores 8=4-12=6 2 = 1-12 = 6



61

t-test Results on the Index of Well Being for Volunteers and
Table 4

Non-Volunteers o

Group N Mean S.D. t-value
Non Volunteer 1 5 9.69 3.14 -1 .50

1 5Volunteer 1 1 . 1 0 1 .87
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Well Being items„ Nor were any significant differences 
found in the subjective well being of the volunteers and 
non-volunteers by t-test analysis (see Table 4)„

Research Question 2: What are the differences in perceived
health status between the well-elderly who are volunteers 
and well-elderly who are not volunteers?

The means and standard deviation for the total sample 
are displayed in Table 5 for the subscales on the Medical 
Outcomes Study Short form General Health Survey(MOS-SGHS)„

The Group 1 scores on the Medical Outcomes Study-Short 
form General Health Survey subscales had a range of 
subscale means from a low of 1=97 (S = D= = 0 = 53) on the 
physical functioning scale to a high of 4=73 (S.D= = 1=45) 
on the social functioning subscale (see Table 6)=

The non-volunteer groups scores on the MOS-SGHS 
exhibited a similar range of subscale means (see Table 
6). In the non-volunteer group the low mean was 2=14 
(S=D= = 0=45) also on the physical functioning scale and 
a high mean of 5 = 46 (S = D= = 0 = 83) also on the social 
functioning subscale =

The subscale pain scores suggest that both the 
volunteer group and the non-volunteer group experienced 
mild pain during the past four weeks= Both groups were 
able to continue to enjoy and meet social obligations 
having reported changes in activity level only a "little
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Means, and Standard Deviations of the Medical Outcomes 
Study-short Form General Health Survey Subscales for the 
Total Sample.

Table 5

ITEM_____   Mean
Physical Functioning 2=05

Role Functioning 2=76

Mental Health 4=04

Health Perceptions 3=00

Social Functioning 5=10

3 = 36

S = D = 
0 = 49

0 = 62

0 = 57

0 = 45

1 =53

Pain 0 = 59
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t-test Results on the Medical Outcomes Study-Short form
Table 6

General Health Survey Subscales for Volunteers and
Non-Volunteers„

Group 1 Group 2
Scale Volunteers Non Volunteers

(n = 15) (n = 15) t-value
Physical Functioning

Mean
SD
Role Functioning
Mean
SD
Mental Health
Mean
SD
Health Perceptions
Mean
SD
Social Functioning
Mean
SD
Pain
Mean
SD

1.97 
0.53

2.66
0.72

4.06
0.79

3.02
0.43

4.73 
1 .98

3.40
1.45

2.14
0.45

2.86
0.51

4.02
0.27

3.12
0.48

5.46
0.83

3.33 
1 .39

-0.95

-0.87

-0.87

-0.55

•1 .32

0.13
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of the time". Health perceptions of the two groups varied 
little and general health status was reported as good 
or better by the majority of subjects in both groups.
Mental health was positive with both groups reporting 
little in the way of problems with anxiety, "blues", or 
unhappiness. Neither group reported many limitations 
in their ability to function within the role limits they 
had already placed on themselves. Lastly, the limits 
of physical functioning were identified by both groups 
as being few. Members of both groups reported limitations 
of less than three months duration or not at all in their 
ability to complete activities of daily living such as 
dressing, eating, bathing, shopping, walking one block, 
climbing stairs, bending, lifting and stooping, or carrying 
groceries or moving small furniture.

Research Question 3: What is the relationship between
subjective well-being and perceived health status?

Pearson correlation analyses for the third research 
question, regarding the relationship between subjective 
well-being and perceived health status, revealed only 
two significant correlations (see Table 7).

The correlation between the pain subscale of the 
MOS-SGHS and the Index of Well-Being was .02 (p^.10) in 
the group of elderly that volunteer. This suggests that 
in the volunteer group subjects with less pain also
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Correlation Coefficients of the Index of Well Being (IWB) 
and Medical Outcome Sourvey-short Form General Health 
Survey Subscales (MOS-SGHS) for the Sample.

Table 7

MOS-SGHS
Volunteer

IWB
Non Volunteer 

IWB
PAIN .02 o u>

SOCIAL FUNCTIONING .10 oo

ROLE FUNCTIONING .01 .01
PHYSICAL FUNCTIONING .23 .18
MENTAL HEALTH .01 o

HEALTH PERCEPTIONS .20 o o
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reported higher levels of subjective well-being, A 
positive correlation between pain and IWB in the 
non-volunteer group was not identified as statistically 
significant,

The second correlation of note is the one between 
social functioning and the Index of Well-being also in 
the volunteer group. The weakly positive correlation 
between pain and social functioning was „10(p^, 10), This 
suggests that in the volunteer group subjects with a better 
ability to meet social obligations also indicated higher 
levels of subjective well-being. The weakly positive 
relationship between social functioning and IWB in the 
non-volunteer group was not identified as significant.

Serendipitous Findings
The lack of significant statistical findings in this 

study is somewhat softened by interesting qualitative 
data obtained. Participants provided much additional 
information about the meaning, usefulness and purpose 
of volunteerism in the semi-structured interviews.

Volunteer participants repeatedly stated "My life 
would have little meaning or value to me without my 
volunteer work," Other volunteers reported that "My 
volunteer work keeps me going both physically and 
mentally,"

Several of the female volunteers suggested that without
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volunteer activities they might even be sick. "If it 
wasn't for my volunteer work I'd be depressed like so 
many of the people in my apartment building. I just make 
myself get up and do this everyday."

Psychometrics of the Instruments
Internal consistency reliability was estimated using 

Cronbach's coefficient alpha. Satisfactory reliability 
on the MOS-SGHS was obtained with an alpha coefficient 
of 0.92 for the scale. The alpha coefficients for the 
subscales on the MOS-SGHS ranged from 0.80 to 0.91. The 
physical functioning subscale consisting of six items, 
had a reliabilty coefficient estimate of 0.80. The 
five-item mental health subscale had.a reliability 
coefficient of 0.86. Lastly, the five-item health 
perceptions subscale reliability estimate was 0.91. No 
reliabilities were estimated for the three other subscales 
of role functioning, a two item scale; social functioning, 
a single item; and the single item pain subscale.

The alpha coefficient for the Index of Well Being 
for the total sample was 0.92.

Summary
The results of the data analysis have been reported 

in this chapter. The characteristics of the sample, 
findings related to each of the research questions were 
presented, serendipitous findings, and the reliabilities
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of the instruments utilized for data collection were
presented
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Discussion, Conclusionsy and Recommendations
The discussion and conclusions based on the results 

of the research are presented in the final chapter„
Project limitations are identified and indications for 
future research are discussed. Implications for nursing 
practice are addressed.

The purpose of the research was to compare differences 
in the subjective well-being and perceived health status 
between well-elderly who regularly engage in volunteerism 
and well-elderly who do not regularly engage in 
volunteer!sm. The results of this research study found 
no significant differences in the subjective well-being 
of the sample groups of well-elderly. The level of 
subjective well-being in both groups of well-elderly ranged 
from somewhat less than moderately high to very high.
Lack of significant differences in the subjective 
well-being of the two groups may be related to the simple 
fact that the sample was atypical. This sample may have 
an extremely high level of subjective well-being as 
compared to the elderly population in general.

Additionally, the lack of significant results may 
be related to the method of sample selection. All subjects 
were recruited at the same site. Potential subjects who 
felt less happy or exhibited a less outgoing lifestyle 
may not have been available at the activity center. It

CHAPTER 5
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was also possible that such subjects were among those 
who refused to participate or were among those who more 
actively avoided the investigator.

The high level of subjective well-being found in 
this study, along with the reported health status at a 
good or better level is similar to findings in other 
research, Meddin & Vaux (1988) reported a significant 
correlation between subjective well-being and perceived 
health status. McKenzie & Campbell (1987) also reported 
that elders with better perceived health status tended 
to report increased levels of subjective well-being.

Perceptions of health status reported as good or 
better in this study was consistent with the research 
findings of Cockerham et al., (1983). They suggested 
that elders began to perceive their health as better in 
the sixth decade of life. The sample in this study was 
all over the age of 62 years and better health perceptions 
may simply be related to all subjects were in their sixth 
decade of life.

Several previous researchers, Cockerham et al., (1983) 
and Cox et al., (1988), both found that higher levels 
of education correlated with better perceptions of general 
health. The educational levels in the sample were higher 
than one might expect for a group in this age bracket, 
and as stated previously, the perceived health status
was elevated.



72

An additional explanation for the higher level of 
perceived health status may be that this group of elders, 
whether volunteers or non volunteers, were still more 
active and able to do more of what they wanted to do than 
more ill elders»

Implications for Nursing Practice
The differences in subjective well-being and perceived 

health status in this sample of well-elderly volunteers 
and non-volunteers were non-significant. The positive 
correlations between the MOS-SGHS subscales and the Index 
of Well-Being suggested possible relationships that nurses 
in psychiatric mental health nursing practice must be 
cognizant of.

The findings support the importance of pain assessment 
and pain control especially in the arena of pain related 
to chronic illnesses. As previously noted, 80% of all 
elderly suffer from one or more chronic illnesses (Sadavoy, 
Lazarus, & Jarvik, 1991). The subjective experience of 
pain impacts significantly on people's lives. Pain can 
limit the social activity of a person as well as inhibit 
their ability to take care of their daily needs. Pain 
can increase anxiety and nervousness, and chronic pain 
is frequently associated with changes in mental health.
An increased experience of pain or the inability to manage 
chronic pain in the elderly could easily impact on both
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their subjective well-being and general health status„ 
Psychiatric mental health nurses must be aware of the 
possible associations between chronic illness in the 
elderly, management of chronic pain associated with these 
illnesses, and mental health status or well-being.

The findings also suggest the importance of an elder's 
continued ability to be socially active and a connection 
between such activity and well-being. There are numerous 
ways for people to maintain social activities including 
volunteer activity. Thus, there seems to be some minimal 
support for continued use of volunteerism as a suggested 
intervention with elders in terms of promoting well-being 
and maintenance of social functioning.

The serendipitous findings discussed were important 
in that they strongly support and correlate with my 
psychiatric mental health practice during the past twelve 
years. Elderly clients have reported that volunteerism 
assisted them to deal with grief, loss, and feelings of 
depression. Elderly clients have shared that helping 
others provided meaning to their lives as well as keeping 
them active. In addition, the serendipitous findings 
correlate with past clinical experiences with elderly 
clients who added volunteer activity to their life 
following hospitalization. During follow up appointments 
and other after care activities elderly clients have often 
reported feeling better, less alone, less depressed, more
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energetic since starting to volunteer„
Lastly, the qualitative information lends support 

to the Orem framework chosen for this research project.

Limitations of the Study
The major limitation to this study was the small 

atypical sample (n = 15) in each group, which limits the 
generalizability of the findings, Using subjects from 
a single site, a local senior citizens activity center, 
may have imposed selection bias in the sample„

Recommendations for Further Research 
1o Replication of the study with a larger sample size.
2, Replication of the study utilizing several sampling 

sites,
3, Conduct a qualitative study focusing on the experience 

of volunteer work and the perceptions of volunteers
as to how it impacts on their well-being and health 
status =

4, Conduct a study focusing on long term patterns of 
volunteer activity across the life span.

Summary
This chapter included a discussion of the findings, 

conclusions related to the findings, and implications 
for psychiatric mental health nursing based on the results, 
Limitations of the research study were identified. Several



suggestions for further research related to this study 
were offered.
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:HE. UNIVERSi"' OF

College of Nursing
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 1  

7 - 0 2 ) 6 2 6 - 0 1 5 4

MEMORANDUM

TO:

FROM:

DATE:

SUBJECT: Human Subjects Review: "Volunteerism, Perceived Health Status, and Well Being
in the Well Elderly"

Laurie Jane Karle, RN .

Leanna Crosby, D.N.Sc., R.N., Director of Intramural Research 

November 22, 1991

Your research project has been reviewed and approved by William Denny, M.D., Chairman of the University 
of Arizona Human Subjects Committee, and deemed to be exempt from review by their full committee. 
You will be receiving a confirmation letter from Dr. Denny. In addition, your project has been reviewed 
and approved as exempt by the College of Nursing Human Subjects Review Committee. A disclaimer may 
be used versus a signed consent form. Please be certain that the subjects read the disclaimer prior to giving 
their oral consent to the research.

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

LC/ms
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T h e . U n i v e r s i t y  o f

H u m a n  b u b ie c t  C o m m i t t e e  A f i . i l  X J 1 A _ = 1  N /  f i  1 6 9 0  N .  W a r r e n  ( B ld g .  5 2 6 B ]

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  85724
■ h(J2; h„n-o721 or b26-7575

November 14, 1991

Laurie Jane Karle, RN
College of Nursing
Arizona Health Sciences Center
RE: VOLWrEBBISM, PERCEIVED HEM-.IE STATUS, AMD WELL BEIH6 IH TEEWELL ELDERLY
Dear Ms. Karle:
We received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b)(3)] exempt this type of research from review by our Committee.
Please be advised that approval for this project and the 
requirement of a subject's consent form is to be determined by your department.•
Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office.
Sincerely yours,

William F. Denny, M.D.
Chairman,
Human Subjects Committee 
WFD:sj
cc: Departmental/College Review Committee
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SUBJECT"S CONSENT

TITLES VOLUNTEERISM, PERCEIVED HEALTH STATUS, AND
WELL BEING IN THE WELL ELDERLY

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO 
ENSURE THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH 
STUDY AND OF HOW I WILL PARTICIPATE IN IT, IF I CONSENT 
TO DO SO, SIGNING THIS FORM WILL INDICATE THAT I HAVE 
BEEN SO INFORMED AND THAT I GIVE MY CONSENT, FEDERAL 
REGULATIONS REQUIRE WRITTEN INFORMED CONSENT PRIOR TO 
PARTICIPATION IN THIS RESEARCH STUDY SO THAT I CAN KNOW 
THE NATURE AND THE RISKS OF MY PARTICIPATION AND CAN DECIDE 
TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 
MANNER,
PURPOSE

I AM BEING INVITED TO VOLUNTARILY PARTICIPATE IN 
THE ABOVE TITLED RESEARCH PROJECT„ THE PURPOSE OF THIS 
PROJECT IS TO INVESTIGATE THE WELL-BEING AND HEALTH STATUS 
AMONG PEOPLE WHO MAY OR MAY NOT DO REGULAR VOLUNTEER WORK,
SELECTION CRITERIA

I AM BEING INVITED TO PARTICIPATE BECAUSE I AM 62 
YEARS OF AGE OR OLDER AND I DO NOT HAVE A CURRENT ACUTE 
ILLNESS, SUCH AS A COLD OR FLU, APPROXIMATELY 30 PEOPLE 
WILL BE ENROLLED IN THIS STUDY,
PROCEDURE

IF I AGREE TO PARTICIPATE, I WILL BE ASKED TO ANSWER 
SOME QUESTIONS ABOUT ME AND ABOUT MY WELL BEING AND HEALTH. 
THIS WILL TAKE APPROXIMATELY THIRTY (30) MINUTES.
RISKS

THERE ARE NO KNOWN RISKS TO ME FOR BEING IN THIS 
STUDY.
BENEFITS

THERE ARE NO COSTS TO ME FOR PARTICIPATING IN THE 
STUDY. BY PARTICIPATING IN THIS STUDY, I WILL HELP NURSES 
UNDERSTAND HOW VOLUNTEER WORK INFLUENCES FEELINGS OF WELL 
BEING AND HEALTH.
Confidentiality

I UNDERSTAND THAT ALL INFORMATION WILL BE KEPT 
CONFIDENTIAL. NO NAMES WILL BE USED ON THE QUESTIONNAIRES. 
ONLY THE INVESTIGATOR, LAURIE JANE KARLE, RN, AND HER 
ADVISOR, TERRY BADGER, PhD, RN, WILL SEE THE 
QUESTIONNAIRES. THE QUESTIONNAIRES WILL BE KEPT LOCKED 
IN THE INVESTIGATOR'S OFFICE.
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LIABILITY
"I UNDERSTAND THAT SIDE EFFECTS OR HARM ARE POSSIBLE 

IN ANY RESEARCH PROGRAM DESPITE THE USE OF HIGH STANDARDS 
OF CARE AND COULD OCCUR THROUGH NO FAULT OF MINE OR THE 
INVESTIGATOR INVOLVED = KNOWN SIDE EFFECTS HAVE BEEN 
DESCRIBED IN THIS CONSENT FORM« HOWEVER, UNFORESEEABLE 
HARM MAY ALSO OCCUR AND REQUIRE CARE. I UNDERSTAND THAT 
MONEY FOR RESEARCH-RELATED SIDE EFFECTS OR HARM, OR FOR 
WAGES OR TIME LOST, IS NOT AVAILABLE. I DO NOT GIVE UP 
ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. NECESSARY 
EMERGENCY MEDICAL CARE WILL BE PROVIDED WITHOUT COST.
I CAN OBTAIN FURTHER INFORMATION FROM LAURIE JANE KARLE, 
B.S.N., R.N. AT 626-2209. IF I HAVE QUESTIONS CONCERNING 
MY RIGHTS AS A RESEARCH SUBJECT, I MAY CALL THE HUMAN 
SUBJECTS COMMITTEE AT 626-6721.
AUTHORIZATION

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE 
METHODS, INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN 
EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN ANSWERED.
I UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME AND 
THAT I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME 
WITHOUT CAUSING BAD FEELINGS OR AFFECTING MY MEDICAL CARE. 
MY PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT WOULD 
BE EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE 
OF THIS STUDY WHICH MAY AFFECT MY WILLINGNESS TO CONTINUE 
IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT BECOMES 
AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM WILL BE 
FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE 
WITH ACCESS RESTRICTED TO THE PRINCIPAL INVESTIGATOR,
LAURIE JANE KARLE, OR AUTHORIZED REPRESENTATIVE OF THE 
NURSING DEPARTMENT. I UNDERSTAND THAT I DO NOT GIVE UP 
ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF 
THIS SIGNED CONSENT FORM WILL BE GIVEN TO ME.

Subjects Signature Date

Parent/Legal Guardian (if necessary) Date

Witness Signature Date
I have carefully explained to the subjects the nature 
of the above project. I hereby certify that to the best 
of my knowledge the person who is signing this consent 
form understands clearly the nature, demands, benefits
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and risks involved in his/her participation and his/her 
signature is legally valid. A medical problem or language 
educational barrier has not precluded this understanding.

Signature of investigator Date
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DEMOGRAPHIC SURVEY FORM

PLEASE CIRCLE THE CORRECT RESPONSE.

1. ARE YOU MALE OR FEMALE?
1. MALE
2. FEMALE

2 o WHAT IS YOUR AGE(WRITE IT IN)?

3. WHAT IS YOUR MARITAL STATUS?
1= SINGLE 
2, MARRIED 
3„ SEPARATED
4 o DIVORCED
5 o PARTNER DECEASED
6 o OTHER (SPECIFY)

4= WHAT IS YOUR ETHNICITY?
1. BLACK
2. ANGLO/WHITE
3. MEXICAN AMERICAN 
4 o ORIENTAL
5„ OTHER (SPECIFY)

5„ THE HIGHEST LEVEL OF SCHOOL COMPLETED IS:
1 c 8TH GRADE OR LESS 
2. SOME HIGH SCHOOL 
3= HIGH SCHOOL GRADUATE
4. SOME COLLEGE OR TRADE SCHOOL
5. COLLEGE DEGREE
6. GRADUATE WORK
7. GRADUATE DEGREE
8. POST-GRADUATE WORK

6, WHAT IS YOUR EMPLOYMENT STATUS?
1 * EMPLOYED
2 o RETIRED
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APPENDIX D

MEDICAL OUTCOMES STUDY SHORT FORM GENERAL HEALTH SURVEY
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MEDICAL OUTCOMES SURVEY 
SHORT FORM GENERAL HEALTH SURVEY

CHECK ONE ANSWER FOR EACH OF THE FOLLOWING QUESTIONS„

IN GENERAL, WOULD YOU SAY YOUR HEALTH IS:
1 .
2 .
3.
4. 
5»

POORFAIR
GOOD
VERY GOOD 
EXCELLENT

II, HOW MUCH BODILY PAIN HAVE YOU HAD DURING THE 
PAST 4 WEEKS?
1
2 .

3.4.
5.

SEVERE
MODERATE
MILD
VERY MILD 
NONE

DOES YOUR HEALTH KEEP YOU FROM WORKING AT A JOB, 
DOING WORK AROUND THE HOUSE OR GOING TO SCHOOL?

YES, FOR MORE THAN 3 MONTHS 
YES, FOR 3 MONTHS OR LESS 
NO

IV, HAVE YOUR BEEN UNABLE TO DO CERTAINS KINDS OR
AMOUNTS OF WORK, HOUSEWORK, OR SCHOOLWORK BECAUSE 
OF YOUR HEALTH?

1, YES, FOR
2, YES, FOR
3, NO

MORE THAN 3 MONTHS 
3 MONTHS OR LESS
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V. FOR HOW LONG ( IF AT ALL) HAS YOUR HEALTH LIMITED 
YOU IN EACH OF THE FOLLOWING ACTIVITIES?

(CIRCLE ONE NUMBER ON EACH LINE THAT CORRESPONDS 
WITH THE CORRECT DESCRIPTION IN THE LINES 
BELOW)

Limited for 
more than 
3 months

Limited for 
3 months or 
less

Not
limited 
at all

1 2 3

A. THE KINDS OR AMOUNTS OF VIGOROUS, ACTIVITIES
YOU CAN DO, LIKE LIFTING HEAVY OBJECTS, RUNNING OR 
PARTICIPATING IN STRENUOUS SPORTS

1 2  3
Bo THE KINDS OR AMOUNTS OF MODERATE ACTIVITIES YOU 

CAN DO, LIKE MOVING A TABLE, CARRYING GROCERIES
OR BOWLING 1 2 3

Co WALKING UPHILL OR CLIMBING1 A FEW FLIGHTS OF STAIRS 
2 3

Do BENDING, LIFTING, OR STOOPING 
1 2 3

E. WALKING ONE BLOCK 1 2 3
F EATING, DRESSING, 

THE TOILET BATHING,1
OR
2
USING

3



FOR EACH OF THE FOLLOWING QUESTIONS, PLEASE CIRCLE THE 
NUMBER OF THE ANSWER THAT COMES CLOSEST TO THE WAY YOU 
HAVE BEEN FEELING DURING THE PAST MONTH„
All of Most A Good Some A Little None

the of the bit of of the of the of the
Time the Time Time Time Time Time
1 2 3 4 5 6

VI. HOW MUCH OF THE TIME DURING THE PAST MONTH,
HAS YOUR HEALTH LIMITED YOUR SOCIAL 
ACTIVITIES? 1 2 3 4 5 6

VII. HOW MUCH OF THE TIME, DURING THE PAST MONTH,
HAVE YOU BEEN A VERY NERVOUS PERSON?

1 2 3 4 5 6
VIII. DURING THE PAST MONTH, HOW MUCH OF THE TIME

HAVE YOU FELT CALM AND PEACEFUL?
1 2 3 4 5 6

IX. HOW MUCH OF THE TIME, DURING THE PAST MONTH 
HAVE YOU FELT BLUE AND DOWNHEARTED?

1 2 3 4 5 6
X. DURING THE PAST MONTH, HOW MUCH OF THE TIME 

HAVE YOU BEEN A HAPPY PERSON?
1 2 3 4 5 6

XI. HOW OFTEN, DURING THE PAST MONTH HAVE YOU FELT 
SO DOWN IN THE DUMPS THAT NOTHING COULD CHEER 
YOU UP? 1 2 3 4 5 6
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XII. PLEASE CIRCLE THE NUMBER THAT BEST DESCRIBES WHETHER 
EACH OF THE FOLLOWING STATEMENTS IS TRUE OR FALSE 
FOR YOU. (CIRCLE ONLY ONE NUMBER ON EACH LINE).

Definitely Mostly Not Mostly Definitely
True True Sure False False

1 2 3 4 5

I AM SOMEWHAT ILL__ 1 2 3 4 5
I AM AS HEALTHY AS 
ANYBODY I KNOW...... 1 2 3 4 5
MY HEALTH IS EXCELLENT.. 1 2 3 4 5
I HAVE BEEN FEELING BAD 
LATELYa o o s e o o o . o . o o o e o o o 1 2 3 4 5
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IWB
HERE ARE SOME WORDS -AND PHRASES WHICH I WOULD LIKE YOU 
TO USE TO DESCRIBE HOW YOU FEEL ABOUT YOUR PRESENT LIFE. 
PUT AN "X" OVER THE NUMBER THAT YOU THINK BEST DESCRIBES 
HOW YOU FEEL ABOUT YOUR PRESENT LIFE.
1. MY PRESENT LIFE IS:
BORING : : : : : : INTERESTING1 2 3 4 5 6
2. MY PRESENT LIFE IS:
ENJOYABLE : o O e o : MISERABLE1 2 3 4 5 63. MY PRESENT LIFE COH

USELESS : o • : WORTHWHILE1 2 3 4 5 6
4. MY PRESENT LIFE H CO

LONELY : e o ; : FRIENDLY1 2 3 4 5 6
5. MY PRESENT LIFE IS:
FULL : ; ; : : EMPTY

1 2 3 4 5 6
6. MY PRESENT LIFE COH

DISCOURAGING o ; : : HOPEFUL
1 2 3 4 5 6

7. MY PRESENT LIFE IS:
REWARDING : ; : DISAPPOINTING

1 2 3 4 5 6
8. MY PRESENT LIFE IS: BRINGS
OUTDOESN'T GIVE ME THE BEST
IN MUCH CHANCE : : : : : : ME

1 2 3 4 5 6
9. IN THINKING ABOUT MY LIFE AS A WHOLE 

I AM:
COMPLETELY COMPLETELY
DISSATISFIED : : : : : :SATISFIED

1 2 3 4 5 6
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