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ABSTRACT i

ABSTRACT

Personal meaning in life refers to the presence o f  consistent meaning in 
any domain o f action and to a generalised sense o f purpose in life (Reker, 
1992). The notion that a sense o f meaningfulness is relevant to 
psychological well-being, and conversely that a sense o f  meaninglessness 
is relevant to psychological distress is o f central importance in a number 
o f influential and existential theories. The present investigation examined 
the differences and the patterns o f  associations between meaning in life, 
psychological well-being in differently functioning groups (a community 
comparison group, a psychiatric outpatients’ group and a geriatric 
outpatients’ group) o f adults who are above the age o f 65. The measures 
o f meaning in life and psychological well-being which were used were: the 
Short Form 36 Items Health Status Questionnaire, Zung’s Self Rating 
Anxiety and Depression Scales, the Purpose in Life Test, the Hospital 
Anxiety and Depression scale and the Life Attitude Profile-Revised. Three 
studies were conducted: two quantitative and one qualitative. Evidence is 
obtained that a) meaning in life and well-being differ significantly between 
differently functioning groups o f older adults, b) meaning in life is 
consistently associated with measures o f  psychological well-being, c) 
meaning in life is a consistent predictor o f psychological well-being d) 
changes in personal meaning were predicted from changes in mental 
health in a psychiatric outpatient group o f  older adults which had been 
targeted to change their mental health status through medical and 
psychotherapeutic treatment (indicating a direction o f effect) and that e) 
sources o f  meaning such as religion, relationships, and gaining life- 
satisfaction from “here and now” appear to be important for older adults 
in order to maintain and/or find meaning in their lives. These findings lead 
strongly to the conclusion that there is a substantial and consistent 
relationship between meaning in life and psychological well-being in older 
adults which should be taken into consideration in clinical practice. It is 
concluded that the neglected meaning in life issue deserves greater 
scientific and therapeutic consideration. Clinical implications and 
suggestions for future research are discussed.
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Preface

The broad aim of the thesis is to investigate the complex relationship between meaning 
in life and psychological well being in older adults. Quantitative and qualitative methods 
have been employed to assess and examine the relationship. The thesis is broadly divided 
into three sections: literature review (Chapters 1 and 3), empirical evidence (Chapters 4 
to 8) and general discussion (Chapter 9). The terms purpose in life, meaning in life, life 
meaning and personal meaning are used synonymously in the present thesis.



Chapter 1: General Introduction 1

Chapter 1 

General Introduction

Imagine a  happy group o f morons who are engaged in work. They are carrying 

bricks in an open fie ld  As soon as they have stacked all the bricks at one end o f the 

field, they proceed to transport them to the opposite end This continues without 

stop and everyday o f every year they are busy doing the same thing. One day one o f 

the morons stops long enough to ask himself what he is doing. He wonders what 

purpose there is in carrying the bricks. And from that instant on he is not quite as 

content with his occupation as he had been before.

I  am the moron who wonders why he is carrying the bricks.

Yalom, 1980

Despite a  grow ing concern in m odem  society w ith the m eaning and value o f  life, 

and repeated cries for the need for a  psychology o f  hum an grow th and potential 

(M aslow, 1968), the study o f  m eaning in life has com m only been ignored by 

empirically oriented behavioural scientists. Generally, this stem s from  a  

preference for behavioural, objective data rather than for feelings and subjective 

experience, from  a  pathology oriented rather than a  health-oriented tradition, and 

in particular from  a  perception that the study o f  m eaning in life is primarily 

concerned w ith philosophical questions such as: “W hat is the m eaning o f  life?” 

or “W hat is the purpose o f  living?” (Battista and A lm ond, 1973, p. 36).

Several theoretically and phenom enologically oriented behavioural scientists have 

developed an extensive literature concerned w ith the questions: “W hat is the 

m eaning o f  life?” , “W hat is the purpose o f  life?”, “W hat is the nature o f  an
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individual’s experience o f  their life as m eaningful?” , “W hat are the conditions 

under w hich an individual will experience their life as m eaningful?” or “W hat are 

the sources from  w hich an individual derives m eaning and purpose?” . There m ay 

be a  variety o f  losses, such as death o f  a  significant other, changes o f  residence, 

retirement, financial difficulties and a  declining health status.

O lder adults have been identified as a  group at risk for loss o f  their sense o f  

m eaning in life (Crum baugh, 1972; M iller, 1979) particularly w hen they reach 

the point o f  retirem ent (Antony, 1980). Loss o f  m eaning could be a  serious threat 

to  older adults due to the m any changes and m ultiple losses that m any encounter 

in the later years o f  life (Peterson, 1985; Burbank, 1992) but at the sam e tim e 

discovering and/or creating m eaning in life has been associated w ith . 

psychological well-being (Frankl, 1963; Yalom , 1980) in older adults (W ong, 

1989; Z ika  and Cham berlain 1992; Ryff, 1995).

1.1 On the meaning in life

M eaning  in  life has traditionally  been  though t to  be  the  dom ain  o f  ph ilosophy 

or theology (B urbank, 1992). H ow ever, in the  recen t years, references, to 

m ean ing  and its im portance in p eo p le ’s lives and w ell-being  are found  in 

sociological, psychological, anthropological and geronto logical literature. 

W hether o r no t peop le  d iscover or create m eaning  o r m ean ings in  their lives 

and ho w  they discover o r create them  is a  very in teresting  and challenging 

question. Som e people  discover m eaning  and purpose  in the course  o f  their 

everyday life w hist others fail to  do so o r expect to  d iscover it in  the  after life 

(K lem ke, 1981). It is also possib le  for people  to  lose m ean ing  w ith  the  loss o f  

their health , jo b , or the  death  o f  their sign ificant other/s. O thers m ay 

experience the  “ .. . yes, I have a  good  jo b , a  n ice car, a  w onderfu l p a r tn e r , ... 

b u t still... som ething is m issing” .
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T heoretically , peop le  do no t reach  adulthood w ithou t having  considered  w h a t 

is w orthw hile , m eaningful, interesting, or w orth  doing (Jung, 1959). In  the 

o lder years o f  developm ent, the  question o f  m ean ing  in life becom es m ore 

acute because activities previously  g iven  m ean ings have been  realised  such  as 

w ork ing  and raising a  fam ily. In  such a  developm ental phase, as E rikson  

(1963) has poin ted  out, individuals tend  to  evaluate their lives critically  and 

arrive at an overall assessm ent that w ill g ive them  varying degrees o f  

m eaning, satisfaction and integrity. It m akes sense to  consider tha t the  

discovery  o r creation o f  personal m eaning  becom es one  o f  the  m ajor 

developm ental tasks in later years.

L oss o f  m ean ing  has been  considered  to  be an  ultim ate loss state in  w hich  

feelings o f  em ptiness, hopelessness and lack  o f  purpose in life m ay arise. 

M eaninglessness has also been  recognised  as a  “m odem  m alaise” (Frankl, 

1963; Y alom , 1980) that, i f  left unresolved, can lead to  sym ptom s o f  anxiety, 

depression  o r physical decline. O n the o ther hand, m eaning  in  life has been 

recognised  as an im portant com ponent o f  psychological w ell-being  (Ryff,

1995) and as one o f  the critical factors in developing and  m ain ta in ing  a  

strong sense o f  psychological w ell-being  in the o lder years o f  developm ent 

(W ong, 1989; R eker, 1992; Z ik a  and C ham berlain , 1992, Ryff, 1995).

1.2 The thesis o f the present research

T he presen t research  prim arily  focuses on  the  rela tionship  betw een  m ean ing  

in life and psychological w ell-being  in o lder adults.

A lthough, the  association betw een  personal m ean ing  and  psychological w ell 

being  has been  theoretically  established (Frankl, 1971; Y alom , 1980) in o lder 

adults (W ong, 1989; R eker, 1992; Ryff, 1996) and em pirical ev idence has 

substantiated  the  relationship  (Z ika  and C ham berlain , 1992), the  d irection  o f
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associations betw een  personal m eaning and psychological w ell-being  has not 

been  ascerta ined  yet, i .e .: w hich  o f  the tw o precedes the  other. T he p resen t 

thesis does not aim  to address a  cause and effect relationship  betw een  the  

constructs o f  m ean ing  in life and psychological w ell-being  in  o lder adults bu t 

it a im s to  explore further th is association betw een  these  tw o  constructs in 

o lder adults by using  com bined  quantitative and qualitative m ethods o f  

investigation. T he p resen t thesis v iew s quantitative and qualitative research  

m ethodolog ies as com plem entary.

C hap ter 2 review s the  orig ins o f  the m eaning  in life concep t in  philosophy, 

ho w  the  concept is perceived  in psychological term s and how  integral 

m ean ing  in  life appears to be in the psychological function ing  o f  general 

populations but m ost specifically  to  a  particu lar one; that o f  o lder adults. 

C hapter 3 review s the literature on the  relationship  betw een  psychological 

w ell-being  in general populations and o lder adults. C hapters 4  and 5 p resent 

the  m ethodology and results o f  quantitative Study 1, C hapters 6 and 7 p resen t 

the  m ethodology and resu lts o f  quantitative Study 2, C hap ter 8 p resen ts the 

m ethodology and results o f  qualitative S tudy 3 and finally  C h ap te r-9 p resents 

a  general d iscussion o f  the p resen t research  including clinical im plications 

and proposals for further research.
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Chapter 2

The origins of “meaning in life” concept

The question whether life has any meaning is difficult to interpret and the more 

individuals concentrate their critical faculty on it the more it seems to elude 

them. One wants to turn it aside, as a source o f embarrassment, as something 

that, i f  it cannot be abolished, should at least be decently covered. Yet any 

reflective human beings recognise that the question it raises is important and  

that it deserves serious consideration.

Klemke, 1981, p. 5

2.1 General Introduction

The present chapter presents a  background review  o f  the “m eaning in life” 

concept in philosophy and psychology. The construct has originated m ainly from  

philosophy and theology and it cam e to have central im portance in w hat it 

becam e to be know n as existential psychology (Hoeller, 1990). In  recent years 

m eaning in life has influenced m ainstream  psychology and it has been the focus 

o f  research that still rem ains lim ited (Z ika and Cham berlain, 1992). In this 

chapter the developm ent o f  the “m eaning in life” construct through existential 

thinking is presented first, follow ed by a  review  o f  the literature on the relevance 

o f  m eaning in life to psychological well-being in general populations as w ell as in 

the population o f  interest - the one o f  older adults;
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2.2 The search for personal meaning in existential philosophy

This section presents a  brief historical background o f  the origins o f  existential 

philosophy (know n as Existentialism) and how  the concept “m eaning in life” has 

em erged from  philosophical-existential thought.

In Europe, the philosophical m ovem ent o f  Existentialism  started to develop in the 

19th century (Bootzin and A cocella, 1988). Existentialism, w hich is a  branch o f  

philosophy, w as a  reaction against the prevailing thinking and the dom inant 

trends o f  the nineteenth century, namely: i) unlim ited faith in the pow er o f  reason, 

ii) the depersonalising spirit o f  scientism and iii) an idealistic view  o f  m an and the 

w orld (Vanderpool, 1968). Existential thought w as bom  out o f  the historical 

crises o f  that era such as the rise o f  industrialisation, the challenge to  religion 

from  D arw in’s theory and the catastrophes o f  the First W orld W ar. These facts 

left the residents o f  Europe w ith a  pessim istic v iew  tow ards life and w ithout hope 

for the future (Bootzin and Acocella, 1988), and philosophers to w onder again 

about life’s ultimate questions.

L ife’s ultimate questions, including the questions on hum an existence, m eaning 

and purpose in life, death, free will, m ind and body and their relationship 

(subjectivity vs. objectivity) run through philosophy back to Socrates, Plato and 

Aristotle (Simon, 1978). The questions o f  the status and relationship betw een 

subjectivity and objectivity re-appeared w ith D escartes w ho defined m an as the 

thing w ho thinks (res cogitans) against a  w orld o f  objects (res extensae). A fter 

Descartes separated the w orld into object and subject, H egel conceived subject 

(mind) and body (nature) as tw o abstractions o f  one invisible whole. H egel tried 

to  lay a  rational system over hum an beings (Fancher, 1990). For Hegel, the task 

o f  philosophy w as to com prehend the rationality o f  w hat already exists. The 

Danish philosopher Soren Kierkegaard (1813-1855) strongly opposed H egel’s
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rational system. The origin o f  existentialism 1 is traced back to Soren Kierkegaard, 

w ho is regarded as the founder o f  Existentialism. H e reacted strongly against 

H egel’s objective and rational system-building and he tried to resurrect 

philosophy’s concern w ith life’s ultimate meaning. In the book “Either/O r”, 

K ierkegaard (1844) is concerned w ith personal purpose and m eaning in life and 

he argues that it is not his goal to find the objective truth about them  or to develop 

a  new  system o f  philosophy since no system o f  thought could explain the unique 

experience o f  the individual. A lthough Kierkegaard w as not declaring an ultim ate 

or objective purpose and m eaning in life he w as em phasising the im portance o f  

subjective m eaning in life w hich for him  w as found through philosophy. 

Characteristically he w rote that:

“...philosophy would not be important i f  it had no deeper meaning fo r  me and my 

life... This is what I  need, this is what I  strive fo r” (Volume II, p. 3 62).

L ikew ise Husserl (1900) reacted against the positivist philosophy evolving from 

the technical discoveries o f  the 19th century that accentuated the dichotomy 

betw een subject and object. The guiding principle o f  H usserl’s scientific 

phenom enological m ethodology in philosophy w as that things are as they appear 

("<j)aivovxai”=  appear), or are as they seem  to be in peop le’s consciousness. He, 

like Kierkegaard, considered m eaning in life to be a  subjective phenom enon 

dependent on the individual’s needs and consciousness. H usserl’s return to 

experience and to the phenom enological m ethod o f  description has been 

considered (Hoeller, 1990) as the link betw een philosophy and psychology. 

H usserl’s student, M artin H eidegger (1962) in the book “Being and Tim e” takes 

the phenom enological m ethod and gives it an existential turn related to

1 A m ong the proponents o f Existentialism were Martin Heidegger in Germany and Jdhn-Paul Sartre 
in France.
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psychology. The next section provides a  brief historical background o f  the 

transition o f  the “m eaning in life” concept from  philosophy to psychology.

2.3 The search for personal meaning in existential psychology

Existential philosophy has m ade a  great im pact in psychology and psychiatry 

w here the grow th o f  the existential attitude stem med from  dissatisfaction w ith 

existing m ethods for gaining an understanding o f  m ental illness (Hoeller, 1990). 

It w as felt from  a  philosophical point o f  v iew  (Heidegger, 1962) that m an w as 

reduced to a  biological object that w as observed, dissected in chemical or 

physical reactions and in sets o f  mental m echanism s, inevitably leaving out his 

basic attribute: his existence, Being, or Da sein (= w hat it m eans to  be). 

Psychiatrists Boss (1962) and B insw anger (1963) realised and em phasised very 

clearly in their writings that existential thinking represents a  new  dim ension in 

psychology and psychiatry and they based “Dasein analyse” and “Dasein 

analysis" respectively, on H eidegger’s analysis o f  Da sein. A t the sam e period 

the A ustrian psychiatrist V ictor Frankl, influenced from  existential thought, m ade 

a  substantial contribution to the im portance o f  m eaning in life in m ental health 

and psychological well-being and he proceeded in developing a  theory o f  

m eaning in life (Frankl, 1959).

2.4 Frankl’s theoretical model of meaning in life

T he Austrian psychiatrist Victor Frankl, w hile he w as im prisoned in A uschw itz 

concentration camp from  1943-1945, observed that the prisoners w ho w ere able 

to “survive psychologically” (Frankl, 1959, p. 52) w ere those w ho could find 

spiritual m eaning in their suffering, and noticed that even under conditions o f  

extrem e psychological and physical functioning life can be m eaningful (Frankl, 

1959). Frankl found m eaning for him self by helping others instead o f
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concentrating on his ow n self-preservation and personal suffering. H is ow n 

m eaning in life since that tim e has been to “help others find their m eaning” 

(Frankl, 1959, p. 61). These experiences have served as a  basis for a  theory o f  

m eaning. Frankl (1959, 1963) considered the struggle o f  hum an beings to  find 

som e reason for their existence as a  prim e universal m otive o f  hum an behaviour.

F rankl’s (1963) conceptualisation o f  hum an nature is based on the prem ise w hich 

regards the “will-to-m eaning” as a  universal hum an motive. H e argues that 

hum an behaviour is neither m otivated by the will to pleasure, as Freudian 

psychoanalysts hypothesised, nor by the will to power, as A dlerians em phasised, 

but by the inborn urge o f  hum an beings to search for meaning. In other words, 

Frankl, disagreed w ith the deterministic view s o f  the psychodynam ic approaches 

and he theorised that hum ans have free-will to  becom e the best o f  w hat they can. 

H e em phasises that the understanding o f  life represents som e goal, function, or 

purpose for life w hich the individual sees h im self as striving for- e g ., self- 

expression, materialism, or a  religious /  political calling. According to Fabry 

(1968), an interpreter o f  Frankl’s work, m eaning consists o f  seeing the w orld as 

orderly, despite its obvious chaos at times, and o f  searching for a  purpose or task 

w ith w hich to define one’s life.

Frankl (1967) identified three m eaning systems - the creative, experiential and 

attitudinal. Life, then, can be meaningful in the following three ways (Reker, 

1987): i) through w hat people give to life (in term s o f  their creative work), ii) by 

w hat they take from  the w orld (in term s o f  their experiencing values) and iii) 

through the stand they take tow ards a  fate they no longer can change (such as an 

incurable disease).
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Frankl referred to his approach in theoretical and therapeutic context as 

“logotherapy. ” Logotherapy is concerned both w ith being (ontos, da  sein) and 

logos (reason, purpose, m eaning) and focuses on the process to help an 

individual/client find meaning. (Frankl 1964; 1978). Logotherapy focuses on 

three fundam ental facts o f  hum an existence: the w ill to m eaning, the m eaning in 

unavoidable suffering (as opposed to m asochism ) and the freedom  o f  will. A s to 

the last, free-will im plies a  sense o f  responsibility. H um ans beings are free to 

m ake choices but at the sam e tim e they have the responsibility o f  searching and 

fulfilling the m eaning o f  their life them selves w ithin the boundaries their freedom  

allows (Yalom , 1980). Interestingly, it has been theorised that: a) individuals w ho 

experience a  sense o f  m eaning in life enjoy better health as expressed through 

greater life-satisfaction, higher levels o f  psychological well-being and positive 

m ental health (Yalom , 1980) than b) individuals w ho do not experience a  sense 

o f  m eaning in life and are vulnerable to psychopathological m ental problem s 

(Frankl, 1963).

2.5 Meaning in life defined

Follow ing Frankl, several theoretically oriented scientists have developed an 

extensive literature concerned with the question “W hat is the m eaning in life?” 

and its definition. The following paragraphs present a  review  o f  definitions and 

conceptualisations o f  “m eaning in life” proposed from  several theorists and 

researchers. The present thesis adopts Frankl’s theoretical m odel o f  m eaning in 

life and consequent m odels proposed by Reker and W ong (1989) and Z ika  and 

Cham berlain (1992).

H ocking (1957) identified tw o kinds o f  personal m eaning: i) personal m eaning 

that is derived from  specific events and gives rise to  m eaning and satisfaction and
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ii) ultim ate or total m eaning such as religion. M aslow  (1968) agrees w ith Frankl 

and considers m eaning to be a  universal hum an motive. H e describes the 

experience o f  one's life as meaningful, based on a  feeling o f  fulfilment and 

significance. W eisskoph-Joelson (1968) view s m eaning as an interpretation o f  

life based on a  feeling o f  integration and relatedness. Fabry (1968) has 

em phasised the necessity o f  faith, com m itm ent or belief in the experience o f  

m eaning in life.

Battista and A lm ond (1973) w ho used the term  “positive life regard” instead o f  

“m eaning in life” have defined it as the “individuals’ be lief that they are fulfilling 

a  life fram ew ork or life goal that provides them  w ith a  highly valued 

understanding o f  their life” . The authors suggest that people w ho experience life 

as m eaningful have a  conscious, articulated structure w hich provides a  

fram ew ork or goal from  w hich to  view  life. They perceive their lives as related to 

or fulfilling this concept, and experience this fulfilm ent as feelings o f  integration, 

relatedness or significance. Antonovsky (1979 ,1987) considers m eaning as 

integral to sense o f  coherence.

Y alom  (1980) holds a  similar position to H ocking’s (1957) and has m ade a  clear 

theoretical distinction betw een cosm ic and terrestrial meaning. The first 

theoretical approach to considering m eaning is that m eaning is ultim ate or 

cosmic, that it exists apart from  one’s perception o f  it, and that it can be 

discovered. Frankl (1963) stated that m eaning can be discovered by self­

transcendence, by m oving beyond concern for the se lf and focusing on other 

people and social and spiritual values. H e held that direct focusing on pleasure 

and happiness leads to existential vacuum  (see section 2.6), while self- ■ 

transcendence leads to  fulfilment. Cosm ic m eaning im plies som e design existing
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outside o f  and superior to the person and invariably refers to some m agical or 

spiritual ordering o f  the universe. The second view  is that m eaning is terrestrial, 

based on a  relative view  o f  reality and rejects belief in an external source o f  

m eaning (i.e.: God). Tillich (1953) perceived the loss o f  an ultimate concern, 

such as God, in the m odem  w orld as the event underlying the search o f  m eaning 

in life and its despair. It is therefore the process o f  constructing m eaning that is 

im portant (Battista and Alm ond, 1973). Terrestrial m eaning may have 

foundations that are entirely secular; that is, one m ay have a  personal sense o f  

m eaning w ithout a  cosm ic m eaning system. Y alom  (1980) com m ented that 

overall psychologists are m ore concerned and interested in specific m eanings in 

life rather w ith the cosm ic or ultimate m eaning in life. According to  R eker and 

W ong (1988) a  better understanding o f  m eaning should take into consideration 

both types o f  meaning. Baird (1985) stresses that m eaning m ust involve the 

pursuit o f  objects that provide satisfaction, because “w ithout subjective 

satisfaction, m eaning is incom plete” (p. 119). H e also points out that part o f  w hat 

it m eans to be fully hum an is to create m eaning by establishing in depth 

relationships, by com m itting to  projects that give order and purpose to life and by 

placing life in the context o f  m eaning-creating stories. Rosenm ayr (1985) defines 

m eaning as “cognitive content that provides emotional satisfaction and the 

know ledge that one’s actions correspond to one’s goals in a  w ay that can be 

clearly form ulated” (p. 119).

Reker and W ong (1988) proposed a  more detailed account than Frankl (1964) 

and Rosenm ayr (1985) o f  how  m eaning in life influences psychological states. 

R eker and W ong (1989) clarified Frankl’s m odel o f  m eaning in life and theorised 

that the concept o f  personal m eaning is a  m ultidimensional construct w ith at least 

three components: cognitive, motivational and affective. The cognitive
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com ponent deals w ith m aking sense o f  one’s experience in life. They postulated 

that each individual constructs a  belief system, a  w orld v ie w , to m anage a 

num ber o f  existential concerns such as: w hat is the total m eaning in life? or is 

there an ultim ate m eaning in life? The belief system deals w ith not only “cosm ic 

m eaning” (Yalom, 1980) but also existential understanding o f  specific life- 

events. In this respect, the individual seeks to  understand the value and purpose o f  

various encounters and interpret their experiences. From  the cognitive 

perspective, m eaning is an explanation or interpretation o f  one’s life (W eisskoph- 

Joelson, 1968). D ittm ann-K ohli (1990) refers to this fram ework, w ith w hich 

individuals w ho share a  com m on culture learn to interpret and evaluate the 

features o f  hum an nature and their life course, as a  “life script” . This particular 

term  w as chosen to  em phasise its relation to cognitive science and social 

cognition research (Dittm ann-Kohli, 1990). The m otivational com ponent o f  

personal m eaning refers to the process o f  pursuing selected goals and refers to a  

value system constructed by the individual (Reker, 1988). The process o f  

pursuing selected goals and their attainm ent give a  sense o f  purpose and m eaning 

to one’s existence. The affective com ponent com prises the feelings o f  satisfaction 

and fulfilm ent that people get from  their experiences or from  the achievem ent o f  

their goals. Taking into consideration this v iew  o f  personal m eaning R eker and 

W ong, (1988) defined m eaning as the : “The cognisance o f  order, coherence, a n d  

p u rp o se  in o n e ’s  existence, the p u rsu it a n d  attainm ent o f  w orthw hile goals, a n d  

an accom pan ied  sen se o f  fu lfilm en t”, ip. 22V).

These three “ structural com ponents” (O ’C onnor and Cham berlain, 1996) o f  how  

m eaning is experienced are interrelated and are com m on to people’s experience 

o f  meaning. The definition o f  m eaning given by R eker and W ong (1989) is the 

definition that the present thesis favours. The definition provides a
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m ultidim ensional structure o f  m eaning in life and is directly based on F rankl’s 

theoretical m odel o f  m eaning in life.

2.6 Meaning in life linked to psychopathology

In the early stages o f  the exploration o f  “m eaning in life”, C.G. Jung (1966), felt 

that the absence o f  m eaning played a  crucial role in psychopathology and 

specifically in the aetiology o f  neurosis. H e noted that about a  third o f  his cases 

w ere not suffering from  any clinically definable neurosis but from  the 

senselessness and aim lessness o f  their lives. Jung thought that neurosis m ust be 

then understood as the “suffering o f  a  s o u l” (p. 83) w hich has not discovered its 

meaning.

Similarly, Frankl (1967 ,1969) asserted that w hen a  person’s will-to-m eaning is 

blocked, existential frustration results. A  frustrated or repressed will-to-m eaning 

m ay lead to  existential vacuum , “the experience o f  a total lack, or loss, o f  an 

ultim ate m eaning in one’s existence that w ould m ake life w orthw hile” (Frankl, 

1967, p.48). Sym ptom s o f  existential vacuum  include a  sense o f  lack o f  m eaning 

in life, feelings o f  boredom , apathy or indifference and it can result in existen tia l 

frustration . The latter can lead the predisposed neurotic individual, even under 

the m ost favourable external conditions, to  a  noogenic neurosis breakdow n, a  

state characterised by a  com pound o f  neurotic symptoms derived from  the 

individual’s failure to  find m eaning in life. Frankl (1967) estimated that ha lf  o f  

his patients2 had experienced an “existential crisis” ; and concluded that lack o f  

m eaning in life is the param ount existential stress.

2 Frankl had observed his patients during his practice and not under experimental conditions.
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Frankl’s proposal that absence o f  m eaning in life is linked to psychopathology3 

has been shared by M addi (1967) w ho described a  similar neurotic condition w ith 

cognitive, affective and behavioural components. In his essay “O n the search o f  

m eaning” M addi (1970) stated that failure to find m eaning leads to  existential 

sickness and existential neurosis (see also M addi, 1967). This m akes up a  

syndrom e characterised by the belief that one’s life is m eaningless, by the 

affective tone o f  apathy and boredom , and by the absence o f  sensitivity in actions 

(p. 313). Furtherm ore, it is a  state in w hich the cognitive com ponent is 

m eaninglessness, or a  chronic inability to believe in the im portance and 

usefulness o f  any o f  the things an individual is engaged in or can im agine doing. 

Further, a  person w ho suffers from  existential neurosis m ay experience alienation 

from  self and society.

2.7 Operational definition o f meaning in life: The Purpose in Life test 

(PIL)

These theoretical systems o f  Frankl (1959, 1964, 1967, 1969) and M addi (1967) 

attracted particular attention from  contem porary researchers such as Jam es 

Crum baugh and Leonard M aholick, w ho attempted to transfer the m eaning in life 

concept to  empirical science. In 1964, Crum baugh and M aholick influenced by 

the w ork o f  Victor Frankl, published a  psychometric instrum ent designed to 

m easure purpose in life. The Purpose in Life (PIL) test (A ppendix 9) 

operationalises Victor Frankl’s definition o f  m eaning in life. The se lf  report scale 

is designed to m easure the degree to  w hich an individual experiences a  sense o f  

m eaning and purpose in life (Crum baugh and M aholick, 1969).

3 It is aknowledhged that the terms psychopathology, neuroticism and depression were defined 
differently in the 1960’s and 1970’s. In the present thesis these terms are upgraded and used 
according to current terminology and conceptualisation of mental illness.
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2.8 Other approaches to the measurement o f meaning in life

A nother approach in m easuring the m eaning in life is taken from  Battista and 

A lm ond (1973) w ho developed the L ife Regard Index, a  28-item , 5-point scale, 

designed to  m easure an individual’s belief that they are fulfilling a  life-fram ew ork 

or life goal that provides the person w ith a  highly valued understanding o f  life. 

Their scale is based on the concept o f  positive life regard, w hich conceptually, 

m ay be related m ore to  the concept o f  self-esteem than the construct o f  

m eaningful life. Ebersole and DeV ogler-Ebersole (1986) use the personal- 

docum ent approach in their assessm ent o f  types and depth o f  meaning. Scripts 

obtained through biographical sources or provided by respondents are content 

analysed for sources o f  meaning. Unfortunately, both the above m entioned 

approaches do not provide conceptual definitions o f  m eaning in life and are 

m ainly based on research focusing on the sources o f  meaning.

A lthough the PIL has been criticised for item heterogeneity and susceptibility to 

social desirability (Battista and Alm ond, 1973; Ebersole and D e-V ogler Ebersole, 

1985; Y alom , 1980) it is the only psychological instrum ent that has been w idely 

used to study m eaninglessness in a  systematic manner. In addition it is based on a  

firm  conceptual definition o f  m eaning in life based on F rankl’s theory o f  

m eaning. For these reasons the Purpose in Life test (Crum baugh and M aholick, 

1964) w as selected as a  m easurem ent instrument for Study 1 o f  the present 

research as opposed to the Life Regard Index (Battista and A lm ond, 1973).

2.9 Purpose in life in general populations

The writings o f  Jung (1959, 1966), Frankl (1959, 1964, 1967, 1969) and M addi 

(1967) have inspired som e researchers to investigate the life-m eaning concept 

using alm ost exclusively the Purpose in Life test (PIL). This section presents 

epigrammatically studies and their conclusions that have used the Purpose in Life 

as a  m easurem ent instrument. O ne study (Doerries, 1970) has dem onstrated that
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students w ho have high scores on the Purpose in Life test w ould participate in 

greater num ber o f  organisations (i.e.: religious, ethnic, political or in com m unity 

service and involvement in sports or hobbies) than students scoring low  on the 

PEL (pC.OOl). Y am ell (1971), recruited air Force servicem en and hospitalised 

m ale schizophrenics and reported that scores on the Purpose in L ife test are not 

related to age or IQ. Y am ell (1971) concluded that life can be considered 

m eaningful regardless o f  age, IQ  or educational level. This supported Crum baugh 

(1972) w ho reported a  lack o f  association betw een Purpose in L ife scores and 

educational level (p>.05). Furtherm ore significant positive relationships w ere 

found in the normal group w ith preferences for being active in groups (r=.33, 

p < 0 5 )  and for stable and fam iliar situations (r=.40, p<-01) and am ong the 

schizophrenics a  positive relation with preference for avoiding conflict (r=.39, 

p<  05). D urlak (1972) reported a  significant negative correlation betw een 

purpose in life and fear o f  death (r=-.37, p < 0 1 ). These results supported F rankl’s 

notions that individuals w ho reported a  high purpose and m eaning in their life 

tended to  fear death less and to have a  m ore accepting attitude tow ards it. In 

com parison participants w ho reported less purpose and m eaning in their life 

show ed a  higher fear o f  death.

Shean and Fechtm an (1971) found that students w ho had sm oked m arijuana 

regularly over a  six m onth period scored significantly low er on Crum baugh and 

M aholick’s Purpose in L ife test (1969) than did non-users (p<001).

B lack and Gregson (1973) reported that recidivists differ significantly from  first 

sentence prisoners(p<05), w ho in turn differ from  norm als w ith respect to 

purpose in life (p<.01). The authors concluded that criminality and purpose in life 

are inversely related. In other words, the m ore persistently som eone offends, the 

m ore likely he is to be sentenced to increasing term s o f  im prisonm ent and the less 

likely he is to  increase his sense o f  purpose in life w hen released. Garfield (1973)
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adm inistered the Purpose in L ife test to participants from  different cultures and 

then interviewed subjects w ith low, intermediate and high scores to determ ine 

w hat each item m eant to them. D epending in part upon their culture, subjects 

interpreted the items in highly idiosyncratic ways; those w ho cam e from  religious
J ■ .

cultures tended to interpret the items within religious connotations and 

fram eworks. Sharpe and Viney (1973) reported that subjects w ith low  PIL  scores 

expressed their lack o f  purpose in their w orld v iew s (Weltanschaung), tended to 

be m ore negative than positive and lacked purpose and transcendent goals. 

Pearson and Sheffield (1974) reported that people w ith high purpose are less 

neurotic and sociable (p< 001 ) and Robertson (1974) that purpose in life is 

related to ego strength (i=.39, p< 01). Delinquent adolescents and high school 

students (Padelford, 1974) w ho use drugs show ed that drug involvem ent w as 

greater am ong students w ith low  purpose in life than am ong those w ith high 

purpose in life (p<001). Another study (Jacobson, Ritter and M ueller, 1977) 

show ed low-norm al scores for hospitalised alcoholics but did note that during a 

m onth-long treatm ent program  (p<001). The Purpose in L ife scores rose 

significantly.

These empirical studies supported the importance o f  m eaning in peop le’s life and 

supported theorists (Frankl, 1972; Kotchen, 1960) w ho considered lack o f  

m eaning and purpose in life as indicatives o f  emotional m aladjustm ent and 

psychological distress and theorists w ho considered a  sense o f  m eaningfulness as 

an im portant com ponent o f  psychological well-being and psychological 

functioning (M addi ,1969; Reker, 1992; Ryff, 1992; Yalom , 1980).

2.10 Purpose in life and mental health outcomes

A  num ber o f  other studies have explored the hypothesis that the “will-to- 

m eaning” (Frankl, 1963) is a  reliable criterion o f  m ental health and haVe
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investigated the m eaning in life concept in psychiatric populations using the 

Purpose in Life test (Crum baugh and M aholick, 1964) as a  m easurem ent 

instrument. For example, Crum baugh and M aholick (1968) found the P IL  to 

discrim inate betw een psychiatric groups and non-psychiatric groups (p<01). 

Patients hospitalised for chronic alcoholism  and psychotic disorders have been 

found to  have lower PIL  scores (p< 001 ) than neurotic outpatients (Crum baugh 

and M aholick, 1968). In  the sam e study, hospitalised patients and outpatients 

w ere found to score significantly low er on the PIL  than nonpatient samples 

(p< 001). The sam e authors (Crum baugh and M aholick, 1968) reported that 

purpose in life w as found to be significantly negatively related to psychoticism  

and neuroticism  (p < 0 1 ), and positively to extroversion (p < 0 5 ) as these are 

m easured from  the Eysenck Personality Inventory (Eysenck and Eysenck, 1973). 

In a  study o f  outpatients in a  British psychiatric clinic (Sheffield and Pearson, 

1974) a  positive correlation w as demonstrated betw een high purpose in life and 

conservatism, religious-puritanical values and idealism (p< 01). D iagnoses for 

these participants included anxiety states, neurotic depression, other neuroses, 

personality disorders and endogenous depression. Except for the category o f  

“other neuroses” the data obtained indicate a  general tendency for m en to have 

higher Purpose in L ife scores than w om en (p<05). Inspection o f  the Sheffield 

and Pearson (1974) data indicates that those patients diagnosed as depressed did 

not have, in term s o f  their m ean Purpose in Life scores, less purpose in life than 

the other diagnostic categories.

2.11 Meaning in life as a “given o f existence”

A fter reviewing this body o f  research literature Y alom  (1980) concluded that lack 

o f  m eaning in life w as associated w ith psychopathology w hereas positive life 

m eaning w as associated w ith strong religious beliefs, self-transcendent values, 

m em berships in groups, dedication to  a  cause, and clear life-goals. Y alom
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suggested how  involvem ent in a  m eaningful group or a  cause m ight increase 

one’s sense o f  meaning. Consequently, m eaning in life appears to  be a  hidden 

dim ension o f  health and psychological well-being. Y alom  also pointed out that 

the sources o f  m eaning change over a  person’s life and need to be view ed from  a  

developm ental perspective. 3

Y alom  (1980) identified four ultimate existential concerns or four “givens o f  

existence”, inherent in a  m an’s existence: death, freedom , isolation and 

m eaninglessness. These givens o f  existence are certain ultimate concerns or 

properties that are an inescapable part o f  an individual’s being (Ruffin, 1984). 

Rollo M ay (1983) agrees these four ultimate existential concerns are facts o f  life 

or phenomena, (= those w hich appear to be in one’s awareness). O ther authors 

suggested that these existential concerns can readily be understood and shared by 

others, such as the existential concern o f  m eaninglessness (Reber, 1985; Fow ler 

and Fow ler 1991).

Y alom  (1980) has also em phasised the im portance o f  these “givens o f  existence” 

to psychotherapy. The position held by Yalom  is that a  conflict can arise w hen an 

individual confronts these givens o f  existence such as w hen w ondering for 

example: “W hat is the m eaning o f  m y life i f  I am  going to die in an isolated 

w orld w here I am solely responsible from  m y actions?” (Hoeller, 1990, p. 172). 

W hen core existential conflicts are created w ith the confrontation o f  the “givens 

o f  existence” psychopathological symptoms m ight emerge. A t the sam e tim e 

though these concerns or givens o f  existence are very im portant elem ents o f  

psychological well-being.

The present focus is on the fourth ultimate existential concern identified by 

Y alom  (1980) and refers to meaninglessness. W hen hum ans are confronted w ith
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the reality o f  death, and realise that they have to  create their m eanings (Baird,

1985) through choices they also confront their isolation in an indifferent universe

and start to  w onder “W hat m eaning does life have”?, “W hat is the purpose o f

life” ? In this case, an existential dynamic conflict m ay stem from  the dilem m a o f

an individual w ho is seeking m eaning in a  m eaningless universe into w hich they

w ere “throw n” . This state o f  m eaninglessness is view ed by Yalom  (1980) as one

o f  the causes o f  existential anxiety (as opposed to neurotic anxiety, Cohn 1984).
\

O n the other hand, w hen individuals confront meaninglessness and construct, 

create or discover their ow n m eanings, these tend  to  relate w ith psychological- 

well-being. It appears that experiencing a  sense o f  purpose and m eaning in life 

relates to  positive psychological well-being (or m ental health), whilst 

experiencing a  lack o f  purpose and m eaning in life relates to negative 

psychological well-being (or m ental health). These patterns o f  associations 

betw een personal m eaning in life and psychological well-being are the prim ary 

concerns o f  the present research.

2.12 Meaning in life and its relation to stress and copying

M ore recently, m eaning in life has influenced psychological m odels o f  stress and 

coping. Lazarus and D eLongis (1983) argued that a  sense o f  personal m eaning 

can influence coping strategies for dealing w ith stress throughout the life-span o f  

the individual. It is argued that a  relatively stable feature o f  personality affects the 

w ay situational events are appraised in term s o f  their possible im pact on w ell­

being, as well as influencing the w ay these events are m anaged. L ife encounters, 

w hich challenge im portant commitments, are likely to be appraised as a threat, 

thus increasing the person’s vulnerability to stress. How ever, this vulnerability 

m ay also serve as a  positive function by driving a  person tow ards an action w hich 

alleviates the threat and thus m aintains coping. Patterns o f  com m itm ent are 

view ed as necessary since their absence w ould lead to  a  pervasive state o f
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m eaninglessness. Antonovsky (1979) developed an underlying personality 

dim ension, called “ sense o f  coherence”, w hich protects people against the 

potential harm  o f  stressors on health and provides a  buffer against stress and 

stress-related diseases. This construct comprised three interrelated factors: 

comprehensibility, m anageability and m eaningfulness. A ntonovsky (1979) 

argued that people w ith a  strong “sense o f  coherence” perceive the experiences 

they have in life as m eaningful, and furtherm ore that the things they will 

experience in the future will continue to be meaningful.

A  few  studies have established the function o f  m eaning in life as a  m oderator o f  

stress. N ew com b and H arlow  (1986) found that perceived loss o f  control and 

m eaninglessness in life m ediated the relation betw een uncontrollable stress and 

substance use. It has been show n that existential concerns, such as the m eaning in 

life and isolation, are correlated w ith trait and state anxiety (Ruzninsky & 

Thauberger, 1982). A lienation from  self, according to Ganellen and Blaney 

(1984), m ediates the effects o f  life stress on depression. N ew com b (1986 ,1987) 

reported that nuclear anxiety (anxiety due to  a  fear o f  a  nuclear w ar) w as found to 

be significantly associated w ith less purpose in life, less life satisfaction, m ore 

powerlessness, m ore depression and drug use.

H arlow , N ew com b and Bentler (1986) exam ined the possible m ediating 

influences o f  perceived loss o f  control and m eaninglessness interposed betw een 

the experience o f  stressful life events and the use o f  drugs in groups o f  

adolescents. It w as hypothesised that uncontrollable stress in the form  o f  negative 

life events creates a  sense o f  loss o f  control, w hich in turn engenders a  decreased 

level o f  m eaning in life. This m eaninglessness in life is then m inim ised through 

use o f  narcotics. R yff and Heidrich (1993), investigated how  the self-esteem 

m ediates the relationship betw een physical and m ental health in elderly w om en
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and reported that social integration and social com parisons m ediated the effects 

o f  physical health on psychological distress, well-being and developm ental 

outcomes.

2.13 Meaning in life and psychological well-being

Z ika and Cham berlain (1987) reported that m eaning in life has a  direct effect on 

w ell-being and is the m ost consistent predictor. They exam ined m eaning in life, 

locus o f  control and assertiveness as possible m oderators o f  the relation betw een 

stressors and well-being. Chronic daily stressors w ere found to have a  direct 

effect on well-being. A m ong the personality dispositions m eaning in life w as the 

m ost consistent predictor o f  well-being. Consistent associations w ere noted 

betw een high well-being and high m eaning in life scores and betw een low  w ell­

being and low  m eaning in life scores. Internal locus o f  control and assertiveness 

had also direct but less consistent effects. These findings dem onstrate the 

relevance o f  personal m eaning to psychological well-being. These findings have 

also im portant implications for understanding the foundations o f  psychological 

health since m eaning in life appears to be one o f  the critical factors in obtaining 

and m aintaining a  strong sense o f  psychological well-being. A  few  m ore studies 

have show n how  m eaning in life is related to psychological well-being. 

Epigram m atically it has been show n that individuals w ho are able to  find 

m eaning in experiences, such as terminal illness, (H am era and Shontz, 1978), 

cancer (Taylor, Lichtm an and W ood, 1984), AIDS (Schwartzberg, 1993), 

traum atic life-events (Thom pson and Janigian, 1988) or being a  victim  o f  incest 

(Silver, B oom  and Stones, 1983) cope better after the event than those w ho are 

unable to find meaning. A  phenom enological study (Cow ard and Lewis, 1993) 

found that gay m en w ith AIDS experienced m eaning through the three systems 

identified by Frankl, (1967): - the creative, experiential and attitudinal. The m en 

experienced “ self-transcendence” (Cow ard and Lewis, 1993) by reaching out for
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others for help and helping others. Their acceptance o f  the closeness o f  death led 

to a  sense o f  urgency to create a  legacy and to participate in activities w hich gave 

them  m eaning or w hich had m eaning for them.

2.13 .1  R elig ion  as a  so u rc e  o f  m ea n in g  in  life

It has been proposed that religion, as a  source o f  m eaning (Reker, 1992), 

provides a  fram ew ork that gives purpose and m eaning in life (Paloutzian and 

Ellison, 1982). There are indications o f  increasing interest in studying the role o f  

religious faith as a  protective factor against mental illness and positive 

psychological-functioning. Religion as a  belief system m ight have been proposed 

to be an im portant source o f  m eaning for older adults (D eV ogler and Ebersole, 

1983; W ong, 1989) but m odem  psychiatry according to N eelem an and Persaud 

(1995) has neglected the therapeutic effects o f  religious beliefs. The authors 

claim  that the gap w hich exists betw een psychiatry and religion is a  relatively 

recent phenom enon and is partly related to psychiatry’s progress in elucidating 

the biological and psychological causes o f  mental illness, rendering religious 

explanations superfluous. It has also been suggested that a  positive association 

exists betw een religion and psychological well-being (Petersen and Roy, 1985, 

Z ika and Cham berlain, 1992) but there is no direct empirical evidence to confirm  

such a  link betw een depression and religiosity (N eelem an and Persaud, 1995). 

How ever, Frankl (1972) considered that in an era w hen traditional be lief systems 

crum ble, there is a  need to recognise, in addition to neurotic depression, an 

existential depression w hich does not feature guilt but rather m eaninglessness, 

hopelessness and emptiness.



25Chapter 2: The “meaning in life ” concept

2.14 Summary o f Chapter 2

Chapter 2  reviewed the origins o f  the m eaning in life concept through existential 

philosophy to  psychology. Psychological theory and empirical evidence indicate 

that personal m eaning and psychological well-being are closely related. The 

m essage from  theory and empirical evidence is that a  sense o f  personal m eaning 

is associated w ith positive psychological w ell-being and that lack o f  m eaning in 

life is associated w ith pathological outcomes. This supports the theoretical view s 

o f  existential oriented theorists w ho asserted that positive m eaning in life m ay 

result in psychological w ell-being w hile failure to  find m eaning m ay result in 

(som e types of) psychopathology. It follows that the discovery or creation o f  

m eaning in life appears to be a  substantial and im portant elem ent for the 

attainm ent o f  psychological well-being (Shek, 1991; Z ika and Cham berlain, 

1992; Ryff, 1995) This suggested relationship betw een positive m eaning in life 

and psychological well-being has serious implications for treatm ent and therapy 

especially for individuals in these particular developm ental stages w here the 

sources o f  m eaning in life are particularly threatened (W ong, 1989). The 

significant association betw een m eaning in life and psychological w ell-being is 

found to be consistent am ongst a  group that has been suggested to  be at risk for 

having lowered w ell-being - older adults. The present research aim s to explore 

further this significant association betw een personal m eaning and psychological 

well-being in older adults. It does not however, by any m eans, attem pt to address 

a  cause and effect relationship betw een the tw o constructs or to find a  causal link 

betw een them. Chapter 3 reviews the background o f  the relationship betw een 

m eaning in life and psychological well-being in older adults and suggests 

m ethods to investigate it further.
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Chapter 3

Meaning in life and psychological well-being in older adults

A human being would certainly not grow to be seventy or eighty years old  i f  this longevity 

had no meaning fo r  the species. The afternoon o f  human life must also have a* significance 

o f  its own right and cannot be merely a  pitiful appendage to life's morning.

Carl Jung, 1959

3.1 General Introduction

A lthough some empirical evidence is available for the relevance o f  personal 

m eaning to well-being in general populations, the empirical evidence on m eaning 

and psychological w ell-being in older adults is still lim ited (Colem an, 1992). The 

present chapter reviews the theory and empirical evidence o f  the relevance o f  

personal m eaning to psychological well-being in older adults and suggests 

m ethods to explore and substantiate the relationship further.

3.1.1 The interest in older adults

The noted increasing academ ic interest in the study o f  older adults in the twenty- 

first century is unlikely to diminish. This interest can be explained w ith the 

increase in the proportion o f  people over 60 years that started in the 1940’s 

(Kimmel, 1996). There are tw o m ajor reasons for this rapid grow th o f  the older 

adult population: i) the decline in birth rates, especially in the w estern population, 

that is resulting in an increase in the proportion o f  older people and ii) the 

im provem ent in life expectancy (k im m el, 1996). A dvances in m edical science
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and im provem ents in the quality o f  life in the adult and older adults have resulted 

in an increase o f  older adults’ life expectancy.

A s a  result older adults are becom ing a  higher priority in planning, and take up 

resources. In 1990,13%  o f  m en and 18% o f  w om en w ere aged 65 years or over 

(D epartm ent o f  Health, 1994). The num ber o f  very elderly people will increase in 

the next decade, w ith those aged 85 years and over expected to increase by 34%  

(D epartm ent o f  Health, 1994). It follows that elderly people’s needs are an 

increasingly im portant factor in program m es designed to safeguard and im prove 

their health and quality o f  life (Departm ent o f  Health, 1994).

3.2 Meaning in life through the life span

D evelopm ent in the present thesis includes a  longer term  view  o f  change, grow th 

and developm ent throughout the life-span. This implies that developm ent ends at 

no specific tim e and that the organism  will continue to differentiate behaviours 

long after physical maturity and m ove tow ard increasing complexity (Birren and 

Birren, 1990; Schroots 1988).

The present thesis view s m eaning in life from  a  life-span perspective. This 

position is supported theoretically by a  num ber o f  life-span psychologists w ho 

theorised about the developm ent o f  changing values, beliefs and m eanings over 

the life-span (Battista and Alm ond, 1973; Erikson, 1963; Freden, 1982; Jung, 

1971; M aslow, 1968; Reker, 1988).

3.2.1 Age differences in personal meaning

There is som e empirical evidence that age differences in m eaning and purpose 

exist (Ryff, 1995; B aum  and Stewart, 1990; M eier and Edw ards, 1974; Pearson 

and Sheffield, 1974; Yam ell, 1971). Reker, Peacock and W ong (1987),
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exam ined age differences using the Life Attitude Profile (LAP) scale (Reker and 

Peacock, 1981) in 30 m en and 30 w om en at each o f  the following five 

developm ental stages: young adulthood (16-29 years), early m iddle-age (30-49 

years), late m iddle age (50-64 years), young-old (65 to 74 years) and old-old (75 

years and over). Significant age differences w ere found on five life attitude 

dim ensions including life purpose (fulfilment, contentment, satisfaction), death 

acceptance (lack o f  fear or anxiety to face death), goal seeking (desire to achieve 

new  goals), future m eaning (determ ination to  m ake the future m eaningful, 

acceptance o f  future possibilities) and existential vacuum  (lack o f  purpose, lack 

o f  goals, free floating anxiety). Purpose in life and death acceptance w ere found 

to increase w ith age w hile goal seeking and future m eaning w ere found to 

decrease w ith age (Reker, Peacock and W ong, 1987). O n the contrary, R yff 

(1995) w ho asked young, m iddle-aged and old-aged adults to  rate them selves in 

self-reports show ed that purpose in life, a  dim ension o f  psychological w ell-being, 

decreased from  m id-life to old age1. How ever, other studies designed to assess 

age differences have not consistently found significant differences (M eir and 

Edw ards; 1974). It w as suggested (Reker, Peacock and W ong, 1987), that this 

lack o f  age related findings m ay be attributed to the restriction in age range o f  the 

samples.

3.3 The discovery o f meaning in life as a developmental task

The concept o f  “individuation” proposed by Jung (1959, 1966) is directly related 

to the developm ent o f  m eaning in life. Jung (1959) felt that there m ust be some 

purpose in hum an life continuing into its later years, after fulfilling sources o f  

m eaning such as caring for children. It is then that, at least for some, the question 

“w hat is the purpose o f  life now ?” or “w hat is the m eaning o f  life now ?” can 

appear.

1 The specific age ranges are not mentioned.
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Jung (1971) argued that the first ha lf o f  life is spent in preparation for living and 

that people hang on to  youth instead o f  looking forward. Thus, m any people 

reach old age w ith unsatisfied dem ands and w ithout goals for the future. H e 

suggested that this is the reason w hy religions hold out the hope o f  afterlife, in 

order to m ake it possible for a  person to live the second ha lf o f  life w ith as m uch 

purpose as the first one. According to  Jung, during som e part o f  the second h a lf  

o f  life inividuals prepare for old age and death and place m ore em phasis on the 

spiritual values. The individual’s attention is turned inwards and the inner 

exploration helps individuals to  find m eaning and purpose in life that m akes it 

possible for them  to accept death.

3.3.1 Meaning as a means to reach integrity in later years

A  num ber o f  life-span theorists have em phasised the im portance o f  m eaning to 

psychological well-being in older adults. Erikson (1963) has linked societal 

values w ith developm ental tasks to be accomplished, and theorised about the 

developm ent o f  changing values and m eanings over the life span. A ccording to 

Erikson (1963) m eaning is derived at each psychosocial developm ental phase 

w hen one or m ore o f  four basic tendencies (need-satisfying, adaptive, creative, 

inner order) have been satisfied. During the later years, integration becom es the 

prim ary goal; therefore the task o f  late life is to develop a  sense o f  integrity. 

Erikson also argued that one m ust solve the task o f  establishing self-growth and 

personal identity before being able to develop a  se lf satisfying sense o f  life 

meaning. Achieving a  sense o f  purpose and m eaning will m ake it easier for older 

adults to reach integrity (Erikson, 1963).

Y alom  (1980) has suggested that m eanings change over a  person’s life and need 

to be view ed from  a  developmental perspective. A ccording to Thom pson (1992),
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m eanings for the adolescent, young and m iddle age adult are centred on 

establishing a  stable identity, form ing intimate relationships and being productive 

and creative. The task  o f  late life is to  develop a  sense o f  integrity, an appreciation 

o f  w hy and how  one has lived. Integrity is defined as the sense o f  having lived a 

m eaningful life and the capacity to maintain m eaning until death. The crucial task 

during this stage is to evaluate one’s life and accom plishm ents critically and 

arrive at an overall assessm ent that gives satisfaction. A  sense o f  integrity 

(Erikson, 1963) reflects an affirmation that one’s life has been m eaningful, w hile 

the opposite (a sense o f  despair) reflects existential m eaninglessness and a  feeling 

that one’s life w as w asted or should have been different than it was. It follows 

that the discovery or creation o f  personal m eaning becom es the m ajor integrative 

factor (W eisskoph-Joelson, 1968) and a  developm ental task  in later years.

It appears that the com m on trend for these theoretical positions is that as the 

individual ages, the developm ental task is directed tow ard integrating the 

experience o f  a  lifetime. So, integration is the task and integration becom es a 

m eaning-producing process; a  feature o f  positive psychological functioning.

3.3.1.1 Meaning in life and death

Anxiety about death is a  basic hum an concern, w hich is critical to  persons o f  

advancing age (Rappaport, 1993). The existential theorists have focused on the 

im portance o f  death, postulating that an individual m ust accept the inevitability o f  

death, and m ust ultimately find the m eaning o f  hum an existence in the fact o f  

their ow n death.

Hull noted the relevance o f  m eaning in life, death and older adults as early as in 

1922 w hen one o f  the earliest books on the psychology o f  ageing w ith the title 

“ Senescence: The Second H alf o f  Life” w as published. The book is a  rather
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com plete review  o f  w hat w as then know n about ageing providing a  vast am ount 

o f  inform ation from  the psychological, biological, physiological, m edical, 

historical, literary and behavioural point o f  view.

Hull (1922) gave particular attention to the psychology o f  death and did not deal 

w ith death as an aspect o f  ageing but as a  developm ental issue in itself. 

Furtherm ore, he contrasted the curiosity about death and the death w ish  w ith the 

fear o f  death itself. “Thus the w ish for and belief in immortality is at bottom  the 

very best o f  all possible auguries and pledges that m an as he exists today is only 

the beginning o f  w hat he is to be and do” (Hall, 1922, p. 515). Hall im plies in this 

passage that hum an beings are evolving social creatures as well as organism s 

capable for self-awareness.

M ay (1958) hypothesised that existence takes on vitality and imm ediacy w ith the 

act o f  confronting death or nonbeing. H eidegger (1962) stressed the finitude o f  

hum an existence and suggested that the finitude implies a  very personal 

experience: it is not the know ledge that “one dies” but the know ledge that “ I die” . 

Only w hen individuals becom e aware and accept the finitude o f  their own being 

can Freiheit-zum-Tode (Freedom -to-death) occur. Butler (1969) suggested that 

avoiding reality o f  death or the “deep rooted uneasiness” is a  com m on 

phenom enon shared by hum ans and may be a  psychological defence m echanism  

against anxiety about the person’s own ageing and death. Jung (1959 ,1966) has 

pointed out that it is im portant for older adults to discover m eaning in old age in 

order to  accept death. These view s are very close to  E rikson’s (1963) view  o f  the 

final struggle to resolve the issue o f  m eaning in life in the last life stage in order 

to reach integrity and attain wisdom. They are also very similar to the existential 

perspective w hich claims that people strive to  find m eaning in their lives and 

w hen this fails, despair takes place.
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H ow ever, in the existential view, death is an ever possible choice that provides 

ultimate freedom , w hich is the core o f  the m eaning o f  existence (Kovacs, 1982). 

A ccording to Barnes (1989) one finds m eaning in life w hen one is com m itted to 

som ething for w hich one is willing to accept death or w hen one is voluntarily 

accepting the reality o f  death (Moody, 1995). Y alom  (1980) considers death as 

one o f  the four “givens o f  existence” and notes that although the physicality o f  

death destroys an individual, the idea o f  death can save them  and prevent 

meaninglessness.

It follow s that com ing to term s w ith one’s finitude and thus discovering m eaning 

in life is one o f  the key features o f  psychological well-being in old age. Frankl 

(1967) theorised that those w ho are experiencing ageing and dying appear to be 

especially likely to find m eaning through w hat Frankl (1967) nam ed the 

“attitudinal” m eaning system w here individuals take a  stand w hen facing a  fate 

they no longer can change. -

R yff (1982) proposed that the conceptualisations o f  successful ageing should be 

approached from  a  developm ental point o f  view. D raw ing from  F rankl’s 

conceptualisations, it has been postulated (Butt and Beiser, 1987; R eker and 

W ong, 1988) that the personal m eaning system o f  an individual is possible to 

becom e m ore “ integrated”2 as a  function o f  age for those w ho “age successfully” . 

A lthough the definition o f  successful ageing is still debated (Aldwin, 1986), there 

is som e consensus that it can be defined as a  relatively high level o f  physical 

health, psychological well-being and com petence in adaptation (W ong, 1989).

2 According to Jung’s (1960) definition of “integrity”.
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3.4 Sources o f meaning in older adults

Sources o f  m eaning are the areas o f  a  person’s life from  w hich m eaning is 

derived (O ’Connor and Chamberlain, 1996). Research suggests that m eaning can 

be derived from  a  variety o f  sources (D eVogler-Ebersole and Ebersole, 1985). 

D eV ogler and Ebersole (1980) conceptualised m eaning as having eight sources 

for individuals o f  all ages: understanding (trying to gain m ore know ledge), 

relationships (interpersonal orientation), service (a helping, giving orientation), 

be lief (living according to one’s beliefs), expression (through art, athletics, m usic, 

writing), obtaining (developing personal potential, m eaning in life, obtaining 

goals), and existential-hedonistic (the im portance o f  the pleasures o f  daily life). 

B aum  and Stew art (1990), after asking people to  review  their life-experiences in 

term s o f  life events, reported that them es o f  m eaning sources include love, work, 

births o f  children, independent pursuits, accidents, illness, deaths, separations or 

divorces. Thom pson (1992) em phasised the im portance o f  intimate relationships, 

as a  source o f  m eaning betw een adults, that can lead to self-perceptions o f  having 

m eaning in later years. Prager (1997) reported that participation in personal 

relationships w as the m ost im portant source o f  m eaning in all age categories in 

Australian and Israeli younger and older wom en. Sources m ight also vary 

according to socio-econom ic background, developmental stage (D eV ogler and 

Ebersole, 1983; Ebersole and D e Paola, 1987,1989) and ethnic and cultural 

background (Yalom , 1980).

Colem an (1986) em phasised the them e o f  rem iniscence and W ong (1989) those 

o f  comm itm ent, personal optimism and religiosity. H e also suggests that a  sense 

o f  m eaning can be a  source o f  motivation and life satisfaction. Colem an (1986) 

points out and em phasises that personal m eaning represents a  new  perspective on 

the prom otion o f  psychological well-being o f  older adults and an area in which
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the individual can experience personal grow th in the face o f  death, pain and the 

physical or mental decline o f  health.

3.4.1 Implications o f sources o f meaning to health care

This existential need for m eaning and its sources that is often observed in older 

adults has been characterised as a  challenge for health care professionals as it can 

m ake a  significant difference w ithin therapy and health care o f  older adults 

(Trice, 1990). Pursuit o f  experiencing m eaning has been identified as a  concern 

o f  the spiritual com ponent o f  the w hole person and loss o f  it has been regarded to 

have a  negative effect on the health and psychological w ell-being o f  the 

individual. It follows that the area o f  m eaning in life is a  legitimate concern for 

health care professionals and that an individual’s loss or potential loss o f  a  sense 

o f  m eaning is an area that will w elcom e even m ore professional health care 

intervention. It has been suggested that psychotherapeutic treatm ent (Debats, 

1996) and m edical care w ithout facilitating a  struggle for m eaning w ill not 

reinforce the treatm ent processes, prolong life or facilitate well-being (Heidrich, 

1993; R yff and Singer, 1996; Trice, 1990). Research efforts have been initiated to 

provide a  firm  scientific basis for the application o f  personal m eaning as a  m eans 

o f  prom oting physical health and psychological well-being (W ong, 1989). For 

example, Baum  (1988) reported that noninstitutionalised elders felt younger than 

their institutionalised peers, experienced m ore m eaningful life events and had 

higher PIL  scores. The author concluded that m eaningful events have im portant 

consequences for older adults. Coleman (1992) supported the suggestion that 

m ore consideration has to be given to ways o f  enhancing a  sense o f  m eaning for 

older adults, especially to the frail and chronically ill, because it is perhaps one o f  

few  sources o f  motivation and life satisfaction that transcend physical constraints.
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3.5 Aspects o f lack or loss o f meaning in older adults

A  num ber o f  studies have dem onstrated that lack o f  m eaning in life in older 

adults is associated w ith psychopathological outcomes. For example; Lukas 

(1972) found that few er people over the age o f  60, could state som ething that 

contributed m eaning to their lives. Baum  and Stew art (1990) found that the age 

group o f  70 to  96 score lower in the P IL  than any other group. Fisk (1978) 

reported a  significant loss o f  m eaning in life for those w ho suffered a  decline in 

physical health status. R eker and W ong (1987) discovered that age groups in the 

75+ year old range are characterised by heightened levels o f  existential vacuum. 

Shek (1994) also reported that individuals w ith low  m eaning in life had higher 

levels o f  psychiatric m orbidity and perceived their health as poorer. H eidrich 

(1993) reported that older adult w om en have low er levels o f  purpose in life, 

personal growth and few er personal relationships.

3.5.1 Depression

D epression is com m on in older adults (Katona, 1991). Losses, particularly those 

that are highly personally m eaningful, have been view ed as the prim ary cause o f  

depression in children, young or middle older adults and the elderly (Belsky, 

1990). The prim ary symptoms o f  depression include poor appetite or overeating, 

insom nia or hypersomnia, low  energy or fatigue, low  self-esteem, poor 

concentration or difficulty m aking decisions and feelings o f  hopelessness or 

m eaninglessness (APA, 1994). This idea that helplessness, hopelessness and 

m eaninglessness can be the root o f  psychopathology and depression has been 

proposed by the existential psychology theorists as argued earlier (Frankl, 1963; 

Frankl, 1967; Yalom, 1980).

A  num ber o f  factors have been suggested to  explain depression in older adults 

(Colem an, B ond and Peace, 1993). In summary, m edical w ork suggests that there
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are changes in the ageing brain, psychologists have suggested changes in older 

peop le’s self concepts, especially self-esteem, and finally sociologists have 

suggested that changes in the social relationships o f  older adults are important. 

Overall, it has been suggested that several interacting factors such as se lf concept, 

self-esteem, sense o f  control and personality and m ay have a  significant effect on 

a  person’s degree o f  m eaning in life. Battista and A lm ond (1973) view  self 

concept as a  precursor to the developm ent o f  m eaning in life; for an individual to 

acknow ledge that his/her life has m eaning a  sense o f  se lf m ust be already present. 

H unter (1981) reported that those w ho reported low  self-esteem also reported 

poorer health and higher scores on depression and anxiety - factors that can, but 

not necessarily, affect one’s m eaning in life. Self-worth, self-value and self­

esteem  have also been considered inseparable aspects o f  loss o f  m eaning 

(Becker, 1985). Shapiro and Sandm an (1995) reported that a  sense o f  control can 

influence the affective, cognitive and physical well-being, w hich in turn m ay 

influence one’s m eaning in life. It has also been suggested (W ong, 1989) that as 

sources o f  personal m eaning are lost the sense o f  personal control is either 

reduced or threatened with advancing age.

3.6 Psychological well-being in older adults

It has been argued that know ledge o f  psychological well-being has mainly 

focused on psychological dysfunction (Ryff, 1995). Theories o f  psychological 

well-being have traditionally em phasised the absence o f  negative affect and 

psychopathology and focused on positive facets o f  m ental health (Bradbum ,

1969). For m ore than twenty years, the study o f  psychological well-being has 

been guided by tw o prim ary conceptions o f  positive functioning. O ne form ulation 

(Bradbum , 1969) distinguished betw een positive and negative affect and defined 

happiness as the balance o f  the two. The second prim ary conception emphasises 

life satisfaction as the key indicator o f  well-being (Bryant and Verof, 1982). R yff
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(1995) noted though that know ledge o f  psychological w ell-being still lags behind 

know ledge o f  psychological dysfunction. The author (1995 ,1996) argued that 

this im balance is evident in: a) research studies o f  psychological problem s w hich 

dw arf the literature on positive psychological functioning and b) in the m eaning 

o f  basic term s (e.g.: typical usage equates health w ith the absence o f  illness).

The notion that a  sense o f  m eaningfulness is im portant to  psychological w ell­

being has been central com ponent in F rankl’s (1973), M addi’s (1970) and 

Y alom ’s (1980) theoretical works. For example, Frankl (1968) stated that 

positive affective states are by-products o f  having fulfilled one’s m eaning. It 

follow s that individuals w ho experience a  sense o f  m eaning in life m ay possibly 

enjoy better health as expressed through greater life-satisfaction, higher levels o f  

psychological well-being and positive mental health. It has also been observed 

that as the older person frequently feels a  lessening o f  personal control, the search 

for m eaning becom es crucial for psychological well-being and adaptation (Butler, 

1963; Birren, 1964).

The relevance o f  personal m eaning to psychological well-being has been further 

em phasised (Ryff, 1995) and recognised (Reker, Peacock and W ong, 1988;

R eker and W ong, 1987; W ong, 1989; Ryff, 1989) in older adults.

3.6.1 Purpose in life as a dimension o f psychological well-being

R yff (1989a, 1995; R yff and Kaynes, 1995) proposed a  theory-guided synthetic 

m odel o f  psychological well-being in adulthood that is characterised from  seven 

dimensions: self-acceptance, positive relationships w ith other people, autonomy, 

environm ental mastery, happiness, purpose in life and personal growth. Taken 

together, these dim ensions encom pass a  breadth o f  wellness that includes positive 

evaluations o f  one’s self and one’s life, a  sense o f  continued grow th and • 

developm ent as a  person, the belief that life is purposeful and m eaningful, the

lJEEDS library
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possession o f  quality relations w ith others, the capacity to m anage effectively 

one’s life and surrounding world, and a  sense o f  self-determination. R yff (1996) 

pointed out that little gerontological research had been am assed on these theory 

based com ponents o f  well-being, particularly older persons’ reported levels o f  

purpose in life. :

R y f f  s (1989) dimension o f  purpose in life integrates different theories on 

m eaning in life (Allport, 1961; Erikson, 1963; Jung, 1970; Frankl, 1963; 

M aslow , 1964; 1968, N eugarten, 1977). A n individual w ho  possesses 

psychological well-being and functions positively has goals, intentions and a  

sense o f  direction, all o f  w hich contribute to the feeling that life has m eaning 

(Ryff, 1989). According to  Ryff, (1989) a  high purpose scorer has goals in life 

and a  sense o f  direction, feels that there is m eaning to present and past life, holds 

beliefs that give life purpose and has aims and objectives for l iv in g . A  low  

purpose in life scorer lacks a  sense o f  m eaning in life, has few  goals or aims, 

lacks sense o f  direction, does not see purpose in past life and has no outlooks or 

beliefs that give life meaning.

R yff (1995) reported that certain aspects o f  well-being such as environm ental 

m astery and autonomy, increase w ith age, particularly from  young adulthood to 

mid-life. O ther aspects, such as purpose in life and personal growth, decrease, 

particularly from  m id-life to old age. R yff (1995) also reported that purpose in life 

and personal grow th show  a  decline with ageing, and suggested that longitudinal 

studies will clarify w hether these age patterns reflect developm ental, maturational 

changes or cohort differences. R yff (1991) also reported that in a  study with 

young, m iddle-aged, and older adults groups, the only m easure o f  the six w ell­

being scales (Ryff, 1989) that failed to show  replicative consistency betw een the 

three groups w as purpose in life. The older adults scored significantly low er than
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the middle-aged. It w as suggested (Ryff, 1989) that these recurring low er self- 

ratings on purpose in life in older adults (and personal grow th) require particular 

attention. Tw o argum ents are suggested to explain these low er self-ratings: a) 

opportunities for m eaningful experience and for continued grow th and 

developm ent may be limited for older persons today, and b) older persons place 

less value on purpose in life and personal grow th than younger age groups do. 

O ther empirical studies dem onstrated that older adults are no w orse off, and in 

fact m ay be often better off, than younger adults w hen it becom es to 

psychological well-being. O lder adults report higher levels o f  life satisfaction, 

w ell-being, m orale and happiness and low er levels o f  depression and anxiety than 

younger adults (Idler and Kasl, 1991; M arkides and Lee, 1990). Further more, 

older adults report few er stressful events than younger adults and perceive these 

events as less stressful than younger adults do (Idler, 1993). These findings have 

led to questions o f  how  ageing individuals m anage to m aintain high levels o f  

psychological well-being w hen faced with the negative events o f  old age 

(Heidrich and Ryfif, 1996). Em pirical studies exploring the relation betw een 

m eaning in life and psychological well-being in older adults are few  in number.

3.7 The relation between meaning in life and psychological well-being 

in older adults

Z ika and Cham berlain (1992) attempted to exam ine the links betw een m eaning 

in life and psychological well-being in three ways. Firstly, they exam ined the 

relationship using multiple m easures o f  meaning. M eaning in life w as assessed 

w ith the Purpose in Life Test (Crum baugh and M aholick, 1968), the Life Regard 

Index (Battista and A lm ond, 1973) and the Sense o f  C oherence Scale 

(Antonovsky, 1987). Secondly, they exam ined m eaning in life in relation to three 

m ajor dim ensions o f  well-being: life satisfaction, positive affect and negative 

affect (Chamberlain, 1988; Diener, 1984). They also explored the association o f
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m eaning in life to som e low er-com ponents o f  w ell-being (Viet and W are, 1983) 

such as depression and anxiety.

Z ika and Cham berlain (1992) argue that our understanding o f  the relation 

betw een life m eaning and well-being should be extended by exam ining these 

constructs. The well-being constructs w ere assessed using i) the M ental Health 

Inventory (Viet and W are, 1983) to assess a  range o f  psychological well-being 

factors ii) the A ndrew s and W itney’s (1976) estimate Life 3 m easure to assess 

general life satisfaction and iii) the A ffectom eter 2 (K am m ann and Flett, 1983) to  

m easure the positive and negative affective com ponents o f  psychological w ell­

being. Thirdly, Z ika and Cham belain (1992), exam ined the relation o f  life 

m eaning to  positive aspects o f  well-being as well as to the negative. The 

relationship w as exam ined in tw o demographically different samples: m others at 

hom e caring for young children (N=T 94) and elderly people (N = l 50). The 

respondents from  the elderly group sample w ere 66 m en and 87 wom en, aged 60 

years or more. The elderly participants w ere located through a  variety o f  

com m unity based organisations for senior citizens. Initial contact involved 

com pletion o f  a  structured questionnaire in the presence o f  the researcher. 

Respondents w ere sent tw o mail questionnaires, three and six m onths after their 

first contact. W ell-being m easures w ere collected at all three tim es but, m eaning 

in life m easures w ere collected on one occasion only because the authors 

believed that stability w as expected in these particular measures. The inclusion o f  

these groups allowed com parisons o f  the relationships betw een m eaning and 

well-being at different life stages. This w as relevant to previous research (Reker,

1994) w hich found the com ponents o f  m eaning to relate differently to 

psychological well-being at different life stages. In this life-span study life 

purpose w as significantly correlated w ith psychological well-being for young (16-
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29), early middle-ages, late m iddle age (50-64), young-old ages and old-old (75- 

93).

Relationships betw een the life-m eaning variables w ere exam ined first. The 

m easures related to each other at m oderate to high levels (.67 to .90, p < 0 1 )  and 

the strengths o f  correlations w ere generally similar for both groups, suggesting 

that each life m eaning m easure w as assessing a  similar construct. Relationships 

betw een the well-being m easures w ere found to be at m oderate to high levels 

(-.47 to  .81, p< 01). The positive m easures show ed a  m oderate to high association 

w ith each other, as did the negative measures. The positive and negative 

m easures dem onstrated a  m oderate to high inverse relationship w ith each other in 

line w ith previous findings (Viet and W are, 1987; Z ika and Cham berlain, 1987). 

Analysis indicated that psychological well-being m easures w ere significantly 

linked to life m eaning m easures at m oderate to high levels (-.40 to .79, p< 01). 

These correlations w ere calculated betw een m easures collected at the sam e tim e 

in order to  represent the data m ost accurately and w ere similar for both samples.

The Purpose in L ife test (M aholick and Crum baugh, 1969) consistently show ed 

higher correlations w ith the well-being m easures than the correlations show ed 

w ith the Life Regard Index (Battista and Alm ond, 1973) and o f  the Sense o f  

C oherence Scale (Antonovsky, 1987) with the well-being measures.

The relationships betw een the lower-order dim ensions o f  the well-being 

m easures (including anxiety, depression, emotional control, general positive 

aspect and emotional ties) and m eaning in life w ere examined. Correlations 

betw een the M ental Health Inventory (Viet and W are, 1983) subscales and the 

m eaning in life m easures w ere generally m oderate but show ed some variation 

betw een measures. O f  the M H I subscales, general positive affect had the
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strongest association w ith the m eaning in life m easures (range from  .49 to .76) 

and anxiety had the w eakest (range from  -.22 to -.53). The pattern o f  associations 

w ith the higher-order M H I variables w as parallel to the associations w ith that o f  

the lower-order M H I variables although the strength o f  the associations w as 

reduced presum ably because these scales w ere shorter w ith low er reliabilities.

The overall findings illustrated a  consistent relationship betw een psychological 

w ell-being and m eaning in life over a  range o f  well-being dim ensions and over 

several m eaning measures. These findings show ed that m eaning in life is related 

m oderately to  every com ponent o f  well-being (including mental health) w ith 

slight variations in the strength o f  the association. A lthough causation cannot be 

determ ined from  the correlations, the theory o f  m eaning suggests that m eaning in 

life has an influence on well-being and that people w ho lack m eaning in their 

lives show  detrimental effects in their psychological functioning.

Z ika and Cham berlain (1992) reflecting on their research, concluded that their 

research w as limited by its correlational nature. The association betw een w ell­

being and m eaning variables w as established but the direction o f  effects could not 

be ascertained. A lthough the position they favour is that m eaning in life may 

influence well-being, it is conceivable that a  person’s sense o f  w ell-being m ay 

influence his or her perception o f  w hat is meaningful.

Z ika and Cham berlain’s (1992) research has provided strong evidence for a  clear 

relationship betw een m eaning in life and psychological well-being. Taking into 

consideration these findings the present research aim s to explore further the 

intimate relationship betw een m eaning in life and psychological well-being in 

older adults.
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3.8 Summary and aims o f Study 1

C hapter 3 rev iew ed the  theoretical im portance o f  pu rpose  and m ean ing  in life 

to  the  psychological w ell-being  o f  o lder adults. Em pirical ev idence w as 

p resen ted  w hich  has established the relationship  betw een personal ‘m eaning  

and w ell-being  and addressed it in  o lder adults. T aking these into 

consideration  the  p resen t thesis aim s to  explore further the com plex  

relationship  betw een m eaning  in  life and psychological w ell-being  in o lder 

adults. The present research does not aim  to  address a  cause and effect 

relationship betw een the tw o constructs or to ascertain their direction. The 

position the present research favours is that m eaning in life influences 

psychological well-being but it does acknow ledges and accepts that a  person’s 

psychological w ell-being m ay influence his or her perception o f  w hat is 

meaningful.

In  order to  exam ine the association betw een m eaning in life and psychological 

w ell-being in older adults Study 1 w as designed to explore: i) differences in 

personal m eaning and psychological well-being in tw o samples o f  older adults; a  

w ell-functioning group and a  non-well functioning group (see section 4.1), ii) the 

relationships betw een personal m eaning and psychological w ell-being betw een 

and within the groups, c) the prediction o f  m eaning in life from  psychological 

well-being and d) w hether the Purpose in life (PIL) test will discrim inate betw een 

well-functioning and non-well functioning groups o f  older adults.
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Chapter 4

General methods of Study 1

Study 11 w as designed to: i) convey differences betw een well and non-well 

functioning older adults in personal m eaning and psychological w ell-being, ii) to 

explore patterns o f  associations betw een personal m eaning and psychological 

w ell-being betw een and w ithin the two groups and iii) to predict purpose in life 

from  psychological well-being. The present research focuses prim arily on 

explaining variability in purpose in life (PIL) from  psychological w ell-being and 

not the opposite although it is acknowledged and accepted that psychological 

w ell-being can equally be predicted from  purpose in life (PIL).

4.1 The samples

O ne hundred thirty-one elderly m en and w om en from  tw o settings aged from  60 

to 94 years old w ere recruited for the purposes o f  this study. The first group, 

w hich served as a  baseline m easure against w hich perform ance o f  the second 

group w as assessed, w as term ed “comm unity com parison group” (G roup 1) and 

the second group w as term ed “outpatients’ com parison group” (G roup 2).

4.2.1 Recruitment and characteristics o f Group 1

O ne hundred-eight older adults comprised the com m unity com parison group for 

the study. These w ere Leeds city residents w ho w ere recruited in Leeds 

University with the help o f  the Student Committee Action. Action com prises a  

group o f  Leeds University and Leeds M etropolitan University students w ho are 

involved in voluntary w ork throughout the city o f  Leeds community. It runs a

1 Prior to the commencement o f  the first study ethical approval was obtained from the Leeds Health 
Authority Clinical Research Committee (see Appendix 1).
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diverse range o f  projects including w ork w ith older adults in both a  club setting at 

the local W oodhouse A ge Concern Centre (Leeds 2), and on one-to-one basis 

w ith a  visiting schem e for those older adults w ho find them selves isolated. O ne 

o f  the highlights o f  the Action year is the “Elderly People’s T ea Party” held in the 

Leeds University Refectory. The party brings together student volunteers and 

around 150 older adults from  Leeds (Areas: Leeds 2, Leeds 6, Leeds 18, Leeds, 

26 and Leeds 29) for food, m usic, dancing and Bingo. Follow ing perm ission 

taken from  Action, 150 set o f  questionnaires w ere given to older adults w ho 

attended the event. The sam ple o f  older adults in this com m unity com parison 

group com prised a  pragm atic group, that is older adults w ho w ere physically well 

functioning socially active and involved in comm unity work.

The participants w ere provided w ith an information sheet (see A ppendix 2) and a  

consent form  (see A ppendix 4). They w ere asked to fill in the questionnaires in 

their ow n tim e at hom e and send them  back to the researcher in the stam ped self- 

addressed envelopes provided. One-hundred twenty sets o f  questionnaires w ere 

m ailed back (80 percent response rate) including 12 w hich w ere incom plete or 

blank and inappropriate for inclusion in the statistical analysis (72 percent 

com plete response sets).

4.2.2 Recruitment and characteristics o f Group 2

Respondents w ere 31 older adults recruited from  the Rosem ary D ay Hospital 

w hich is situated in Seacroft Hospital in Leeds, w hich is part o f  the local 

psychiatric service for the elderly. The patient group at the hospital comprises 

m en and w om en over the age o f  65 w ho m ay be suffering from  a  w ide variety o f  

mental health problems. The modal period for attendance is betw een six and 

tw elve weeks. A  num ber o f  outpatients had been hospitalised in the past and they 

w ere receiving medication, m ainly anti-depressants and anxiolytics. The
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outpatients w ere involved in a  variety o f  social activities and they w ere receiving 

professional care from  nursing staff.

The researcher visited the Rosem aiy Day Hospital once a  w eek  over a  period o f  

four m onths and spent the day getting involved in the in the social and 

occupational activities w ith w hich the patients w ere engaged. Tow ards the end o f  

the afternoon and before the patients left, they w ere approached individually and 

asked i f  they would w ant to participate in a  study. The patients w ere inform ed 

about the nature o f  the study and it w as m ade clear to them  that they had no 

obligation to participate. The researcher w as present w hen a  patient w as 

com pleting a  questionnaire in order to answ er questions and assist i f  further help 

w as needed.

Participants w ere able to  com m unicate effectively w ith the interviewer and the 

staff o f  the hospital. They w ere not severely cognitively impaired and their 

psychiatric condition w as characterised by the consultant psychiatrists as “m ild” 

or “m oderate”2. Eighteen participants had been admitted to a  psychiatric hospital 

in the past. Participants w ere diagnosed m ainly with clinical depression and 

anxiety related disorders sometim es accom panied with symptoms o f  physical 

illness such as cardiovascular and skeletal problems.

Initially forty-eight outpatients w ere approached and asked to participate in the 

study. Eleven indicated that they preferred not to participate and six left the 

questionnaires incomplete. Thirty-one participants com pleted the set o f  

questionnaires successfully and their responses w ere included in the statistical 

analysis.

Chapter 4: General methods o f  Study 1
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4.3 Materials

P artic ipan ts w ere  provided w ith  an inform ation sheet (see A ppend ix  3) and 

w ere  asked to sign a  consent form  (see A ppendix  4). The participants w ere  

first asked  to  state personal and dem ographic details (see A ppendix  5). F our 

questionnaires w ere  used  in S tudy 1 w hich  w ere  presented  in the  fo llow ing  

order: a) The SF-36  H ealth  S tatus Q uestionnaire (see A ppendix  6), b) Z u n g ’s 

self-rating A nxiety  scale (see A ppendix  7), c) Z u n g ’s self-rating D epression  

scale (see A ppendix  8) and d) the  Purpose in L ife  test (see A ppend ix  9). The 

questionnaires took approxim ately 30 to 40 m inutes to complete.

4.3.1 Personal and demographic variables

Partic ipants w ere  asked to  state their sex, date o f  birth, previous occupation , 

curren t occupation  ( if  any), m arital status and religion. They w ere  also  asked 

to  state i f  they w ere  actively religious, w hether o r no t they lived alone, w ith  

spouse, fam ily, friend  o r other. In addition inform ation w as obtained  on 

w hether o r no t they w ere  able to  go out by them selves and to  take  care  o f  

them selves.

4.3.2 SF-36 Health Status Questionnaire

The Short-Form  36 (SF-36) health survey instrument (W are and Shelboum e,

1992; M cH om ey, W are and Rackzek, 1993; M cHom ey, W are, Rodgers,

R ackzek and Lu, 1994) w as developed by W are (1987) and its developm ent w as 

based on the M edical Outcom es Study (M O S) surveys W are (1987) w hich 

include both a  cross-sectional and a  longitudinal component. The M edical 

Outcom es Study (M O S) w as a  four year observational study designed to exam ine 

the influence o f  specific characteristics o f  providers, patients and health systems 

in outcom es o f  m edical and psychiatric care (Hays, Shelboum e and M azel,

1993).
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4.3.2.1 Characteristics

The SF-36 health survey instrum ent is a  self-adm inistered general health 

questionnaire w hich generates a  profile across eight dim ensions o f  health (W are 

and Shelboum e, 1992). It is one o f  the m ost w idely applied m easures o f  health in 

the U nited States o f  A m erica and is increasingly being used in the U nited 

K ingdom  and in health organisations (Brazier et al, 1992; Jenkinson, Coulter and 

W right, 1993; Garratt et al, 1993). The popularity o f  the SF-36 has risen w ith 

researchers mainly due to its ease o f  administration, acceptability, psychom etric 

perform ance and potential usefulness for health econom ics (Brazier, 1993).

The SF-36 has been found to achieve satisfactory levels o f  internal consistency, 

test-re-test reliability, construct and criterion validity on the general population 

(Brazier et al, 1992; Jenkinson, Coulter and W right, 1993; M cH om ey, W are and 

Rackzek, 1993; Jenkinson, W right and Coulter, 1994). N orm s for m ail and 

telephone versions o f  the SF-36 survey are also provided for use in interpreting 

individual and group scores (M cH om ey, K osinski and W are, 1994).

T he SF-36 w as found  suitable fo r use  in  o lder adults aged 65 and  over, w hen  

used  in  in terview  settings and to  d istinguish  betw een  those elderly  persons 

w h o  w ou ld  be expected  to  d iffer in health  status (Lyons, Perry  and 'L ittlepage; 

1994).
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4.3.2.2 Subscales o f the SF-36

The SF-36 H ealth Status Q uestionnaire produces a  profile o f  health, contains 36 

items and covers eight dim ensions o f  health. It m easures three m ajor health 

attributes and eight health concepts (see Table 4.1).

Table 4.1. SF-36’s three major health attributes and eight health concepts

I. FUNCTIONAL STATUS_________________________________________________

A. Physical Functioning

B. Social functioning

C. Role Limitations attributed to:

1. Physical Problems

2. Emotional Problems

II. WELL-BEING_________________________________________________________

A. Mental Health

B. Energy/Fatigue

C. Pain

H I . OVERALL EVALUATION OF HEALTH______________ ________________________

1. General Health Perception

Chapter 4: General methods o f  Study 1

Physicalfunctioning refers to the extent w hich health limits physical activities 

such as self-care, walking, clim bing stairs, bending, lifting and m oderate and 

vigorous activities. The items com prising the physical functioning scale are items 

3a, 3b, 3c, 3d, 3e, 3f, 3g, 3h, 31 and 3j.

Socialfunctioning  refers to the extent to w hich physical health or emotional 

problem s interfere w ith norm al social activities. The items com prising the social 

functioning scale are items 9j and 6 .. ; ,
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The role limitations attributed to physical problems refer to the extent to w hich 

physical health interferes w ith w ork  or other regular daily activities. The items 

com prising the role limitations attributed to physical problem s scale are items 4a, 

4b, 4c and 4d.

The role limitations attributed to emotional problems refer to the extent to w hich 

emotional problem s interfere w ith w ork or other regular daily activities, including 

decreased tim e spent on w ork, accom plishing less than wanted, d idn’t  do w ork  as 

carefully as usual. The items com prising the role limitations attributed to 

emotional problem s scale are items 5a, 5b and 5c.

M ental health is m ade up o f  items concerning a  range o f  factors including 

anxiety, depression, behavioural em otional control and general positive affect.

The items com prising the m ental health scale are items 9b, 9c, 9d, 9 f  and 9h.

Energy/Fatigue refers to feelings o f  being tired or w orn out. The items 

com prising the energy/fatigue scale are the items 9a, 9g, 9e and 9i.

Pain in term s o f  bodily pain refers to the intensity o f  and effect o f  pain on normal 

w ork, both inside and outside the house. The items com prising the pain scale are 

items 7 and 8.

The General health perceptions include current health, health outlook and 

resistance to  illness. The items com prising the general health perception scale are 

the items 1 , 10a, 10b, 10c and lOd.

4.3.2.3 Validity o f the SF-36 subscales

The validity o f  the subscales o f  the SF-36 has been established against clinically 

defined criterion. These analyses dem onstrated that the subscales perform



favourably in discrim inating psychiatric conditions from  physical illnesses and 

also severe m ajor medical illness groups from  m oderately ill and healthy groups 

(M cH om ey, W are, Rogers, R aczek and Lu, 1992).

Furtherm ore, the physical and mental subscales discrim inate m oderate and severe 

levels o f  burden in patient groups due to physical or psychiatric illness. The SF- 

36 instrum ent has the pow er to discrim inate betw een different levels o f  health, to 

correctly detect sm aller differences or changes for an individual patient and 

correctly identify ill-health (M cH om ey, W are, Rodgers, R aczek and Lu, 1992; 

M cH om ey, W are, Lu and Sherboum e, 1994). O ther clinical studies report that 

the SF-36 discrim inates betw een symptomatic and asymptomatic patient groups, 

stages and severity o f  disease. (Anderson, A aronson and W ilkin, 1993).

A ccording to Lyons, Perry and Littlepage, (1994a) the SF-36, w hen used in an 

interview setting, is suitable for an older adult population. B razier et al. (1992) 

reported higher rates o f  m issing data for respondents aged 65-74 years in a  postal 

survey and suggested that the SF-36 w as not suitable for older adults.

4.3.2.5 Scoring o f SF-36 subscales

SF-36 items and scales are prepared for analysis in tw o steps. T he first step 

involves the recoding o f  certain questionnaire items. The second step in scoring 

involves sum m ing scores for all items in the sam e scale, thereby giving a 

summ ary score for each o f  the eight health concepts. It is not necessary to 

standardise items or w eight them  although the raw  scales scores can be 

transform ed into percentages. These transform ed scores represent the relative 

position o f  the respondent in a  continuum  o f  low est to highest possible scale 

scores. These end points are expressed as 0 (w orst health) and 100 (best health) 

respectively.
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All scales are scored so that a  high score indicates a  positive health status. For 

exam ple, a  “functioning” scale is scored so that a  higher score reflects increased 

physical or social function. The “pain” scale is scored so that a  h igher score 

indicates decreased levels o f  pain.

A nother advantage o f  the SF-36 scale is that i f  one or tw o items are left blank a  

scale score can be estimated. The m ost valid estim ate is the average score across 

com pleted items in the sam e scale for that respondent. For exam ple, i f  a 

respondent leaves one item  in the five-item  m ental health subscale blank, the 

average score across the four com pleted items can substitute the m issing 

response.

4.3.3 Zung’s Self Rating Anxiety Scale

The self rating anxiety scale (see A ppendix 7) w as developed by Z ung (1980). 

The instrum ent derived from  a  revision m ade by the author o f  diagnostic criteria 

o f  anxiety and analysis o f  interview records o f  anxious patients. The purpose o f  

the scale is to m easure anxiety as a  clinical entity. There are 5 items m easuring 

affective symptoms and 15 items m easuring somatic symptoms The scoring for 

each item  is based on a  scale o f  grow ing severity o f  four grades.

The validation o f  the scale (Zung, 1971) w as carried out w ith inpatients or 

outpatients o f  different ages consisted o f  face validity, validity o f  content, 

concurrent validity, split-half reliability and internal consistency. T he scale is 

sensitive in discrim inating norm al and anxious participants for each item  and for 

the global score. The scale has been found to be suitable for studies applied to 

age groups over 65, for diagnostic and clinical studies o f  anxiety and screening o f  

pathological anxiety.
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4.3.4 Zung’s Self Rating Depression Scale

The se lf rating depression scale w as developed by Zung (1965 ,1973 , 1974,

1975) and it m easures depression conceived as a  clinical entity (see A ppendix 8). 

The instrum ent resulted from  a  census o f  diagnostic criteria on depression and an 

analysis o f  tape recorded interviews w ith depressed patients aim ed to form ulate 

and refine the items. Item s deal w ith respondent’s condition during the past 

week.

It contains 20 item s w hich are constructed on the basis o f  the clinical diagnostic 

criteria m ost com m only used to  characterise depressive disorders in term s o f  the 

presence o f  a  pervasive affective m ood o f  feeling depressed accom panied w ith 

physiological and psychological disturbances. The participant is asked to  rate 

each o f  the 20 items as to how  it applies to  him /her at the tim e o f  testing. There 

are 10 positive and 10 negative items, assessed according to a  frequency scale 

containing 4 grades from  4-1 or from  1-4, so that global score becom es higher if  

the syndrome is intense. Z ung ’s self rating depression scale has been validated on 

older norm al adults participants (Zung 1967,1970), 65 years o f  age and older. 

The scale is considered a  sensitive m easure o f  clinical severity in depressed 

patients (Biggs, W ylie and Ziegler; 1978) and its continued use as a  research 

instrum ent is supported.

4.3.5 The Purpose in Life test

The Purpose in Life Test (see A ppendix 9) w as developed by Crum baugh and 

M aholick (1964). The Purpose in L ife (PIL) operationalises V ictor F rankl’s 

definition o f  m eaning in life. The PIL is a  20-item  scale designed to  assess the 

degree to w hich a  person experiences a  sense o f  m eaning and purpose 

(Crum baugh and M aholick, 1969). The 20 items o f  the PIL  are a ssessed , 

according to a  7 Likert-point scale. R aw  scores o f  113 or above suggest the
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presence o f  definite purpose and m eaning in life, w hile raw  scores o f  91 o r below  

suggest the lack o f  clear m eaning and purpose. The test w as constructed to serve 

as a  unidim ensional m easure o f  discovered meaning. T he aim  o f  the Purpose in 

L ife Test is to detect “existential vacuum ” as defined by Frankl (1967). The 

determination o f  w hether or not noogenic neurosis is also present m ust be m ade 

by evaluation o f  the symptom s o f  neurosis. This can be done by either 

psychological m ethods or clinical procedures. The Purpose in L ife test has proved 

useful in studies o f  students’ individual counseling, in vocational w ork, in 

treatm ent o f  both in and out patients neurotics and w ith alcoholic, retired and 

handicapped populations (Crum baugh and M aholick, 1969). Crum baugh and 

M aholick (1969) also suggested that the scale should not be used alone in clinical 

situations w ithout corroborating evidence from  other sources. The sam e authors 

also noted that the test has been proved to  be useful w hen adm inistered to  groups 

for research purposes (see sections 2.7 and 2.9).

The split-half (odd-even) reliability o f  the PIL  w as determ ined and reported by 

C rum baugh and M aholick (1964), C rum baugh (1968) and R eker (1977) in 

excess o f  .90. Both construct and criterion validity o f  the PEL have been assessed 

(Crum baugh, 1968) w here com bined “norm al” groups (m ean= l 12.42, N =805, 

sd=14.07) versus com bined psychiatric groups (m ean=92.60, N =346, sd=21.31) 

yielded a  significant difference o f  purpose in life at p < 0 0 1.

4.3.5 Reiteration o f aims and hypotheses

U sing the m ethods described in this chapter, the differences betw een the tw o 

groups on personal m eaning and psychological w ell-being m easures w ere 

examined. The null hypothesis stated that no significant differences exist betw een 

G roup 1 and Group 2 on purpose in life or on psychological well-being 

(including mental health measures). The alternative hypothesis states that the
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com m unity com parison group will score significantly better in the variables o f  

interest. The patterns o f  relationships and associations o f  purpose in life and w ell­

being betw een and w ithin the tw o groups o f  older adults are investigated using 

Pearson’s correlation coefficient. Finally, the prediction o f  purpose in life from  

w ell-being m easures is looked at by using stepwise m ultiple regression analyses.
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Chapter 5

Results of Study 11

5.1 Demographical context

A ccording to the 1991 Census for the Y orkshire Region (H M SO , 1991), the 

percentage o f  m ale Yorkshire residents aged 75 and over is 2.4 percent w hile for 

fem ale Y orkshire residents o f  the same age range the percentage is 4.7 percent. 

The Census does not provide summ ary figures for residents aged 65 and above. 

The percentages for Leeds residents do not change dramatically w hen com pared 

w ith the percentages for Yorkshire residents. Specifically, the percentage o f  

Leeds m ale residents aged 75 and over rem ains the sam e as above (2.4 percent) 

w hile for fem ale Leeds residents the percentage rises slightly to 4.8 percent. H a lf 

(57.3 percent) o f  the people aged 60 or over in 1991 in Great Britain (H M SO , 

1991), w ere married. A lm ost a th ird  (30.6 percent) w ere w idow ed, and 8.2 w ere 

single (never married). The Census does not provide exclusive figures for 

Yorkshire or Leeds but it provides figures for the W est Yorkshire M etropolitan 

County. According to these figures 58.4 percent o f  persons aged 60 and over are 

m arried, 30.7 percent are w idow ed, 7.4 percent are single and 3.3 percent are 

divorced.

1 i) T he data collected from  the tw o samples were analysed w ith the use o f  SPSS/PC"1" 6 .0  and 
SPSS 6.1 for W indow s 3.1 using, non-parametric and parametric methods as appropriate, 
ii) The tests applied on dem ographic data are not considered as major findings but as ways to 
check data, to ensure that later inferences about other study variables are not drawn spuriously 
because o f  the effect o f  biographical factors.
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5.2 Biographical details

Respondents w ere 108 individuals from  the com m unity com parison group 

(G roup 1) and 31 from  the outpatients’ com parison group (G roup 2). Participants 

from  G roup 1 cam e from  several Leeds areas and particularly from  Leeds 2 and 

Leeds 6. Seventy-five participants from  the com m unity group indicated that they 

w ere involved actively w ith com m unity action work. Participants from  G roup 2 

cam e m ainly from  the Seacroft Leeds area (Leeds 27) w here the hospital from  

w hich they w ere recruited is situated.

5.2.1 Chronological age

G roup 1 responden ts w ere  aged  60 to  94 years old (m ean= 75.44 , sd=7.7) 

G roup 2 responden ts w ere  aged  66 to  89 (m ean= 74.87 , sd=5.61). A t- te s tfo r  

independent samples w ith unequal variances (F=4.315 and p < 0 5 )  indicates a  

non-significant difference in term s o f  m ean age betw een the tw o groups (t=46, 

df=63.902, p>.05).

5.2.2 Sex and age

Forty  m ales from  G roup 1 w ere aged from  60 to  90 years (m ean=74.55, sd= 

6.99) and the 10 m ales from  G roup 2 w ere aged from  68 to 81 years (mean=72.8, 

sd=4.69). Sixty-eight fem ales from  G roup 1 w ere aged from  60 to 94 years 

(m ean=75.96, sd=96) and the 21 fem ales from  the outpatients group w ere aged 

from  66 to  89 years old (m ean=75.86, sd=75.86). A  chi square test for goodness 

o f  fit (x  =.24, d f= l, p>.05) show ed no significant differences for age and sex 

frequencies betw een the tw o groups.

W hen the sam ples are found to have unequal variances then the degrees o f  freedom  are not 
w hole values. The degrees o f  freedom  for unequal variances are calculated appropriately from  
SPSS.
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5.2.3 Socio-economic status

The participants o f  both groups w ere retired. Their previous occupations w ere 

coded according to  the Standard Occupational Classification (Reid, 1977; 

H M SO , 1992). In  this, the socioeconom ic classes are classified as follows: I. 

P ro fessio n a l O ccupations, II. M a n a g eria l a n d  T echn ical O ccupations, III . 

S k illed  O ccu pations including: a) N on-m anual skilled occupations and b) 

M a n u a l skilled occupations (M ), IV. P a rtly  sk illed  occu pation s and V  U n skilled  

occupations. The reported occupations o f  Study 1 participants w ere m erged into 

four categories in order to obtain categories o f  occupations w ith frequencies m ore 

than 5. Table 5.1 presents the recoded  socioeconom ic classification  categories 

fo r the  tw o  com parison  groups.

T a b le  5 .1 .  R ecod ed  so c io eco n o m ic  c la ss if ica tio n  ca teg o r ies  fo r  th e  tw o  com p arison  
groups (N = 1 3 9 ) ,________ ____________ ______________ _________________________ ___________

l a n d  IT i h n IH M IV , V , and H ousew ork T otal

G rou p  1 27 34 17 14 92

G rou p  2 4 6 6 8 22

T otal 31 40 23 22 116

A  chi-squared test for independence on the collapsed occupation frequency 

categories showed no significant frequency differences in term s o f  socio­

econom ic class betw een the tw o groups (x2=5.64; df=3; p>.05).

5.2.4 Marital status

Participants from  both groups w ere asked to state w hether they w ere married, 

single, divorced, separated or other. These categories w ere m erged into tw o 

categories o f  those m arried and not married. Forty-tw o (31.3 percent) from  

G roup 1 and 14 (10.4  percent) from  G roup 2 ind icated  tha t they w ere  m arried  

w h ilst sixty-tw o (46.3 percent) from  G roup 1 and 16 (11.9  percent) from  

G roup 2 indicated tha t they w ere  either m arried , single, d ivorced, separated
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or other. A  chi-square test onto the resulting data indicated that the frequencies o f 

m arried and not m arried participants w ere not significantly different (x2== 38, 

df=T, p>.05).

5.2.5 Religious activity s

Participants w ere asked to state w hether they w ere actively religious or not. 

Forty-six  participan ts (33.1 percent) from  G roup  1 and 12 participants from  

G roup 2 (8 .6  percent) stated tha t they w ere  actively relig ious, w h ile  62

responden ts from  G roup 1 (44.6  percent) and 19 from  G roup 2 (13.7  percent)

ind icated  they w ere  n o t actively religious. A  chi-square test o f  goodness o f  fit 

indicated no significant differences betw een religious and non religious activity 

frequencies (x2=. 15, d f= l,p > .0 5 ).

5.2.6 Co-habitation

Partic ipants o f  both  g roups w ere  asked to  ind icate  w hether o r no t they  live 

alone, w ith  spouse, fam ily, friend  or other. T he frequencies o f  their responses 

are sum m arised in  Table 5.2 .

T a b le  5 .2 . C o-h ab ita tion  sta tu s o f  G roup 1 and  2  p articipants (N = 1 3 9 )

A lone Spouse F am ily F rien d Total

G rou p  1 59 37 9 3 108

G roup 2 17 11 3 31

T otal ■ " 76  - 48 12 3 " • 139

The cohabitation categories w ere recoded further to produce tw o categories in 

order to obtain cells w ith frequencies m ore than 5. Those w ho lived w ith spouse, 

family or friend w ere treated as one category and those w ho lived alone w ere 

treated as another category. A  chi square for independence applied on the two
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collapsed categories show ed no significant differences in the tw o groups in term s 

o f  co-habitation (x2=.42; d f= l; p>.05).

5.2.7 Independence and self care

Participants w ere asked to indicate w hether or not they w ere able to go out by 

themselves. O ne hundred-one participants from  G roup 1 (72.7 percent) and 19 

participants from  G roup 2 (32.7 percent) indicated that they w ere able to go out 

by them selves w hilst 7 participants from  G roup 1 (5 percent) and 19 participants 

from  G roup 2 (8 .6  percent) indicated that they w ere not. A  chi square test for 

goodness o f  fit indicated a  difference betw een the frequencies (x2= 21 .2; d f= l; 

p< 001 ). Respondents w ere also asked to indicate w hether o r no t they w ere able 

to  take care o f  themselves. O ne hundred-three participants from  G roup 1 (74.1 

percent) and 18 participan ts from  G roup 2 (12.9  percent) indicated that w ere 

able to  se lf care w hilst 5 participants from  G roup 1 (3.6 percent) and 13 

participants from  G roup 2 (9.4 percent) indicated that they w ere not. A  chi 

square test for goodness o f  fit show ed a  difference betw een the frequencies o f  the 

tw o groups (x2=29.74; d f= l; p<  001).

5.2.8 Summary o f biographical results

The descriptive and non-param etric procedures applied on the personal data 

served as a  w ay to check w hether the tw o groups w ere com parable in term s o f  

the biographical variables obtained. In summary, although the tw o com parison 

groups are different in term s o f  sam ple size they are com parable in term s o f  age, 

sex, estimated socio-econom ic status, marital status, living arrangem ents and co­

residence. Finally, the num ber o f  participants from  the com m unity com parison 

w ho go out independently and are able to  self care is statistically higher than the 

num ber o f  participants from  the outpatients’ com parison group.
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5 .3  Descriptives and differences on S F - 3 6 ,  Zung and P H. scales

All SF-36 scales are scored so that a  high score is consistent w ith a  positive 

health status. The variables w ere treated on the interval scale o f  m easurem ent. 

Table 5.3 presents the m eans and standard deviations o f  the SF-36 health 

concepts for the tw o com parison groups. Significant m ean differences w ere 

expected betw een the tw o groups on functional status, w ell-being and general 

health.

T a b le  5 .3 . D escr ip tiv e  sta tis tic s  and  t-te st  independent sam p le  test su m m aries fo r  S F -  
3 6 ’s health  con cep ts______________________________________________________________________

SF -36 G roups N M ean sd L even e’s p t-value d f 1-tail

1 u iu tion al Group 2 31 25.10 6.94 p<.005

Status Group 1 108 36.52 9.38 U 7.42 64.68 p < 0 2 5

PhysFun Group 2 31 18.55 5.58 .629

Group 1 108 22.81 5.77 E 3.64 137 p<,025

SocFun Group 2 31 5.61 2.25 .983

Group 1 108 9.25 2 .29 E 7.83 137 p < 0 2 5

RlaPp Group 2 31 0.71 1.19 p < 0 0 5

Group 1 108 2.35 1.79 U 5.99 2.81 p < 0 2 5

RlatEp Group 2 31 0.23 0.42 p < 0 0 5

Group 1 108 2.11 1.19 U 13.66 131.18 p<.025

W ell-B e in g Group 2 31 30.77 8.55 .316

Group 1 108 46.84 7.58 E 10.10 137 p < 0 2 5

Mentalll Group 2 31 14.29 5.63 p < 0 0 5

Group 1 108 2 4 .57 4.05 U 9.48 39.31 p < 0 2 5

Ener/Fatig Group 2 31 10.06 3.90 .417

Group 1 108 16 10 4.31 E 7.01 137 p < 0 2 5

Pam Group 1 31 6.42 1.02 .106

Group 2 108 6.17 0.86 : E  ' -1.38 137 .17

G en H eal Group 2 31 11.19 4.20 .454

Group 1 108 17.31 4 .37 E 6.93 137 p<.025

Key: Group I: Community group, Group 2: Outpatients' group, U = Unequal variances, E  = 
Equal variances
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G roup’s 2 m ean statistic values w ere consistently low er than  G roup’s 1 m ean 

statistic values. The shaded “ 1-tail” cells o f  Table 5.2 indicate significant 

differences betw een the tw o sam ples w ith equal score variances on physical 

functioning, social functioning, well-being, energy/fatigue and general health. In 

these variables G roup 1 scores significantly better than G roup 2. N o  significant 

m ean differences betw een the tw o samples w ere found on the “pain” dimension. 

U nequal variances o f  scores w ere found in the variables o f  functional status, role 

limitations attributed to physical and emotional problem s and m ental health.

Significant m ean differences betw een the tw o samples w ere also expected in 

anxiety, depression and purpose in life. Sim ilar statistical treatm ent w as employed 

to analyse the data o f  Z ung self-rating anxiety/depression scales and o f  

Crum baugh and M aholick Purpose in L ife (PIL) test. H igh scores on the Z ung ’s 

scales reflect high levels o f  depression and anxiety w hile high scores on the PIL  

scale reflects high degree o f  purpose in life. Table 5.4 presents the m eans and 

standard deviations o f  anxiety, depression and PIL  for the tw o com parison 

groups.

Table 5.4. D escr ip tiv e  s ta tis tics  and  t-te st  independent sa m p le  su m m aries for  
d ep ression , a n x ie ty  and  P u rp ose  in  L ife  te s t  ________ ________ _______________

G u m p s ' l l i f l M ean sd L even c’s p t-value d f 1-tail

A n xiety Group 2 31 40 8.91 p < 0 2 5

Group 1 108 33.52 5.52 ; E  . . . . . . 3.83 137 ! ! ! ! ! !

D epression Group 2 , 31 41.41 5.81 .931

Group 1 108 40.95 4.85 E -.39 137 .931

P IL Group 2 31 73.93 24.29 p < 0 2 5

Group 1 108 110.33 16.94 E 7.91 137 p < 0 2 5

Key: Group 1: Community group, Group 2: Outpatients’ group, U = Unequal variances, E =  Equal 
variances
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G roup 2 dem onstrated low er m ean statistics on anxiety and purpose in life than 

G roup 1. The shaded “ 1-tail” cells o f  Table 5.4 indicate significant m ean 

differences betw een the tw o samples in anxiety (t=-3.83, df= 137, p < 0 2 5 ) and 

purpose in life (t=7.91, df=137, p< 025). The groups did not differ significantly in 

depression.

5.4 Relationships between the main variables for each comparison 

group

Table 5.5 presents the intercorrelations o f  variables for the com m unity 

com parison group and the outpatients’ com parison group separately. 

Intercorrelations for G roup 1 are given above the diagonal and intercorrelations 

for G roup 2 are given below  the diagonal.

Concerning the variables o f  interest, purpose in life w as found to be positively 

and significantly correlated w ith well-being (r=.419, p < 0 0 1 ) and m ental health 

(r=.40, p < 0 0 1 ) in G roup 1 and G roup 2 (r=,53 andr= .47 , p < 0 1 )  respectively. It 

is im portant to em phasise at this point that these are not tw o separate analyses; 

m ental health is a  com ponent o f  w ell-being (see Table 4.1). Purpose in life is also 

positively and significantly correlated w ith general health in both G roup 1 (r=.28, 

p < 0 1 )  and G roup 2 (r=.49, p< 01).

In G roup 1, anxiety is negatively and significantly correlated w ith all o f  the 

variables except age. In G roup 2, anxiety is significantly and negatively correlated 

w ith social functioning (r= -.39, p < 0 5 ), role limitations attributed to  physical 

problem s (r= -.41, p < 0 5 ), role limitations attributed to  emotional problem s (r= - 

.38, p < 0 5 )  and energy/fatigue (r= -.37, p< 05 ).

It is interesting that in G roup 1 depression is not significantly correlated w ith any 

variable except age (r=-.28, p < 0 1 ), functional status (r=.19, p<.05), pain (r=-.23,
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p < 0 5 )  and anxiety (r= .34, p<.001). In G roup 2 depression is only significantly 

correlated w ith physical functioning (r=.35, p< 05).
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T a b le  5 .5 . C orrela tion  m atrix  o f  S F -3 6 ’s h ea lth  attributes, a n x ie ty , d ep ress io n  and  P u rp ose  in  L ife  te s t  for  th e  com m u n ity  co m p a r iso n  grou p  (N = 1 0 8 )  and  
the ou tp a tien ts’ com p arison  grou p  (N = 3 1 )

Group 1
G r o u p  2 2 3 4 5 6 7 8 9 10 11 12 13 14

1 . A ge -.3812*** - : -.3613*** -.2673** -.3273*** -.2465** -.1411 -.0517 -.1842 -.0766 -.1988 .0856 -.0289

2 . F unStat -.1533 .9232*** .8434*** 764i*** .6337*** .6236*** .4239*** .679*** .0982 .7123*** -.4004*** I l l l s i l l i l .1325

3. P hysF un -.0955 .9088*** .6432*** .5465*** .3677*** .4816*** .2782** .5613*** .1215 .6138*** -.3336*** .1824 .0146

4. SocFun -.0437 .4983** .145 .6375*** .6462*** .5978*** .5048*** .5692*** - .0404 .633*** .1639 .1791

5. R laP p -.2905 .4558** .2106 .2686 .6436*** .5731*** .3754*** .6399*** .772 .6264*** -4193*** .1286 .2363*

6 . R latE p -.2388 .4893** .3533 .1994 .464 .5682*** .4562*** .5726*** -.0091 .478*** .1457 .2736**

7. W B ein g .091 .3707* .1534 .6198*** .2294 .1245 .8766*** .8895*** .2306* .6411*** .1057 llif if l; ::

8 . M en talH .1445 .2932 .1293 .5201** .0976 .0691 .9426*** .5797*** .1146 .4766*** -.2942** .0831 4021***

9. E n er/F at .0491 .3667*** .0871 .6768*** .3998* .1519 .8661*** .673*** PHlIi| .0987 6 5 9 3 *** -.3775*** .1541 .3531***

1 0 . P a in -.2219 .0877 .2379 -.26 -.1429 .0814 -.1294 -.1891 -.2738 WBSm .1028 l l l l l l l l -.2329* .0313

1 1 . G enH eal .0717 .3097 .0628 .6113*** .3263 .0913 .8239*** .746*** .7772*** -.1798
w

1 -.3455*** .1762 .2848**

1 2 . A nx -.1633 -.2898 -.1547 -398* -.1164 -.2728 i p l f l i i i l .1 0 2 1 -.3225 -.1534

13. D epres -.0136 .2176 : .3548* -.1657 .0423 -.3496 -.1434 -.072 - .2 2 0 2 .0366 -.1629 .2623 wm .1429

14. P IL .1205 .4255** .2986 .4113* .2453 .1694 .4629** .5014** -.0149 .4894** -.1492 ..* »  iw m
*p<.05; **p<01; ***p<.001  „
Intercorrelations fo r Group 1 are given above the diagonal, and fo r  Group 2 below the diagonal.
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5.4.1 T h e  re la tio n  b e tw een  p u rp o se  in  life  a n d  w e ll-b e in g

In this section the intercorrelations betw een PIL  and well-being will be looked at 

m ore closely for each group separately and both groups combined. The 

correlation coefficient betw een purpose in life and well-being in G roup 1 (r=.419, 

p < 0 0 5 ) and the correlation coefficient betw een purpose in life and w ell-being in 

G roup 2 (r=.53, p < 0 0 5 ) w ere found to be significantly different from  each other 

(z=-3 .13, p < 0 0 1 ) using F isher’s exact test. W hen the groups are com bined the 

correlation co-efficient statistic rises to (r=.69, p< 001). The relationship o f  PIL 

and w ell-being scores for the com bined group is depicted graphically in Figure 

5.1.

F ig u r e  5 .1 . S ca tterp lo t o f  W e ll-B e in g  and P u rp ose  in  L ife  fo r  th e  co m b in ed  grou p
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T he scatterplot dem onstrates graphically the association betw een purpose in life 

and psychological well-being in the com bined groups. It is rem inded that the



Chapter 5: Results o f  Study 1 6 8

m ental health scores are included in the w ell-being scores (see also Table 4.1). 

Exam ining the scatterplot it is noted that although the relationship betw een and 

w ithin the group is positive, the outpatient participants do score significantly 

low er in both the PIL  and well-being (in green colour) than the participants from  

the comm unity com parison group supporting the hypothesis that G roup 1 will 

score significantly better in these variables than G roup 2.

5.5 Prediction o f PIL from SF-36 and HAD variables

O ne o f  the m ain aim s o f  Study 1 is to predict purpose in life from  a  selected w ell­

being variable pool. Stepwise m ultiple linear regression analysis w as applied to 

the data in order to investigate w hich well-being variables predict purpose in life. 

Tw o selected pools o f  variables w ere used for the regression analysis: a) group 

m em bership ( - ‘condition”), the health concepts o f  the SF-36, Z u n g ’s 

depression, Z ung ’s anxiety and b) condition, the m ajor health attributes o f  the SF- 

36, Z ung ’s depression and Z ung ’s anxiety. .

The first step in the analysis (Table 5.6) involved the inclusion o f  the variable 

m ental health alone as the best predictor o f  PIL. The adjusted R  square statistic 

indicated that w ell-being can predict 46 percent o f  the variance in the dependent 

variable. O n the next step, the variable “condition3” w as included in the 

regression equation; its addition, caused a  significant increase in the explained 

variance o f  6 percent, causing the total to rise to 52 percent4.

The variable energy/fatigue w as included in the next step, causing a  significant 

increase o f  1 percent in the explained variance. The addition o f  the variables 

physical functioning, social functioning, role limitations attributed to physical

3
The variable “condition” indicates m em bership in  G roupl or Group 2.

4 This does not mean that the variable “condition” only predicts 7  percent o f  the variation in  
purpose in  life; it means that condition predicts 7  percent o f  the variation in  purpose in  life that 
cannot be accounted for by well-being alone.



Chapter 5: Results o f  Study 1 69

problem s, role lim itations attributed to emotional problem s, pain, anxiety and 

depression did not significantly increase the explained variance in P IL  and 

consequently these variables w ere not included in the final regression equation.

Table 5.6. Stepwise multiple regression summary with condition, SF-36’s major health 
attributes, depression, and anxiety as predictor variables and PIL as dependent variable

D ependent Predictors A djusted R2 B S E B B eta T S ig T

PEL Mental health .46 2.58 2.34 .68 11.02 .0000

Mental health 1.68 .30 .44 5.46 .0000

Condition .52 -19 4.55 -.34 -4.18 .0001

Mental health 1.2 .37 .32 3.19 .0017

Condition .84 .39 .17 2.12 .0353

Energy/Fatigue .53 -18.85 4.5 -.33 -4.18 .0001
Fa>137) =  121.61, p<.0001; F(2,136) =  76.85, pc.0001; F(3,i35) =  54.07, p<.0001

W hen the second pool o f  selected variables (see Table 5.7) is entered in the 

regression analysis w ell-being and “condition” appear to be the best predictors o f 

purpose in life. W ell-being alone explains 46 percent o f  the variance in purpose 

in life. O n the next step “condition” added 7 percent raising the adjusted R  square 

to 53 percent. The stepwise regression ended here w ith no further variables 

predicting PIL.

Table 5.7. Stepwise multiple regression summary with condition, SF-36’s health 
concepts, depression, and anxiety as predictor variables and PIL as dependent variable

D ependent Predictors A djusted R2 B S E B B eta T S ig T

PIL W ell-Being .46 1.55 .14 .68 11.01 .0000

W ell-Being 1.01 .17 .45 5.88 .0000

Condition .53 -20 4.2 -.35 -4.69 .0000
F0,i37) = 121.34, pc.0001; Fft 136) = 81.04, p<0001

5.6 Summary of main results, discussion and rationale for Study 2

In  Study 1, the participants o f  the comm unity and outpatients groups did not 

differ significantly in the biographical variables. It w as found that G roup 1
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participants w ere m ore independent and able to self-care than G roup 2 

participants. The absence o f  significant differences on the biographical variables 

betw een the tw o groups ensures that inferences about purpose in life and w ell­

being inferences are not draw n spuriously because o f  the effect o f  biographical 

factors.

In term s o f  differences the tw o groups differ in term s o f  physical functioning, 

social functioning, w ell-being, energy/fatigue, general health, purpose in life and 

anxiety. The com m unity com parison group is likely to score higher on w ell-being 

and purpose in life than the outpatients’ group.

Differences in depression w ere not found betw een G roup 1 and G roup 2. It is 

possible that this is due to  the fact that the psychiatric group w as under treatm ent 

at the period o f  recruitment. The difference in purpose in life scores betw een 

norm al and outpatient participants older adults indicates that the PIL  has 

discrim inated successfully betw een well-functioning and non-well functioning 

older adults.

The relationship betw een purpose in life and w ell-being is positive for the 

com m unity and outpatients’ group and for the com bined group. In other words, 

people w ho score high on the purpose in life also score high in well-being. In 

other words, the positive relationship retains its characteristic regardless o f  group 

m em bership; high scores in PIL  are associated w ith high scores in well-being 

w ith participants from  the outpatients’ com parison group score significantly 

low er than participants from  the com m unity com parison group in both purpose in 

life and well-being. It is very interesting that G roup 2 participants nevertheless 

retain the positive association between the PIL and well-being. These support
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previous findings (Z ika and Cham berlain, 1992; Ryff, 1991) w hich  dem onstrate a  

consistent relationship betw een m eaning in life and psychological well-being. 

W ell-being w as found to be the best predictor o f  purpose in life for the com bined 

group explaining alm ost ha lf o f  the variance in purpose in life. G roup 

m em bership also appears to  be a  significant predictor o f  purpose in life; in other 

w ords purpose in life differs betw een the groups. A n im portant question not 

addressed in Study 1, is the direction o f  the m eaning/health outcom e relationship. 

D oes a  strong sense o f  m eaning and purpose lead to  a  higher level o f  w ell-being, 

or does a  high level o f  w ell-being influence one’s sense o f  m eaning and purpose 

in life? A  prospective study in w hich participants are assessed at m ore than one 

instance will address this issue.

O n the basis o f  Study 1 findings and in order to  explore further the intimate 

relationship betw een purpose in life and psychological w ell-being in older adults 

Study 2 w as designed. The focus o f  Study 2 continued to be on purpose in life 

and its patterns o f  association w ith psychological well-being as in Study 1. 

Principally, Study 2 looks on w hat is happening to purpose in life w hen a  special 

effort is m ade to change the psychological well-being or m ental health status o f  

older adults. It extends the understanding o f  the links betw een m eaning in life 

and psychological w ell-being by exploring the patterns o f  associations betw een 

changes in personal m eaning and psychological well-being in three sam ples o f  

older adults w ho w ere recruited and w ere follow ed over a  tim e period o f  three 

months. The groups o f  older adults recruited were: a) a  com m unity com parison 

group, b) a  psychiatric outpatients group w ith w hich a  special effort w as m ade to 

im prove m ental health through m edical and psychotherapeutic treatm ent and c) a  

geriatric outpatients group w hich w as com prising older adults experiencing 

limitations in life due to physical problem s and w ho w ere not targeted to change 

their m ental health status over time. Tw o new  m easures w ere used in Study 2.

Chapter 5: Results o f  Study 1
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The H ospital D epression and Anxiety (Z igm ond and Snaith, 1983) scale (see 

A ppendix 17), w hich substituted Z ung ’s self-rating anxiety and depression 

scales, and the L ife Attitude Profile-Revised (Reker, 1992) w hich substituted the 

Purpose in L ife Test. The LA P-R  (see A ppendix 18), as the PIL, w as constructed 

based on Frankl’s logotherapeutic concepts (Reker, 1989). In Study 2 purpose in 

life will be term ed personal m eaning or m eaning in life.
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Chapter 6

General methods of Study 2

6.1 Rationale o f Study 2 1

O n the basis o f  Study 1 findings w hich dem onstrated a  consistent relationship 

betw een purpose in life and psychological w ell-being, and in order to  explore this 

intimate association betw een the tw o constructs further, Study 2 w as designed.

Study 2 w as designed: a) to establish the differences betw een three groups o f  

older adults in personal m eaning and psychological w ell-being, b) to  explore the 

patterns o f  associations betw een personal m eaning and well-being in the three 

groups over tim e and c) to predict changes o f  personal m eaning from  changes in 

well-being.

Study 2 is focusing on predicting psychological-well being m easures from  

purpose in life m easures and not the opposite. Also, as it w as the case for Study 1, 

Study 2  does not attem pt to address a  cause and effect relationship betw een the 

tw o constructs. Particularly, Study 2 is looking on w hat is happening to  the 

personal m eaning o f  older adults over tim e w ho are therapeutically targeted to 

change their mental health status. In Study 2, three samples o f  older adults w ere 

recruited and followed over a  period o f  three months. These were: a) a  group o f  

w ell-functioning older adults, b) a  group o f  older adults w ho w ere receiving 

m edical and psychotherapeutic treatm ent in order to  change their m ental health 

status and c) a  group o f  older adults w ho w ere experiencing lim itations in life due

1 After the end o f  the first study and prior to the commencement o f  the second (Study 2) ethical 
approval was obtained from the Leeds Health Authority Clinical Research Committee (see Appendix 
10). • , ■ ■
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to  physical problem s and w ere not targeted to  change their m ental health status. 

Tw o new  m easures w ere used in Study 2. The Hospital D epression and Anxiety 

(Z igm ond and Snaith, 1983) scale substituted Z ung ’s self-rating anxiety and 

depression scales and Life Attitude Profile-Revised scale (Reker, 1992) 

substituted the Purpose in Life test (see section 6.4 for justification).

6.2 The samples at Time 1

O ne hundred fifty older adults from  three settings aged from  66 to  96 w ere 

recruited for the purposes o f  Study 2. The first sam ple group, w hich served as a  

baseline m easure against the perform ance o f  the other tw o groups, w as term ed 

“ com m unity com parison group” (Group 1), the second w as term ed “psychiatric 

outpatients’ com parison group” (G roup 2) and the third as “geriatric outpatients’ 

com parison group” (G roup 3).

6.2.1 Recruitment and characteristics o f Group 1

Fifty older adults com prised the com m unity com parison group. These w ere 

Leeds city residents w ho w ere recruited in Leeds University w ith the help o f  the 

Student Committee Action (see 4.2.1). The com m unity com parison sample 

com prised a pragm atic group; m eaning that the participants could be 

characterised as physically well functioning, socially active and involved in 

com m unity work.

Follow ing perm ission taken from  the event organisers, 85 sets o f  questionnaires 

w ere given to older adults w ho attended the event. The participants w ere 

provided w ith an information sheet (see A ppendix 11) and a  consent form  (see 

A ppendix 13). The participants w ere asked to fill in the questionnaires in their 

ow n tim e at hom e and send them  back to the researcher in the stam ped self- 

addressed envelopes provided. Sixty-seven set o f  questionnaires w ere returned

Chapter 6: General methods o f  Study 2
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(84 percent response rate) from  w hich fifty w ere random ly selected using SPSS

6.1 for W indow s so as: a) the num ber o f  G roup 1 participants w ill m atch the 

num ber o f  G roup 2 and 3 participants and b) the num ber o f  the sexes will be 

equally represented in the com m unity sam ple (i.e.: 25 m ales and 25 females). In 

order to avoid replication effects, the participants w ere asked to  indicate in the 

questionnaire w hether they had or had not participated in last year’s study.

6.2.2 Recruitment and characteristics o f Group 2

Participants w ere 50 older adults w ho w ere recruited from  N ew sam  Centre; an 

outpatients’ clinic situated at Seacroft University hospital at the Leeds area w hich 

accepts m en and w om en suffering from  a  variety o f  m ental health problems.

The psychiatric group com prised older adults w ith m ixed diagnoses, chosen at 

different points o f  their treatment. Twenty-six w ere diagnosed, according to  the 

patients’ records, w ith clinical depression (65 percent), 9 w ith nervous anxiety 

(22.5 percent), 3 w ith schizophrenia (6 percent), 2  w ith m anic disorder (4 

percent) and 10 (20 percent) w ith other. The diagnoses w ere based on the ICD - 

10 (1992) diagnostic system. The m ean period betw een visits to the appointed 

consultant psychiatrist is approxim ately tw o to three months.

The patients w ere approached after they had their appointm ent w ith a  consultant 

psychiatrist and asked i f  they w ould be interested in filling a  set o f  questionnaires. 

The administration took place in a  private office located next to  the consultant’s 

office in the N ew sam  Centre. Participants w ere inform ed about the nature o f  the 

study and if  they agreed to participate they w ere given an inform ation form  and 

consent form. The participants filled in the questionnaires in the presence o f  the 

researcher. The recruitm ent procedure w as term inated w hen the desired num ber 

o f  50 respondents w as reached.
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6.2.3 Recruitment and characteristics o f Group 3

Participants w ere 50 older adults w ho w ere recruited from  St. Jam es’s University 

Hospital in Leeds. The clinics accept m en and w om en suffering from  a  variety o f  

physical health problems. The geriatric group com prised older adults w ith m ixed 

diagnoses and they w ere chosen at different points o f  their treatment. The m ean 

period betw een visits to the appointed consultant geriatrician is approxim ately 

tw o to  three months. A ccording to the outpatients’ records seven w ere diagnosed 

w ith arthritis (16.7 percent), 4 w ith angina (9.5 percent), 6 w ith asthm a (14.3 

percent), 3 w ith lung problem s (7.1 percent), 3 w ith bowel problem s (7.1 

percent), three w ith diabetes (7.1 percent), 8 w ith epilepsy (16 percent), 10 w ere 

recovering from  stroke (23 percent) and tw o from  an accident (4 percent).

The patients w ere approached after they had their appointm ent w ith a  consultant 

geriatrician and asked if  they w ould be interested in filling a  set o f  questionnaires. 

The administration took place in a  private office next to the office o f  the 

consultant geriatrician. Participants w ere inform ed about the nature o f  the study 

and i f  they agreed to participate they w ere given an information form  and consent 

form. The participants filled the questionnaires in the presence o f  the researcher. 

The recruitm ent procedure w as term inated w hen the desired num ber o f  50 

respondents w as reached.

6.3 The samples at Time 2

D uring recruitm ent at T im e 1, the participants consented to com plete the sam e set 

o f  questionnaires after a  period o f  three months. All respondents w ere sent 

follow-up letter (see A ppendix 19) one and a  h a lf  m onths after Tim e 1. The 

addresses o f  the participants have been obtained at T im e 1.
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A fter three m onths 50 set o f  questionnaires, inform ation sheets (see A ppendix 

12) consent form s (see A ppendix 14) and self-addressed stam ped envelopes w ere 

posted to  G roup 1 respondents’ hom e addresses obtained at T im e 1. Forty-four 

set o f  questionnaires w ere sent back to the researcher (88 percent returned and 

usable response rate). a:

The respondents o f  G roup 2 and 3 com pleted the same set o f  questionnaires at 

the psychiatric and geriatric clinic approxim ately three m onths after Tim e 1 w hen 

they had a  following appointm ent w ith their appointed psychiatrist or geriatrician. 

W hen an outpatient w as not able to keep the appointment, a  m eeting w as 

scheduled for their next scheduled appointment. In a  few  instances the 

respondents w ere not able to com plete the questionnaires at the clinic due to tim e 

constraints. In such instances (12 for G roup 1 and 16 for G roup 2) the 

respondents w ere provided w ith self-addressed stam ped envelopes. From  each 

group, 44 questionnaires w ere included for statistical analysis at T im e 2 (88 

percent usable rate). The completion o f  questionnaires in the presence o f  the 

researcher took place in the sam e offices as at Tim e 1. The recruitm ent o f  G roup 

1 and 2 participants took approxim ately 16 m onths to complete.

6.4 Measures

Participants w ere  provided  w ith  an inform ation  sheet (see A ppendix  3) and 

they  w ere  asked to  sign a  consent form  (see A ppendix  4). T he participants 

w ere asked first to  re-state  personal and dem ographic  details (see A ppendix  

15). T hree questionnaires w ere  used  in Study 2 and w ere  p resen ted  in the 

fo llow ing  order: a) T he SF-36 H ealth  S tatus Q uestionnaire  (A ppendix  16), b) 

the  H ospital and A nxiety D epression  Scale (A ppendix  17) and c) the  L ife 

A ttitude P rofile-R evised  (A ppendix  18). The questionnaires took 

approximately 30 to 40 m inutes to complete.
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6.4.1 Personal and demographic variables at Time 2

Partic ipan ts w ere  asked  to  state their sex, date  o f  b irth , p rev ious occupation , 

curren t occupation  ( if  any), m arital status, relig ion, w hether or n o t they w ere  

actively religious, w hether or no t they lived alone, w ith  spouse, fam ily, friend  

o r other. In addition  to  Study 1, participants w ere  asked  to  ind icate  their m ain 

activities. Inform ation  w as obtained  on w hether or n o t they w ere  ab le  to  go 

out by them selves and to  take  care o f  them selves. The personal and 

dem ographic variables w ere collected again at T im e 2 in order to ensure that an 

inference about a  statistical relationship is not draw n spuriously because o f  the 

effect o f  a  biographical variable betw een T im e 1 and 2.

6.4.2 SF-36 Health Status Questionnaire

The short form  36 (SF-36) health survey instrum ent (W are and Shelboum e,

1992; M cH om ey, W are and Rackzek, 1993; M cH om ey, W are, Rodgers, 

R ackzek and Lu, 1994) w as used at T im e 2. For a  description o f  the SF-36’s 

scales and subscales see section 4.3.2.

6.4.3 The Hospital Anxiety and Depression (HAD) Scale

The Hospital Depression and Anxiety scale (see A ppendix 17) substituted Z ung ’s 

self-rating anxiety and depression scales w hich did not pick up high levels o f  

anxiety and depression in Study 1.

The 14 item Hospital Anxiety and D epression scale w as developed by Zigm ond 

and Snaith (1983) on the basis o f  their clinical experience. The Hospital Anxiety 

and D epression Rating Scale is a  brief self-assessm ent scale distinguishing the 

concepts o f  anxiety and depression, initially devised for the detection o f  m ood 

disorder in hospital m edical and surgical departm ents (Z igm ond and Snaith,

1983). The odd num bered items o f  the H A D  form  the anxiety sub-scale and the
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even num bered items form  the depression sub-scale. The item s have been 

designed to be influenced as little as possible by concom itant physical illness, and 

items relating to  anergia, anorexia and insom nia are excluded. The concept o f  

depression in the H A D  scale is that o f  the anhedonic state (Snaith and’Taylor, 

1987). The depression subscale com prises seven items: one dysphoria, one 

retardation, and the other five items on the subscale describe the anhedonic 

experience in various forms. This may be the aspect o f  depression w hich is m ost 

likely to respond to  antidepressant drugs. The H A D  scale m ay have advantages 

over other m easures o f  depression in the elderly, as other scales have a  high , 

proportion o f  som atic items and this population w hen well have typically m any 

physical symptoms. A  validation study o f  the H A D  scale (Kenn, W ood, Kucy, 

W attis and Cunane, 1987) has been undertaken w ith depressed older adults over 

the age o f  65 years old, o f  either sex, suffering from  a  prim ary depressive disorder 

adm itted acutely into a  m ental hospital. The results o f  the study supported the 

validity o f  the H A D  depression subscale in elderly depressed patients. The sam e 

finding w as found for o f  the H A D  anxiety subscale. In another study undertaken 

to validate the H A D  in an older adults’ psychiatric population, the depression 

scale w as shown to relate well to global m easures o f  depression and to be 

sensitive to its changes.

6.4.4 The Life Attitude Profile-Revised (LAP-R)

Study 2 explores the link betw een m eaning in life and psychological w ell-being 

by using another m easure o f  meaning. The Purpose in L ife test w as substituted by 

the Life Attitude Profile-Revised (Reker, 1992). The LA P-R  is another m easure 

o f  m eaning w hich w as constructed based on Frankl’s logotherapeutic concepts 

(Reker, 1989).
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The Purpose in L ife test has been criticised on validity grounds by some 

researchers (Dufton and Perlm an, 1986; Dyck, 1987; Yalom , 1980).

T he to tal Purpose in L ife  test score has been  regarded  as an ind icator o f  life 

m eaning , assum ing th a t life m eaning  as m easured  by the  tes t is a  

un id im ensional construct. A  num ber o f  "recent studies have supported the 

m ultidimensional structure o f  the Purpose in Life test (Cham berlain and Zika, 

1988a; D ufton and Perlm an, 1986; Harlow , N ew com b and Bentler, 1987) 

suggesting the need to develop a  single, reliable and valid m ultidim ensional 

instrum ent that w ould  operationalise F rankl’s logotherapeutic concepts o f  will to 

m eaning, existential vacuum , personal choice and personal responsibility, realities 

and potentialities as w ell as death transcendence. D afton and Perlm an (1986) 

proposed that there are tw o different dim ensions o f  the Purpose in L ife test: life 

satisfaction and life purpose.

Battista and A lm ond (1973) claimed that the Purpose in Life test im plies that the 

m ore som eone sees him self/herself as responsible and the m ore he/she perceives 

her life to  be under control, the greater his/her degree o f  m eaning in life. 

Therefore; it is not clear a  priori that the experience o f  one's life as m eaningful is 

related to  these beliefs and thus the Purpose in Life test is a  relatively inadequate 

operational definition o f  a  m eaningful life.

The Purpose in Life test has also been criticised (Yalom , 1980; Battista and 

Alm ond; 1973) as failing to control the effects o f  social desirability or denial in 

answ ering the questionnaire. A  correlation coefficient o f  .57 is reported w ith the 

M arlow -Crow ne Social Desirability scale (Ebersole and Quiring, 1988).

Y alom  (1980) argued the Purpose in Life test items deal w ith several different 

concepts such as: a. life m eaning (purpose, mission), b. life satisfaction (life is 

boring, routine, exciting or painful), c. freedom , d. fear o f  death, e. contem plation
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questions about the m ultidim ensional nature o f  personal meaning.

R eker and Cousins (1979) after factor analytic investigation o f  the com bined 

Purpose in L ife test (PIL) and the Seeking o f  N oetic Goals test (SO N G ), 

provided evidence for the m ultidimensional nature o f  the m eaning and purpose 

construct. The Seeking o f  N oetic Goals developed by C rum baugh (1977a) is an 

attitude scale designed to m easure the strength o f  the m otivation to  find m eaning 

and purpose in life and it w as constructed to  com plem ent the Purpose in L ife test, 

in the sense that i f  an individual has found m eaning and purpose in life they 

w ould have little m otivation to search for m ore; w hereas if  they have not, they 

w ould  be highly m otivated to fulfill this need. Together the Purpose in L ife test 

and Seeking o f  N oetic Goals w ere view ed as complem entary dim ensions o f  life 

attitudes. The factorial analysis by Reker and Cousins (1979) o f  the Purpose in 

L ife test and the Seeking o f  N oetic G oals revealed ten independent dimensions, 

providing strong evidence for the m ultidimensional nature o f  m eaning and 

purpose in life. The Purpose in Life test contributed six dim ensions w hich they 

labelled purpose in life, goal achievement, contentedness w ith life, internal- 

external locus o f  control, self-fulfillment and life view, while the SO N G  four 

dim ensions w ere labelled goal seeking, existential vacuum , search for adventure 

and futuristic aspirations.
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6.4.4.1 Dimensions and constructs o f the Life Attitude Profile Revised

The Life A ttitude Profile (Reker, 1981) is a  multidimensional m easure o f  

attitudes toward life. The m easure w as designed to  assess the degree o f  existential
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m eaning and purpose in life and the strength o f  m otivation to  find m eaning and 

purpose. Follow ing C rum baugh (1977), particular em phasis w as placed on the 

degree o f  existential m eaning and purpose in life as the extent to w hich the 

m eaning o f  personal existence has been discovered, as well as on the strength o f  

m otivation to find m eaning and purpose in life (Reker and Peacock, 1981).

The Life Aptitude Profile-Revised (A ppendix 18) is a  46-item  instrum ent 

consisting o f  seven factorially derived dimensions: L ife Purpose, Existential 

V acuum , Life Control, D eath Acceptance, Goal Seeking and Future meaning. 

Each item on the LA P-R  is rated on a  7-point scale o f  agreem ent (1-7), ranging 

from  “strongly agree” (7) to “strongly disagree” (1).

The LA P-R  is scored and profiled in term s o f  six dim ensions and tw o com posite 

scales (see Table 6.1).
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Table 6.1. Dimensions and constructs of the Life Aptitude Profile-Revised (Reker, 
1992)

D IM E N S IO N S  O F  L A P -R

i. Purpose (PU)

ii. Coherence (CO )

iii. Life Control (LC)

iv. Death Acceptance (DA)

V . Existential Vacuum (EV)

vi. ; Goal Seeking (GS)

C O M P O S IT E  SC A L E S O F  L A P -R

L Personal M eaning Index (P M I)

P M I = PU  + CO

II. Life A ttitude Balance Index (LA B I)

L A B I = PU  + CO + LC + D A  - (EV + GS)

The Purpose dim ension refers to having life goals, having a  m ission in life, 

having a  sense o f  direction from  the past, present and future. Im plicit in purpose 

is the notion o f  w orthw hileness and w hat is o f  central im portance in a  person’s 

life. The items com prising the Purpose dim ension are the items 1 ,2 , 5 ,1 8 , 26, 31, 

37, and 48.

The Coherence dim ension refers to having a  logically integrated and consistent 

analytical and intuitive understanding o f  self, others, and life in general. Implicit 

in coherence is a  sense o f  order and reason for existence, a  clear sense o f  personal 

identity and greater social consciousness. The items com prising the Coherence 

dim ension are the items 7 ,1 2 ,1 6 ,2 7 ,2 9 , 35, 38 and 46.
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The Life Control dim ension refers to the perception o f  freedom  to m ake all life 

choices, the exercise o f  personal responsibility, and integral control o f  life events. 

It is an operational index o f  the degree to w hich persons perceive them selves to 

have personal agency in directing their lives. The items com prising the Life 

Control dim ension are the items 3, 11, 1 7 ,1 9 ,2 3 ,3 0 , 39, and 45.

The Death Acceptance dim ension refers to the absence o f  fear and anxiety about 

death and the acceptance o f  death as a  natural aspect o f  life. It is an operational 

index o f  the degree to w hich a  person has achieved death transcendence. The 

items com prising the D eath Acceptance dim ension are the items 8, 1 5 ,2 2 ,2 5 ,2 8 , 

3 2 ,4 4 , and 47.

The Existential Vacuum dim ension refers to having a  lack o f  m eaning in life, lack 

o f  goals, lack o f  direction, boredom , apathy, or feelings o f  indifference. It is an 

operational index o f  a  frustrated “will to m eaning”. The items com prising the 

Existential V acuum  dim ension are the items 4 ,6 , 9 ,1 3 ,2 0 , 3 3 ,4 0  and 42.

The Goal Seeking dim ension refers to the desire to get away from  the routine o f  

life, to  search for new  and different experiences, to w elcom e new  challenges and 

to be m ore eager to get m ore out o f  life. The items com prising the Goal seeking 

dim ension are the items 10, 1 4 ,2 1 ,2 4 , 34, 36 ,41  and 43.

The Personal M eaning Index w as developed to provide a  more focused m easure 

o f  personal meaning. Personal m eaning is a  dual com ponent construct defined as 

having life goals, having a  m ission in life, having a  sense o f  direction from  past, 

present and future and having a  logically integrated and consistent understanding
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o f  self, others and life in general. The PM I is derived by sum m ing the Purpose 

and Coherence dim ensions o f  the LA P-R  scale.

The Life Attitude Balance Index (LABI) is a  global m easure o f  attitudes tow ard 

life that takes into account both the degree to w hich m eaning and purpose have 

been discovered and the motivation to find m eaning and purpose. The Life 

Attitude B alance Index is derived by sum m ing the scores on the LA P-R  

dim ensions o f  Purpose, Coherence, L ife Control, and D eath A cceptance and 

subtracting the scores on Existential V acuum  and Goal Seeking.

The L ife Attitude Profile-Revised is designed to be used w ith individuals o f  ail 

ages from  adolescence to later adulthood. It has been successfully used with 

institutionalised older adults and adults requiring nursing care (Reker, 1989). The 

L A P-R  requires 15-20 m inutes to complete.

6.5 Reiteration of aims and hypotheses

U sing the m ethods described in the present chapter, the differences betw een the 

three samples on personal m eaning and psychological well-being m easures w ere 

investigated at Tim e 1, T im e 2 and across time. The null hypothesis states that no 

significant differences exist betw een G roup 1, G roup 2 and G roup 3 on purpose 

in life or on psychological well-being (including m ental and physical health 

m easures) at Tim e 1, T im e 2 or across time. The alternative directional hypothesis 

states that the com m unity com parison group will score significantly better in the 

variables o f  interest and the psychiatric group will score significantly the lowest. 

The patterns o f  relationships o f  personal m eaning and well-being betw een and 

w ithin the three groups at T im e 1, T im e 2 and across tim e are investigated using 

Pearson’s correlation coefficient. Finally, the prediction o f  purpose in life from  

w ell-being m easures is looked at by using stepwise m ultiple regression analyses.
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Chapter 7

Results of Study 2 1

7.1 Biographical details at Time 1 and Time 2

T he descrip tive sum m aries fo r the personal and dem ographic  data  fo r the  

th ree  G roups are presen ted  for T im e 1. T he b iographical and personal data  

fo r T im e 2 are p resen ted  on the  variab les o f  m arital status, relig ious activity, 

co-habitation, independence, self-care and m ain  activities.

7.1.1 Chronological age

T he com m unity  com parison  respondents w ere  aged  66 to  91 (m ean= 76 .8, 

sd=6.7), the psychiatric  g roup respondents w ere  aged  66 to  89 (m ean=74.3 , 

sd -6 .3 )  and the  geriatric  g roup responden ts w ere  aged  68 to  96 (m ean = 7 9 .1, 

sd=6). O ne w ay analysis o f  variance for independent samples on age betw een the 

three G roups indicated that there  w as a  sign ificant d ifference in  term s o f  age 

(see Table 7.1). T ukey’s B  post hoc test indicated  that the  significant 

d ifference in age w as found betw een  the psychiatric and geria tric  group 

(p < 0 5 ). H ow ever, the  age m eans o f  the com m unity  g roup and psychiatric

1 i) The data generated by this study were analysed with the use of SPSS/PC1" 6.0 and SPSS 6.1 
for Windows.
ii) The biographical results are not directly relevant to the aims of this study but they help to 
ensure that an inference about a statistical relationship is not drawn spuriously because of the 
effect of a biographical variable.
iii) “Group 1” refers to the community comparison group, “Group 2” refers to the psychiatric 
group and “Group 3” refers to the geriatric group. “Time 1” refers to the first time participants 
completed the set of questionnaires and “Time 2” refers to the second time the same 
participants completed the same set of questionnaires, three months after the completion of the 
first set.
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group  and the  age m eans o f  the com m unity  g roup and the  geria tric  group 

w ere  found no t to  be significantly  different.

Table 7.1. One-way ANOVA on age for the three comparison Groups (N=150)

Source d f Sum  o f  squares ' M ean  Squares F  R atio F  Prob.

B etw een  G roups 2 566.65 283.33 7.1 .0011

W ith in  G roups 147 5867.72 39.92

T otal 1495 6434 .37

7.2.2 Sex and age

The sexes w ere equally represented in G roup 1 and alm ost equally in G roup 3 at 

T im es 1 and 2. G roup 2 had the least o f  the balance betw een the sexes at Tim es 1 

and 2. Table 7.2 illustrates the characteristics o f  age and sex for the three G roups 

in term s o f  num ber, m ean, standard deviation, m edian and range.

Table 7.2. Descriptive characteristics o f  age o f the two sexes for the three Groups at 
Time 1 (N=150)

F em ale M ale

N sd lill liè É I R an ge i i l f l l i i i l f e à n l l M ed R an ge

G roup 1 25 78.48 7.1 79 25 25 75.12 5.78 75 21

G rou p  2 32 75.84 6.73 75.5 22 18 71.67 4.52 70.5 15

G roup 3 27 79.37 6.2 68 28 23 78.78 5.88 79 19

G roup m em bership (F= (2 ,1 4 4 ) 8.862, p < 0 0 1 ) and sex (F= (1,1 4 4 ) 6.961, p < 0 5 ) w ere 

found to have a  significant m ain effect on age, presum ably due to the least 

balance o f  sex representation in Group 2 (32 fem ales and 18 males).
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7.2 .3  Socio -econom ic  s ta tu s

All but one participant o f  the com m unity com parison group and all but tw o from  

the psychiatric group w ere retired. Participants w ere asked to  state their m ain 

previous occupation. The professions w ere coded according to  the Standard 

Occupational Classification (SO C ) m anual (H M SO , 1991), w ith the sam e way 

they w ere coded for Study 1 (see section 5.3.3). Table 7.3a show s the raw  

frequency data o f  professions coded according to  SO C  (H M SO , 1992).

Table 7.3a. Socio-economic category frequencies in the three groups at Time 1 (N~l 50)

I ¡¡IPIII DUN 11IM l i p p ililll: 1 lousework. Total

G roup 1 2 12 14 10 7 i ■ 4  : 50

G rou p  2 3 8 16 6 7 3 7 . 5 0

G rou p  3 0 8 12 21 6 0 3 50

Eight cells in Table 7 .3a w ere found to have frequencies less than five; for this 

reason the social-econom ic classes w ere recoded further so as to include m ore 

than five instances o f  occurrence in each socio-econom ic category. The 

professional, technical and m anagerial occupations w ere m erged into one social 

class category, the skilled non-m anual and skilled m anual occupations w ere 

treated as tw o different categories and the partly skilled occupations, unskilled 

occupations and housew ork occupations w ere m erged and treated as another 

category (see Table 7.3b).

Table 7.3b. Recoded socio-economic category frequencies in the three groups (N=150)

I a n d l l 1I1N 11LVI IV , V , and H ousew ork Total

G roup 1 14 14 12 10 50

G roup 2 11 16 ; " 6 ' 17 ; 50

G roup 3 8 ■■■ v ' . 12 21 9 ■■ ■■ 50

A  chi square test for independence on the collapsed categories indicated that the
2observed values did deviate from  the expected ones {% =14.14, df=6, p < 0 5 )
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m eaning that the G roups did differ significantly in term s o f  social-econom ic 

status.

7.2.4 Marital status

Respondents w ere asked to indicate w hether or not they w ere m arried, single, 

divorced, separated, rem arried or widowed. Those w ho w ere m arried and 

rem arried w ere treated as one category versus those w ho w ere single, divorced, 

separated and widowed. E igh teen  (12 percent) from  G roup 1, 23 from  G roup 

2 (15.3 percent) and 18 from  G roup 3 (12 percent) ind icated  tha t they  w ere  

m arried  or re-m arried. A  chi square for goodness o f  fit test w as applied on the 

recoded marital status data w hich show ed that the observed frequencies did not 

deviate from  the expected ones (x2=1.4, df=2, p>.05). The m arital status pattern 

had not changed at T im e 2 (x2=l • 1, df=2, p>.05).

7.2.5 Religious activity

Partic ipants o f  the  th ree  G roups w ere  asked to  indicate w hether o r n o t they 

w ere  actively religious. Fourteen  (9.3 percent) from  G roup 1 ,1 8  from  G roup 

2 (38.7 percent) and  16 from  G roup 3 (10.7 percent) ind icated  tha t they  w ere  

actively religious. T he frequencies o f  the  observed frequency values d id not 

deviate from  the expected ones (x2=.73, df=2, p>.05). The religious activity 

pattern had not changed at Tim e 2 (x2=.62, df=2, p>.05).

7.2.6 Co-habitation

A ll participants w ere  asked to  indicate w hether they  w ere  living alone, or 

w ith  spouse, friend, tenant, partner, relative or o ther nursing  hom e residents. 

Those w ho stated to live alone w ere treated as one category. Those w ho w ere 

living with spouse, friend, tenant, partner, relative or nursing hom e residents w ere
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treated as another category. Tw enty-seven (18 percent) from  G roup  1 ,1 2  from  

G roup 2 (15.3 percent) and 27 from  G roup 3 (18 percent) ind ica ted  tha t they 

w ere  living alone. T he obtained  frequencies did no t deviate from  the  expected  

ones indicating that no significant differences w ere found betw een the co­

habitation categories (x2=3.41, df=2, p>.05). The co-habitation status had not 

changed at Tim e 2.

7.2.7 Independence and self care

Participants w ere asked to indicate w hether or not they w ere able to go out by 

themselves. Forty-eight from  G roup 1, 33 from  G roup 2 and 34 from  G roup 3 

ind icated  that they w ere  able to  go out by them selves. D eviations w ere  found 

betw een  the  observed  and expected  frequencies at T im e 1 (x  =15.72, df=2, 

p < 0 0 5 ) and Tim e 2 (x2=15.22, df=2, p < 0 0 5 ) indicating that m ore participants 

from  G roup 1 go out than participants from  G roups 2 and 3.

Participants w ere also asked to indicate w hether or not they w ere able to take care 

o f  themselves. Forty-seven from  G roup 1, 34 from  G roup 2 and 29  from  

G roup 3 indicated  that they w ere  able to  self-care. A  chi square test o f  

independence on the self-care frequencies indicated a  deviation betw een the 

observed and expected data (x2=17.66, df=2, p< 005). The pattern is the sam e at 

Tim e 2 (x2=23.171, df=2, p<.005) showing that participants from  G roup 1 w ere 

able to se lf care than participants from  G roups 2 and 3.

7.2.8 Activities

Participants w ere asked to characterise their m ain activity (see Table 7.4) 

indicating only one category o f  the following: physical (i.e. : playing sports, 

swimm ing, golf), social (i.e.: going out w ith friends, visiting friends, going to
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pub), hom e-oriented (i.e.: w atching television, knitting, jigsaw s) intellectual (i.e.: 

painting, drawing, writing) and voluntary-comm unity w ork (i.e.: charity shops, 

active m ember). The physical, intellectual and voluntary w ork activities w ere 

m erged into one category. These are activities that require som e sort o f  prior 

planning and organisation.

Table 7.4. Activities for the three comparison Groups participants (N= 150)

P hysica l, In tellectual, 

V olun tary  w ork

Social H om e-O riented T otal

G roup 1 18 22 10 50

G rou p  2 9 16 25 50

G roup 3 11 . 14 25 50

The expected frequencies o f  the collapsed cells deviated from  the observed ones 

(X2=T3, df=4, p < 0 5 ) indicating that m ore participants from  G roup 2 and G roup 3 

w ere involved in hom e-oriented activities. The pattern had not changed at T im e 2 

(X2= ll ,d f = 4 ,p < 0 5 ) .

7.2.9 Summary o f biographical results

T he three com parison  G roups did not d iffer significantly  in term s o f  sex, 

relig ious activity, m arital status and co-habitation. S ignificant d ifferences 

w ere  found in age, socio-econom ic status, independence-se lf care and 

activities. The com m unity com parison group participants are m ore independent 

and able to self care than G roup 2 and 3 participants w ho are m ore involved in 

hom e-oriented activities than G roup 1 participants. These patterns had not 

changed at Tim e 2.
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7.3 Descriptives and comparisons between Groups o f SF-36, HAD  

and LAP-R scales at Time 1 and Time 2

O ne o f  the aim s o f  S tudy 2 is to investigate d ifferences in th ree  G roups o f  

o lder adults in the  focused  variab les o f  personal m eaning  and psychological 

w ell-being. T he fo llow ing  sections describe the d ifferences found  betw een  

the  SF-36, H A D  and L A P -R  variab les be tw een  and w ith in  T im es 1 and  2. 

Firstly, d ifferences in the  th ree G roups in the SF-36 variab les are  p resen ted  at 

T im e 1 and then  at T im e 2. T hen  the  d ifferences betw een  the  th ree  G roups in 

the  H A D  and L A P -R  variab les are p resen ted  at T im es 1 and 2.

7.3.1 SF-36 comparisons

A ll the  scales o f  SF-36 are scored so tha t a  h igh  score is consisten t w ith  a 

positive health  status; the  “w ell-being” scale is scored so tha t a  h igher score 

reflects increased w ell-being  w hile a  low er score indicates decreased  w ell 

being. T he m ajor health  attributes o f  the  SF-36 are  noted  on  T ables 7.5 and

7.6 w ith  capital letters and the  health  concep t attributes are noted  w ith  low er 

case letters.

O ne-w ay independen t A N O V A  and T ukey’s B tests w ere  em ployed in order 

to  investigate d ifferences on the  SF-36 variab les betw een G roups a t T im e 1 

(see T able  7 .6) and T im e 2 (see T able  7.7).

A t T im e 1, one-w ay A N O V A  for independen t sam ples (see T able  7.6) 

indicated  that the  three G roups differed significantly  in term s o f  role 

lim itations attributed to  physical p roblem s (F(2 ,i4 7 ) =  37.06 p < 0 0 0 1 ), role 

lim itations attributed to  em otional problem s (F(2 ,i4 7 ) =  76.43, p <  0001), w e ll­

being  (F(2 ,i4 7 ) =  69.77, p < 0 0 0 1 )  and m ental health  (F(2,i4 7 ) =  71.03, p < 0 5 ).
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G roup 1 scored significantly  h igher in these  variab les (p < 0 5 )  than  G roups 1 

and 2. G roup 2 scored significantly  low er in these  variab les than  G roups 1 

and 3 except in the  case o f  ro le  lim itations attribu ted  to physical p roblem s 

(p < 0 5 )  w here  G roup 3 had  scored significantly  low er than  G roup 2.

C oncern ing  significant pairw ise com parisons using  T ukey’s B  post-hoc  test, 

G roups 1 and 2, and G roups 1 and 3 d iffer significantly  in all the  variab les o f  

SF-36  (p < 0 5 )  except pain  (F(2,i4 7 ) =  0.98, p= .9073). G roups 2 and  3 d id not 

d iffer significantly  only in the  variab les o f  functional status, physical 

function ing , social function ing , energy/fatigue, pain  and general health.
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Table 7.5. Means, standard deviations o f SF-36 health attributes and health concepts and one-way ANOVA for independent samples for the three 
comparison Groups at Time 1 (N= 150)

Group 1 Group 2 Grou P 3 One-W ay ANOVA Tukey’s B
; I | s l i | : Min Mean sd Min Max Mean sd Min M ax F Ratio FProb S i l l

vs
G2

G1
fllVSii:*
w m m

G2
vs
G3

FUNSTAT 39.14® 7.09 23 48 26.78® 9.22 12 42 25.56® 7.27 13 46 44.96 .0001 * *

PhysFun 23.50®. 4.55 14 : 30 v 18.38® 6 .0 2 10 29 16.68® 5.48 10 29 21.73 .0001 * *

SocFun 9.88® : 1.78 4 11 6.18® 2.50 2 11 6.3® 2.27 2 11 45.43 .0 001 * *

RlatPp 3.1® : 1.71 0 8 1 .8 8 ® 1.78 8 6 .46® .99 0 4 37.06 .0001 * lliiliilll *

RlatEp 2 .6 6 ® .94 0 3 . .34® .72 0 3 2 .12® 1.22 0 3 76.43 .0001 l l l i l i l *

W BEING 48.84® 7.25 28 60 30.28® 8.72 15 50 36.94® 7.84 16 50 69.77 .0001 * * *

MentalH 25.46® 4.10 13 30 14.04® 4.96 5 27 19.30® 5.26 5 27 71.03 .0001 *

Ener/Fat 16.94® 3.73 8 24 9.76® 4.61 4 21 11.24® 3.57 4 17 54.01 .0001 * *

Pain 6.44 .79 4 8 6.48 .95 4 9 6.40 .97 4 9 .098 .9073
GENERH 18.64® 3.69 7 25 13.02® 3.44 5 21 12.62® 2 .6 8 5 2 0 51.98 .0001 * *

Key: Min=Minimum raw score, Max=Maximum raw score.
G l=Com m unity group, G2=Psychiatric group, G3=G eriatric Group.
The numbers superscipted in parentheses to the means indicate their rank order from  lower to higher.
The last column indicates significant pairwise mean differences using Tukey’s B, * p<.05.
FUNSTAT=Functional Status, PhysFun^Physical Functioning, SocFun=Social Functioning, RlatPp=Role Limitations Attributed to Physical Problems, 
RlatEp=Role Limitations Attributed to Emotional Problems, WBEING=Well Being, MentalH= Mental Health, Ener/Fat=Energy/Fatigue, 
GENERH=General health.
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Table7.6. Means, standard deviations o f SF-36 health attributes and health concepts and one-way ANOVA for independent samples for the three 
comparison Groups at Time 2 (N=150)

Group 1 Group 2 Group 3 One-W ay ANOVA Tukey’s B
Mean i l s i l l ; Max Mean sd Min Max Mean sd M in Max F Ratio F P rob G1

vs
G2

G1
vs
G3

G2
vs
G3

l l i i l i i i i 38.82(,) 7.05 26 48 28.48® 10.64 12 63 26.45® 6.96 12 45 30.19 .0 0 0 1 * *

PhysFun 22.94(3) 5.09 11 30 18.82® 7.29 10 30 16.66® 4.89 10 27 14.20 .0 0 0 1 * *

SocFun 9.88(3) 1.53 6 11 6.7® 2.37 2 11 6.93® 2.04 2 11 37.84 .0 0 0 1 * *

RlatPp 3.16(3) 1.47 0 6 2.23® 1.76 0 4 .64® 1.22 0 4 33.44 .0001 *

RlatEp 2.84(3) 58.41 0 3 .73® 1.17 0 3 2 .2 2 ® ~ 1.18 0 3 54.28 .0 0 0 1 * * my* ft'--

W BEING 48.3(3) - 7.26 29 61 32.34® 8.74 15 55 38.45® 7.58 16 53 49.62 .0 0 0 1 * * l i l i i l !
MentalH 25.06® 4.14 13 30 15.75® 5.24 5 27 20.32® 5.37 5 29 42.1 .0 0 0 1 * *

Ener/Fat 16.82® 3.68 9 24 1 0 .11® 4.66 4 2 2 1 1 .6 8 ® 3.33 4 18 38.17 .0 0 0 1 * *

Pain 6.42 .9055 5 10 6.48 .87 4 8 6.45 .84 - 5 8 .05 .9503
GENERH 18.37® 3.6 10 25 13.14® 3.33 5 20.4 12.71® 3.04 5 20.4 41.75 .0 0 0 1 * *

Key: Min=Minimum raw score, Max=Maximum raw score,
G l=Com m unity group, G2=Psychiatric group, G3 =Geriatric Group.
The numbers superscipted in parentheses to the means indicate their rank order from  lower to higher.
The last column indicates significant pairwise mean differences using Tukey’s B, *p<.05.
FUNSTAT=Functional Status, PhysFun=Physical Functioning, SocFun=Social Functioning, RlatPp=Role Limitations Attributed to Physical Problems, 
RlatEp=Role Limitations Attributed to Emotional Problems, WEEING= Well Being, MentalH= Mental Health, Ener/Fat=Energy/Fatigue, 
GENERH=General health.
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A t T im e 2, the  pattern  o f  sign ificant d ifferences betw een  the  th ree  G roups on 

the  SF-36  variab les had  no t changed  (see T ab le  7.7). O ne-w ay  A N O V A  for 

independen t sam ples ind icated  that all th ree  G roups differ sign ificantly  again  

in  term s o f  ro le lim itations attribu ted  to  physical p roblem s (F(2 i47) =  33.44  

p < 0 0 0 1 ), ro le lim itations attribu ted  to  em otional p rob lem s (F(2)i4 7 ) =  54.28 

p < 0 0 0 1 ) , w ell-being  (F(2147) =  49 .62  p < 0 0 0 1 )  and  m ental health  (F(2 jl47) =  

4 2 .^  p < 0 0 0 1 ). E xam in ing  G ro u p ’s 2  m eans on  w ell-being  from  T ables 7.6 

and  7.7 it is no ted  tha t its m ean  have risen  slightly  a t T im e 2. F igu re  7.1 

illustrates th is g raphically ; it can  be seen  tha t the  psychiatric  g roup  appears to  

hav e  im proved  in  term s o f  w ell-being  at T im e 2.

. ' lim e , : .
Figure 7.1. Line chart o f  well-being means by time and condition (N=150)

A t T im e 2, the  patterns o f  sign ificant pairw ise  com parisons using  T u k e y ’s B 

post-hoc  test had  n o t changed  w hen  com pared  w ith  T im e 1. G roups 1 and  2, 

and G roups 1 and 3 con tinue to  d iffer significantly  in  all th e  SF-36 variab les 

excep t pa in  (F(2 147) =  0 .5 , p= .9073). F o r once  m ore, G roups 2 and  3 d id  not
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differ significantly  in functional status, physical function ing , social 

function ing , energy/fatigue, pain  and general health.

7 .3 .2  H A D  a n d  L A P -R  co m p a riso n s

T he tw o  sub-scales o f  H A D  are scored  so that a  h igh score ind icates a  h igh 

level o f  anxiety and depression. A  h igh  total score on each L A P -R  dim ension  

reflects a  high degree o f  the attribute in question; a  h igh score in  th e  purpose 

d im ension  refers to  a  h igh degree in hav ing  life goals and m ission  in  life, and 

having  a  sense o f  d irection  from  the past, p resen t and future. T able  7.8 

p resen ts the m eans o f  the  H A D  and L A P -R  variab les obtained  from  the  three 

G roups at T im e 1 and T able  7.9 p resents the  m eans o f  the  H A D  and L A P -R  

variab les obtained  from  the  three G roups at T im e 2. O ne-w ay independen t 

A N O V A  and T ukey’s B  tests w ere  em ployed in order to  investigate 

d ifferences betw een  the  th ree G roups on the  H A D  and L A P -R  variab les .

A t T im e 1, one-w ay A N O V A  for independent sam ples (see  Table 7.7) 

ind icated  that all th ree  G roups differ significantly  in term s o f  anxiety  (F (2,i4 7 ) =

35.2  p < 0 0 0 1 ), purpose (F(2 ,i4 7 ) =  21.04, p <  0001), personal m ean ing  (F(2 ,m7 ) =  

22.03, p < 0 0 0 1 )  and life attitude balance (F(2 ,i4 7 ) =  34.53, p < 0 0 0 1 ). G roup 1 

scored significantly  h igher on these variab les (p < 0 5 )  than  the  o ther tw o 

groups w hilst G roup 2 scored significantly  low er on the sam e variables. 

C oncern ing  significant pairw ise  com parisons using  T ukey’s B  post-hoc test, 

G roup 2 scored significantly  low er in  anxiety  (p < 0 5 ) , depression  (p < 0 5 )  and 

the  L A P -R  variab les (p< .05) than G roup L G roup 1 has also scored 

significantly  h igher in locus o f  control and existential vacuum  (p < 0 5 )  than  

G roup 3. Finally, G roup 2 scored significantly  low er in depression  (p < 0 5 ) , 

locus o f  control (p < 0 5 )  and death  acceptance (p < 0 5 )  com pared  to  G roup 3.



C hapter 7: R esults o f  Study 2 98

Table 7.7. Means, standard deviations o f HAD depression and anxiety, LAP-R six dimensions and two composite scales and one-way ANOVA for 
independent samples for the three comparison Groups at Time 1 (N= 150)

Group 1 Grou 3  2 Group 3 One-W ay ANOVA Tukey’s B
Mean sd Min Max Mean | | | | | | Min Max Mean sd Min Max F Ratio FProb G l

vs
G2

G l
vsilG3§I

G2
vs
G3

An x 8.46® 2.3 5 15 12.42® 2.35 8 16 10.4® 2.43 7 17 35.2 .0001 * illliiil
Depress 8.34® 1.28 4 10 9.36® 1.96 5 15 8.3® 1.84 4 12 6.09 .005 * *

111111111 39.371(3) 7.19 19 54 28.6® 8.77 8 46 32.64® 8.77 9 50 21.04 .0001 * II WMi-s
CO 39.12(2) 8.29 2 0 55 28.7® 9.32 8 48 36.26® 7.85 18 51 2 0 .0 2 .0 0 0 1 *

LC 4 3 .1(3) 7.32 21 56 33.64® 8.79 8 48 38.88® 7.43 17 52 18.11 .0001 * *

41.24® 7.7 2 0 55 32.68® 9.81 16 51 37.54® 8.55 16 49 1 2 .2 .0 0 0 1 * *

¡Ililllli: 23.96(1) 9.14 9 46 35.92® 7.39 14 46 32.48® 7.79 16 48 28.61 , .0001 * *

GS 32.46® 8.72 14 48 27.88® 7.76 15 46 30.52® 6.96 14 45 4.29 .05 *

PMI 78.41® 14.1 52 109 57.3® 17.54 16 91 68.9® 15.7 33 101 22.03 .0 0 0 1 lllllll * *

LABI 106.45® 26.05 55 164 59.82® 30.93 0 138 82.32® 26.5 -1 2 146 34.53 .0 001 iillSlll * *

Key: Mm=Minimum raw score, Max=Maximum raw score.
G l  ̂ Community group, G2=Psychiatric group, G 3=G eriatric Group.
The numbers superscipted in parentheses to the means indicate their rank order from  lower to higher.
The last column indicates significant pairwise mean differences using Tukey’s B, *p<.05.
ANX=Anxiety, Depress=Depression, PU=Purpose, CO=Coherence, LC=Life Control, DA=Death Acceptance, EV=Existential Vacuum, 
GS=Goal Seeking, PMI=Personal Meaning Index, LABI=Life Attitude Balance Index.
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Table 7.8. Means, standard deviations o f HAD depression and anxiety, LAJP-R six dimensions and two composite scales and one-way ANOVA for 
independent samples for the three comparison Groups at Time 2 (N= 150)

Group 1 Group 2 Group 3 One-W ay ANOVA Tukey’s B
Mean sd Min Mean sd Min Max Mean sd Min Max F Ratio F Prob W m

vs
G2

G l
vs
G3

G2
vs
G3

f f l l A n i l l l l 7 7 « 1.95 5 15 11.18® 2.63 5 16 10.34® 2.53 6 16 27.89 .0 001 *

Depress 8.4(!) \ 1 .12 7 11 9.16® 1.47 5 13 8.79® 1.53 6 12 3.55 .0313 * *
plip lll 40.2® 6.94 24 53 31.7® 7.45 i 8 47 32.63® 9.15 8 46 16.76 .0001 lllilyill in

CO 39.04(3) 9.34 17 55 31.93(1) 7.83 8 47 36.11® 7.86 17 50 8.38 .0004 * *

lililfl! 44.46® 6.95 25 56 35.52(1) 8.42 8 49 38.13® 6.83 15 48 18.21 .0001 *

DA 40.42V 8.63 16 55 37.14 8.37 17 50 38.79 9.32 16 51 1.64 .1981
EV 24.16(1) 8.91 9 44 35.32® 8 .2 12 45 33.5® 7.7 15 48 24.79. .0 0 0 1 * *
GS 32.86(3) 9.06 12 45 29.11® 6.33 15 45 29.04® 6.44 18 43 4.09 .0189 * *

i iS i l l 7 9  2 4 « 15.17 41 108 63.64® 14.64 16 94 68.75® 16.21 30 93 12.75 .0 0 0 1 * *
LABI 107.1® 32.04 13 168 71.86® 26.95 18 132 83.09® 29.62 -15 151 17.38 .0 0 0 1 * *

Key: Min=Mimmum raw score, Max=Maximum raw score.
G l=Com m unity group, G2=Psychiatric group, G3=G eriatric Group.
The numbers superscipted in parentheses to the means indicate their rank order from  lower to higher.
The last column indicates significant pairwise mean differences using Tukey’s B, * p<.05.
ANX=Anxiety, Depress=Depression, PU=Purpose, CO=Coherence, LC=Life Control, DA=Death Acceptance, EV=Exislential Vacuum, 
GS=Goal Seeking, PMI=PersonalMeaning Index, LABI=Life Attitude Balance Index.
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At Time 2 on the HAD and LAP-R variables (see Table 7.8), the pattern of 

Group differences had changed slightly. Group 1 and Group 2 continued to 

differ significantly in all the HAD and LAP-R variables as in Time 1 (p<05) 

but not in the case o f death acceptance where Group 1 scored significantly 

higher than Group 2.

Group 1 scored significantly higher than Group 3 in anxiety (p<05), 

depression (p<05), locus o f control (p<05), goal seeking, p<05), personal 

meaning (p<05) and life attitude balance (p<05). Finally, Group 3 has 

scored significantly higher than Group 2 in coherence (p<05) and existential 

vacuum (p<05). Group 2 appears to have improved in terms of personal 

meaning at Time 2. Figure 7.2 illustrates this graphically.

Time

Figure 7 .2 . L in e  chart o f  P M I m ea n s b y  tim e  and  c o n d it io n  (N = 1 5 0 )
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7.3.3 Summary o f comparisons between Groups on SF-36, HAD and 

LAP-R scales at Time 1 and Time 2

O n the SF-36 H A D  and L A P -R  variab les a t T im e 1 the th ree  G roups differed 

significantly  in term s o f  ro le lim itations attributed to  physical p roblem s, role 

lim itations attribu ted  to  em otional problem s, w ell-being, m ental health, 

anxiety, purpose, locus o f  control, personal m ean ing  and life attitude w ith  

G roup 1 scoring significantly  better than  G roups 2 and 3. G roup 2  scored 

significantly  low er in  the  above m entioned  variab les than  the  o ther tw o 

groups except in the case o f  ro le lim itations attributed to  physical problem s 

w here  G roup 3 had scored h igher than  G roup 2.

A t T im e 2 the  d ifferences betw een the three g roups in  term s o f  the  SF-36 

variab les have reta ined  their characteristics as in T im e 1 w ith  G roup 1 

scoring significantly  better than  the o ther tw o groups and G roup 2 sco ring  

significantly  low er than  G roups 1 and 3 except in the  case o f  ro le lim itations 

attribu ted  to  physical problem s. T he psychiatric group appears to  have 

im proved in term s o f  w ell-being  at T im e 2 (see also F igure  7.1).

O n the  H A D  variab les at T im e 2, the  significant d ifferences on anxiety 

betw een  G roup 2 and G roup 3 disappeared. The sam e pattern  appeared  for 

the  purpose, locus o f  control, personal m eaning  and life attitude balance 

variables o f  the LA P-R . The personal m ean ing  index fo r the  psychiatric 

group appears to  have im proved at T im e 2 (see also F igure  7.2).

It appears then tha t at T im e 2 several significant differences on  the  H A D  and 

L A P -R  variab les that w ere  noted  betw een the  psychiatric and geriatric  group 

at T im e 1 have d isappeared  and that the  psychiatric g roup has im proved on 

anxiety, purpose, locus o f  control, personal m ean ing  and life attitude over the
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geria tric  g roup at T im e 2. T he next investigates sign ificant d ifferences in 

G roups on the SF-36, H A D  and L A P -R  variab les over tim e.

7.4 Comparisons on the SF-36, HAD and LAP-R variables across 

time

T ables 7.9 and 7 .10 p resen t the sum m ary descrip tive statistics o f  the  SF-36, 

H A D  and L A P -R  variab les fo r the  th ree com parison  G roups across tim e. The 

m eans o f  the  variab les o f  in terest ob tained  at T im e 2 w ere  subtracted  from  

T im e 1. A  negative score on  the  SF-36 variab les indicates that the  m ean  score 

o f  T im e 2 on a  particu lar SF-36 variab le  w as h igher than  T im e 1. O n the 

o ther hand, a  negative score on the H A D  and L A P -R  variab les ind icate  that 

the  participants scored h igher on these  variab les at T im e 2 as com pared  to  

T im e 1 ; for the  L A P -R  th is indicates im provem ent w hile  fo r the  H A D  it 

ind icates deterioration.

Pairw ise  com parisons, using  T ukey’s, indicate that G roups 1 and 2 d iffer 

significantly  on w ell-being  (p < 0 5 ) , m ental health  (p < 0 0 5 ) , coherence, 

(p < 0 0 5 ) , death  acceptance (p < 0 0 5 ), personal m e a n in g (p < 0 1 )  and life 

attitude balance (p < 0 1 ). G roup 1 and G roup 3 d iffer significantly  in term s o f  

coherence, (p < 0 0 5 ) , goal seeking (p < 0 1 ) , personal m ean ing  (p < 0 1 )  and life 

attitude balance (p < 0 1 ). N o  significant pairw ise  d ifferences w ere  found 

betw een  G roups 1 and 3.

In  sum m ary, the  psychiatric group has dem onstrated  significant d ifferential 

im provem ent in w ell-being  (see F igure  7.1), m ental health , coherence, death 

acceptance, personal m eaning  (see F igure  7.2) and  life attitude over the 

com m unity  com parison group. D ifferential im provem ent o f  the  psychiatric
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group  over the geria tric  g roup  w as observed  in coherence, goal seeking, 

personal m ean ing  and life attitude.
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Table 7.9. Difference means, standard deviations o f SF-36 health attributes and health concepts and one-way ANOVA for independent samples for the three 
comparison Groups (N=150)

Group 1 Group 2 Group 3 One-Way
ANOVA

Tukey’s B

¡¡ ¡S te a llll Min i i l l i i i l : sd Min i l l i i s l : sd Min Max F Ratio F P rob G1
vs
G2

G1
vs
G3

G2
vs
G3

¡ i l l l i l l T l .32 3.68 -1 1 11 -1.61 6.19 -27 13 - 1.2 3.5 -27 13 2.35 .09
PhysFun .56 2.28 -3 12 -.32 4.08 -27 7 -.4773 2.59 -9 6 1.31 .27
SocFun .0 1.5 -6 5 -.59 1.56 -4 3 : -.5 1.42 -4 2 2.16 .12

RlatPp -.06 1.75 -6 4 -.36 1.7 -4 6 -.204 .7 -3 1 .49 .62
RlatEp -.18 :> .9 -3 2 -.34 1.43 -3 3 - .0 2 2 .07 -2 2 1.01 .36

WBEING .5 4 « 4.35 -7 2 2 -2.32(2) 7.28 -16 15 -1.23® 3.52 -9 8 3.55 .03 *

MentalH .4 « 2.75 -6 12

"c-J001 4.59 -13 7 -.84® 2.25 -6 4 5.3 .006
Ener/Fat .1 2 2.08 -3 9 -.5 : 3.4 -8 9 -.38 2.32 -8 5 .74 .47

Pain .02 1.15 -5 2 .0 .83 -2 2 .0 .96 -3 2 .07 .99
GENERH .29 2.64 -7 6.4 -.29 2.58 -1 0 5 -.063 1.58 -4 3 .74 .48

Key: Min=Minimum raw score, Max-Maximum, raw score.
Gl=Com m unity group, G2=Psychiatricgroup, G 3=G ehatric Group.
The numbers superscipted in parentheses to the means indicate their rank order from  lower to higher.
The last column indicates significant pairwise mean differences using Tukey's B, * p<.05.
FUNSTAT=Functional Status, PhysFun=Physical Functioning, SocFun=Social Functioning, RlatPp=Role Limitations Attributed to Physical Problems, 
RlatEp =Role Limitations Attributed to Emotional Problems, WBEING=Well Being, MentalH= Mental Health, Ener/Fat=Energy/Fatigue, 
GENERH=General health.
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Table 7.10. Difference means, standard deviations o f HAD depression and anxiety, LAP-R six dimensions and two composite scales and one-way ANOVA  
for independent samples for the three comparison Groups (N= 150)

Group 1 Grou i 2 Group 3 One-W ay ANOVA Tukey’s B
Mean sd Min Max Mean sd Min Max Mean sd Min F Ratio F P rob G1

vs
G2

G1
vs
G3

G2
vs
G3

Anx .76 1.8 -5 5 1.22 2.42 -5 7 .2 0 2 .2 -3 5 2.53 .08
Depress -.06 1.28 -4 3 .0682 1.48 -3 5 -.34 1.83 -6 3 .82 .44

PU -.84 4.53 -1 0 12 -2.52 6.3 -16 13 -.204 4.15 -11 7 2.48 .09
CO 0 .8 (2) 5.17 -1 1  ■ 19 : -2.7(1) 5.54 -15 14 .38® 3.79 -8 1151 5.39 .005 * *

LC -1.3 5.74 -13 13 -2 .0 2 5.47 -16 17 .54 4.4 -1 0 12 2.78 .066
DA ,82(3) 6.33 -1 2 18 -3.6(1) 6.52 -24 14 -1.16® 5.3 -15 10 6.15 .0 0 2 *

EV - .2 5.4 -15 12 .5 6.63 -1 2 23 -.864 5.07 -.9 15 .62 . .54
I t i G i f l l -,4(1) 5.6 -13 11 -1.5(2) 4.7 -9 13 1.57® 5.33 -15 13 3.9 .023 *

PMI -,612(2) 8.7 -16 31 -5.23® 1 0 .8 6 -28 2 0 .182® 6.81 -16 12 4.75 .01 *

LABI -.449® 16.55 -35 45 -9.84(1) 20.72 -62 29 1.16® 14.1 -35 30 4.08 .0 2 * *

Key: M in=Minimum raw score, M ax =Maximum raw score.
G l=C om m unity group, G2=Psychiatric group, G3 ^Geriatric Group.
The numbers superscipted in parentheses to the means indicate their rank order from  lower to higher.
The last column indicates significant pairwise mean differences between the Groups.
ANX=Arvciety, Depress =Depression, PU=Purpose, CO=Coherence, LC=Life Control, DA^Death Acceptance, EV=Existential Vacuum, 
GS=Goal Seeking, PMl=Personal Meaning Index, LABI=Life Attitude Balance Index.
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7.5 Relationships between main variables

Study 2 also aim s to  investigate the  patterns o f  associations betw een  the 

variab les o f  in terest and m ost specifically  the  relationships o f  w ell-being  

(including  m ental health) and personal m eaning  (including  life attitude) for 

each  G roup at T im e 1 and T im e 2 .

7.5.1 Relationships o f personal meaning-well-being and their co­

variates between Groups at Time 1 and 2

T ables 7.11 to  7.13 p resen t the  correlation co-efficients be tw een  the  SF-36, 

H A D , PM I and L A B I variab les a t T im es 1 and 2. T he in tercorrelations 

betw een  the variab les at T im e 1 are presented  above the  d iagonal and at T im e 

2 below  the d iagonal in all the  tables.

O f  particu lar in terest are the  relationships betw een: a) personal m eaning-w ell 

being, b) personal m eaning-m ental health , c) life attitude balance-w ell-being  

and d) life attitude-m ental are. The shaded cells in T ables 7 .12 to  7 .16 

indicate the  sign ificant associations as these w ere  calculated  using  P e a rso n ’s 

p roduct correlation co-efficient. It is im portant here  to note, fo r once m ore, 

tha t m ental health  is a  com ponent o f  w ell-being  (see also T able  4.1).

C oncern ing  G roup 1 at T im e 1, personal m eaning  is positively and 

significantly  correlated  w ith  w ell being  (r= .32, p< .05) and m ental health  

(r= .32, p < 0 5 ). L ife  attitude is also found to  correlate  positively and 

significantly  w ith  w ell-being  (r= .57, p < 0 0 1 )  and m ental health  (r= .66, 

p < 0 0 1 ). A t T im e 2 personal m eaning  is still found to  correlate  significantly  

w ith  w ell being  (r= .41, p< .01) and m ental health  (r= .34, p < 0 5 ) . L ife  attitude

2 For the overall correlation matrices see Appendices 21-31.
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w as also significantly  correlated  w ith  w ell-being  (r= .57, p < 0 0 1 )  and m ental 

health  (r= .59, p < 0 0 1 ).

In  G roup 2 at T im e 1, personal m eaning  is strongly and significantly  

correlated  w ith  w ell being  ( r= 6 9 , p < 0 0 1 )  and m ental health  (r= .68, p < 0 0 1 ). 

L ife  attitude is also correlated  w ith  the  sam e variab les respectively  (r= .48, 

p < 0 0 1 ; r= .55, p < 0 0 1 ). A t T im e 2 personal m ean ing  is significantly  

correlated  w ith  w ell being  (r=  .58, p < 0 0 1 )  and w ith  m ental health  than  T im e 

1 (r= .6, p< .001). L ife  attitude is found to  be  positively and  significantly  

correlated  w ith  w ell-being  (r= .38, p< .01) and m ental health  (r= .51, p < 0 0 1 ). 

G enerally, the  sign ificant results on the  .01 significance level and  below  

rep licate  across tim e  fo r the  psychiatric com parison  G roup fo r the  SF-36, 

H A D  and  L A P -R  variables. O ther strong associations w ith  personal m eaning  

include social function ing  (r= .52, p < 0 0 1 ) , energy fatigue (r= .55, p < 0 0 1 )  and 

general health  a t T im e 1 and T im e 2 (r= .45, p < 0 1 ;  r= .42, p < 0 1 ;  r= .45, 

p < 0 1 )  respectively. It is interesting to  no te  tha t personal m ean ing  at T im e 2 is 

negatively correla ted  w ith  depression  (r= .30, p < 0 5 )  w hich  w as n o t the  case 

at T im e 1 (r=-. 11, p>.05).

L ooking  at G roup 3 at T im e 1 personal m ean ing  is m oderately  and 

significantly  correlated  w ith  w ell being  (r= .6, p < 0 0 1 )  and m ental health  

(r= .55, p < 0 0 1 )  w h ilst life attitude is positively correlated  w ith  the  sam e 

variab les respectively  (r= .59, p < 0 0 1 ; r= ,6, p < 0 0 1 ). A t T im e 2, personal 

m ean ing  is still significantly  correlated  w ith  w ell being (r= .63, p < 0 0 1 )  and 

m ental health  (r= .47, p < 0 0 1 ). L ife attitude w as also  positively and 

significantly  correlated  w ith  w ell-being  (r= ,47, p < 0 0 1 )  and  m ental health  

(r= .51, p < 0 0 1 ). In  G roup 3 the  strongest associations in personal m eaning
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are  no ted  w ith  energy/fatigue at T im e 1 (r= .56, p < 0 0 1 )  and T im e 2 (r= .65,

p < 0 0 1 ).
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Table 7.11. Intercorrelations o f SF-36, HAD, PMI and LABI scores for the community comparison group at Time 1 and Time 2

1 2 3 4 5 6 7 8 9 10 11 12 13 14

1 F U N S T A T .8 7 2 4 * * * .8013*** .7107*** .52 1 9 * * * .6 6 5 7 * * * .6 1 3 6 * * * .6137*** .0290 .4 8 0 8 * * * -.4 2 6 2 * * .1198 .2053 .3545*

2 P h y sF u n .9 4 5 9 * * *  : .49 6 8 * * * .3541* .1649 .4 3 0 9 * * . .3052* .47 4 5 * * * .1313 .4 3 8 0 * * * -.3 3 5 3 * .11 6 8 .0895 .16 7 9

3 S ocF un .7 1 1 1 * * * .5 1 6 8 * * * .6561*** .561 0 * * * .6 1 1 9 * * * .6 5 4 1 * * * .517 9 * * * -.2 2 3 9 .3077* -.4 0 0 6 * * .2 4 0 8 .25 1 6 .4 3 1 8 * *

4 R la tP p .6 5 3 8 * * * .4 5 7 9 * * .4 6 8 5 * *  S 5 951*** .6 1 0 3 * * * .6 2 7 2 * * * .4915*** .0274 .4002* -.2 5 6 9 -.0251 .1845 .3031*

5  R la tE p .3149* .19 5 8 .2742 .1487 6 7 5 1 * * * 7 7 8 7 * * * .4656** -.0 4 2 0 .2019 -.3 7 0 7 * * -.0 7 1 2 .3026* 4 9 1 7 * * *

6 W B E IN G .7 6 2 4 * * * .6 6 4 0 * * * .6 6 6 8 *** .5078*** .3869** 9 0 7 9 * * * .9103*** .1700 .5 6 8 8 * * * -.5 6 6 6 * * * -.0 1 1 5 .3265* ¡ 1 1 1 : 1 1 1 1 1 1 1

7 M e n ta l .5 6 4 1 * * * .4 6 7 8 * * .588 9 * * * .3256* .3667** .8 9 7 2 * * * .6717*** -.0261 .4175** -.5 6 9 6 * * * .0278 i i i i i i i i

8 E nergyF .7 9 4 6 * * * .7 1 8 8 * * * .6 1 0 8 * * * .5466*** .3471* .9 0 8 9 * * * .6 5 4 1 * * * .1482 .6 2 8 7 * * * -.4 7 5 2 * * * -.0381 .2223 .3853**

9 P a in .3 0 2 9 * .2625 .1693 .3610** .0139 .21 9 5 -.0 3 9 5 .2314 .0852 -.0 0 1 4 -.0701 .2570 .0431

10 G E N E R .6 6 9 6 * * * .5 9 6 7 * * * .5 4 9 9 * * * .50 8 8 * * * .2173 .6 9 0 3 * * * .5 0 4 6 * * * .7113*** 4 4 9 9 *** -.2 3 5 4 .0 2 4 6  ’ .0 1 1 1 .2085

11 A N X - .1 3 1 6 -.0 6 3 5 -.2 9 8 7 * -.0 0 4 3 -.2 4 0 0 -.4 0 7 1 * * -.3 8 1 6 * * -.3 7 4 4 * * .0035 -.2 5 0 8 -.1 5 0 6 - .1 1 2 2 - .4 8 1 0 * * *

12 D E P R E S .05 0 4 .0 7 5 6 .0 6 3 9 .05 9 0 -.3 6 6 5 * * -.0 3 0 0 .0561 -.1055 -.0681 -.1 3 4 6 .2790* .0704 .0183

13 P M I .2 3 4 7 .18 1 3 .2 1 9 7 .2 1 0 7 .14 4 9 .4 1 8 2 * * .3 4 7 0 * .4111** .0950 .2461 -.2 9 5 5 * -.0 3 4 4 { .7 3 3 5 * * *

14 L A B I .2 8 6 7 * .2 2 0 9 .3 5 1 6 * .2133 .07 5 0 .5 9 4 3 * * * .475 7 * * * -.0 3 8 8 .3 4 8 7 * * -.4 5 8 9 * * * -.0 3 9 6 .78 1 2 * * *

*p<.05; **p<.01; ***p<001
Results fo r Time 1 are given above the diagonal, and fo r Time 2 below the diagonal.
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Table 7.12. Intercorrelations o f SF-36, HAD, PMI and LABI scores for the psychiatric comparison group at Time 1 and Time 2

1 2 3 4 ..... ... ‘ 5 6 ..... - ■ ■■ 7 8 9 - 10 11 12 13 14

1 F U N S T A T .97 0 2 * * * .74 0 3 * * * .7 2 4 2 * * * .3292* .6 4 0 4 * * * .47 9 6 * * * .715 6 * * * -.0 8 9 9 .5 9 1 5 * * * -.2661 -.2 8 3 9 * .4 3 0 7 * * .2 1 8 9

2 P h y sF u n .9 5 6 2 * * *  i .6163*** .670 5 * * * .2623 .5 9 3 6 * * * .4076** .695 7 * * * -.0 4 6 7 .4 9 6 2 * * * -.2 3 2 3 -.2 2 1 4 .3 4 6 0 * * .09 3 8

3 S o cF u n .781 8 * * * .607 9 * * * .2842* .14 7 0 .6 9 4 3 * * * .64 2 2 * * * .64 2 6 * * * -.0 8 8 3 .6 7 0 1 * * * -.3 2 5 4 * -.3 8 4 2 * * .5 2 8 4 * * * .4 5 7 2 * * *

4 R la tP p .7 9 2 2 * * * : .6793*** .6 3 4 6 * * *  | .2084 .1 8 0 9 .0607 .3026* -.1 2 1 8 .3 3 3 4 * * -.0 2 1 9 -.1 5 7 3 .1 3 2 6 .0 3 7 0  •

5  R la tE p .3567** .2068 .3399* .1775 .3 7 5 7 * * .3519* .3650** -.1541 .2821* -.2 8 0 3 * -.0 5 9 9 .4 5 8 8 * * * .3 3 9 4 * *

6 W E E IN G .6 7 3 4 * * * .521 2 * * * .79 1 6 * * * .5 2 7 5 * * * .4 7 8 4 * * * .897 3 * * * .90 2 8 * * * .1259 .6 2 1 8 * * * -.2 7 4 8 -.1 7 8 2 .6 9 6 5 * * * .4 8 0 9 * * *

7  M e n ta l .5 5 8 6 * * * .4 0 5 5 * * .69 8 1 * * * .3 6 8 4 * * .5 8 4 4 * * * .9 0 9 3 * * * .638 8 * * * -.0 7 3 3 .5 5 4 9 * * * -.2 9 9 5 * -.2 6 0 4 .6 8 9 1 * * * .5 5 0 9 * * *

8 E n erg y F .6 3 9 0 * * * .5 1 4 0 * * * .72 8 5 * * * .5 7 4 5 * * * .2665 .8 8 3 1 * * * .6 2 3 1 * * * .1105 .5 8 1 0 * * * -.2 7 1 7 -.1 1 4 8 .5 5 1 5 * * * .2928*

9 P a in - .0 2 2 5 .0394 ! - .1 5 4 7 .0034 -.1 4 2 5 -.1 6 1 5 -.2 2 6 6 -.2 3 6 0 .0 0 0 2 .3550* .2 7 7 7 .1280 .1 2 2 1

10 G E N E R H .6 7 3 6 * * * .5 9 1 0 * * * .6 9 2 3 * * * .5 1 1 7 * * * .3 7 6 3 * * .6 1 9 8 * * * .5 1 2 8 * * * .619 7 * * * -.2 0 2 9 -.2662 -.0 9 3 3 .6 3 4 0 * * * .5 0 9 1 * * *

11 A N X - .2 9 3 5 -.2 5 2 3 -.2 4 8 3 -.1 6 9 3 -.3 3 8 5 * -.3 9 3 6 * * -.4 2 9 2 * * -.3 4 1 0 * .4554** -.2 1 7 4 1 -.0 6 4 7 -.2 6 1 3 -.3 0 0 7 *

12 D E P R E S - .3 9 8 4 * * -.3 3 8 1 * -.4 2 4 9 * * -.2 9 0 9 - .2 1 6 7 -.2 8 1 6 -.3 9 7 0 * * -.1 0 7 5 .13 7 6 -.2431 .0462 -.1 1 3 3 -.1 4 7 3

13 P M I .3341* .24 2 6 .4 5 3 1 * * .1655 .3 5 9 8 * * .5 8 2 1 * * * .6 0 4 8 * * * .4247** -.0 7 1 4 .4 5 3 3 * * - .2 5 2 7 -.2 9 9 4 * .8 3 5 5 * * *

14 L A B I .1485 .0539 .2843 -.0 5 9 5 .52 9 6 * * * .3 8 9 7 * * .51 3 3 * * * .16 8 4 -.0 7 9 9 .3139* -.2 7 8 3 -.2 0 8 5 .8 3 9 9 * * *

*p<05; **p<.01; ***p<.001
Results fo r Time 1 are given above the diagonal, and fo r  Time 2 below the diagonal.
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Table 7.13. Intcrcorrelations o f SF-36, HAD, PMI and LABI scores for the geriatric comparison group at Time 1 and Time 2

1 2 3 4 5 6 7 8 9 10 11 12 13 14

1 F U N S T A T .8 8 8 9 * * * .6843*** 4 9 1 5 * * * .2929* .4 7 0 6 * * * .3 3 6 0 * .4975*** .15 0 0 .4 4 9 3 * * * -.3 4 3 9 * .0953 .0473 .01 7 4

2 P h y sF u n .8 8 6 4 * * *  ! .3407** .2485 -.0 3 0 7 .19 0 4 .0381 .2916* .2589 .2433 -.1 4 1 7 .1369 -.0 8 9 1 -.1 7 5 4

3 S o cF u n .7 6 0 6 * * * .4 5 2 0 * *  ; .3 9 8 8 * * .3 6 1 7 * * .5 5 9 6 * * * .4 9 3 3 * * *  ' .569 9 * * * -.2 5 0 5 .6 2 4 4 * * * -.4 6 5 6 * * * - .0 3 1 7 .20 9 9 .2 6 6 4

4 R la tP p .5 5 0 2 * * * .2666 .493 9 * * * .25 5 8 .3 6 7 7 * * .3 3 6 2 *  . .2902* .0805 .1 3 5 9 -.1 3 6 7 .1013 .07 4 9 .0 9 4 4

5 R la tE p .3413* .0258 .3743* .2525 .60 7 5 * * * .6 3 8 6 * * * .3577* .1309 .3 1 1 8 * -.4 3 4 9 * * -.0 7 0 6 .2302 .3185*

6 W B E IN G .4 7 4 3 * * * .1 7 2 2 .62 6 2 * * * .3923 .5 9 7 0 * * * .9 2 0 0 * * * .8431*** - .0 1 0 2 .6 0 4 8 * * * -.5 3 7 0 * * *  : - .1 7 2 5 I p o l f l l l .5 9 4 1 * * *

7  M e n ta l .3 7 9 9 * * .0 8 6 4 .5 0 2 5 * * * .3366* .6 6 7 1 * * * .9 2 0 7 * * * .5895*** -.1 5 6 2 .5 2 6 0 * * * -.5 3 2 9 * * * -.1421 .5 5 3 9 * * * i l l l l l l l i

8 E n erg y F .4 9 2 4 * * * .2 7 2 7 ? .6 5 0 4 * * * .3 6 5 0 * .2734 .7 8 4 4 * * * .5 0 0 2 * * * -.0 6 3 7 .5 9 7 4 * * * -.4 2 7 0 * * -.1 9 4 0 .5 5 9 8 * * * .4 7 7 5 * * *

9 P a in - .1 0 2 8 -.0 7 9 5 -.1431 -.0 6 1 2 .0339 .0214 -.0 7 3 3 -.0 8 7 5 -.1 6 3 5 . 1 2 1 2 .0914 -.2 1 0 6 -.2 1 2 9

1 0  G E N E R H .3 7 1 0 * * .1 1 4 9 .5 6 0 1 * * * .3544 .3 7 8 1 * * .7 3 4 2 * * * .6 2 4 9 * * * .67 9 3 * * * -.0 6 7 4 -.4 4 7 1 * * * -.2 4 5 0 .4 3 1 8 * * .4 4 8 6 * * *

11  A S X -.4 5 7 3 * * -.2 1 3 7 -.5402*** -  4 2 4 9 * * -.4 3 9 4 -.6 4 9 9 * * * -.5 9 2 0 * * * -.5 2 6 8 * * * .0128 -.5 8 0 7 * * * .1775 -.2 5 3 8 -.4 1 7 7 * *

1 2  D E P R E S .1 2 0 0 .1175 .1293 -.1151 .1164 -.0 3 3 8 -.0 7 9 3 .0689 -.0 6 9 9 -.0 6 1 7 -.0 8 3 4  \ -.1661 - .1 1 2 1

13  P M I .0624 -.0 9 1 7 .23 2 4 .1362 .2064 .63 9 5 * * * .47 4 8 * * * .654 7 * * * .13 5 4 .5 2 3 9 * * * : - .2 0 0 1 - .0 6 6 7 .8 4 6 3 * * *

1 4  L A B I .05 1 4 -.1 4 2 7 .2 2 5 2 .22 7 9 .2609 .6 2 4 5 * * * .5 1 3 9 * * * .564 7 * * * .1364 .5 3 6 3 * * * -.2 5 0 7 - .0 9 8 0  . .8 8 2 5 * * *

*p<.05; **p<.01; ***p<.001
Results fo r Time 1 are given above the diagonal, and fo r  Time 2 below the diagonal.
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Figure 7.3 p resents graphically  the  relationship  o f  personal m ean ing  and 

w ell-being  (r= .68, p < 0 0 1 )  at T im e 1 fo r the th ree  com parison G roups. G roup 

1 (in  red colour) show s the strongest positive associations betw een  personal 

m ean ing  and w ell-being  scores (r= .35, p < 0 5 ) , G roup 3 show s m oderate 

associations (r= .47, p < 0 0 1 )  and G roup 2 (in green colour) show s the  w eakest 

a sso c ia tio n s(r= .6 , p < 0 0 1 ).
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Figure 7.3. Scatterplot of personal meaning and psychological well-being for Groups 
1, 2 and 3 at Time 1 (N=150)
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7.6 Prediction o f PMI and LABI from SF-36 and HAD variables 

between and within Groups at Time 1 and Time 2

Stepw ise m ultiple linear regression analysis w as applied to  the data in order to 

investigate w ell-being variables that predict either personal m eaning or life 

attitude. The selected pools o f  variables w ere employed in the analysis based on 

the subscales o f  the measures. The first pool o f  variables, in order to predict PM I, 

w as consisting o f  the health concepts o f  the SF-36 and the H A D  subscales. The 

second pool o f  variables, in order to predict LA BI, w as consisting from  the m ajor 

health attributes o f  the SF-36 and the H A D  subscales. The regression analyses 

predicting PM I, and then LABI, are presented in the follow ing order: a) G roup 1, 

T im e 1 and Tim e 2, b) G roup 2, Tim e 1 and Tim e 2, G roup 3, T im e 1 and Tim e 

2.

7.6.1 Group 1, Time 1 and Time 2

Stepw ise m ultiple regression analysis w as applied to the data obtained from  

G roup 1 in order to predict: la )  PM I at T im e 1 from  physical functioning, social 

functioning, role limitations attributed to emotional problem s, role limitations 

attributed to physical problem s, mental health, energy/fatigue, pain, depression 

and anxiety, lb )  PM I at T im e 2 from  physical functioning, social functioning, 

role limitations attributed to emotional problem s, role limitations attributed to 

physical problem s, m ental health, energy/fatigue, pain, depression and anxiety at 

T im e 2; 2a) life attitude balance at T im e 1 from  functional status, well-being, 

general health, depression and anxiety and finally 2b) life attitude balance at Tim e 

2 from  functional status, well-being, general health, depression and anxiety.

A t Tim e 1, the best predictor o f  personal m eaning (see Table 7 .14a) w as mental 

health, explaining a  significant 8 percent o f  its variance, whilst at T im e 2 the best 

predictor o f  personal m eaning w as energy/fatigue explaining a  significant 15
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percent o f  PM I variance. M ental health and energy/fatigue are both health 

concepts o f  the well-being m ajor health attribute o f  the SF-3 6.

Table 7.14a. Stepwise multiple regression summary with SF-36 health concepts and 
HAD as predictors and PMI as dependent variable at Time 1 and Time 2 for Group 1
Group 1, Time 1________ _____________________ - ______ _______________

Dependent Predictors Adjusted R2 B SEB Beta T SigT
PMI Mental Health .087 1.11 .47 .32 2.36 .0224

F(i,47) ~  5.57, p<.05

Group 1, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T * SigT
PMI Energy/Fatigue .15 1.69 .54 .41 3.12 .003

F(i,48) = 9.76, p<.005

A t Tim e 1 the best predictor o f  life attitude balance (see Table 7.14b) w as w ell­

being, explaining a  significant 32 percent o f  its variance. The pattern has not 

changed at Tim e 2 as the best predictor o f  LA B I w as found to be w ell-being 

explaining a  significant 31 percent o f  LA B I variance.

Table 7.14b. Stepwise multiple regression summary with SF-36 major health 
attributes and HAD as predictors and LABI as dependent variable at Time 1 and Time 2 
for Group 1
Group 1, Time 1_______ _________ ________________________ __________________

Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI Well-Being .32 2.06 .42 .57 4.87 .0000

F0>47) = 23.72, pc.0001

Group 1, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI Well-Being .31 2.45 .51 .57 4.81 .0000

F(M7) = 23.22, pc.0001

7.6.2 Group 2, Time 1 and Time 2

The sam e procedures as in Group 1 w ere employed in order to predict PM I and 

LA B I for G roup 2, at Tim es 1 and 2. Firstly, the prediction o f  PM I is presented
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for G roup 2 at Tim e 1. A t Tim e 1 the first step in the analysis (Table 7.15a) 

involved the inclusion o f  the variable m ental health alone as the best predictor o f  

PM I. The adjusted R  square statistic indicated that m ental health can predict 46 

percent o f  the variance in the dependent variable. O n the next step the variable 

role limitations attributed to emotional problem s w as included in the regression 

equation; its addition caused a  significant increase in the explained variance o f  4 

percent, causing the total to rise to 50 percent. The final step o f  the regression 

analysis involved the inclusion o f  the variable pain. Its addition caused a  

significant increase in the explained variance o f  4  percent, causing the total to rise 

to 54 percent.

Table 7.15a. Stepwise multiple regression summary with SF-36 health concepts and 
HAD as predictors and PMI as dependent variable at Time 1 and Time 2 for Group 2
Group 2, Time 1________________________________ _____________________

Dependent Predictors Adjusted R2 B SEB Beta T SigT
PMI Mental health .46 2.43 .37 .68 2.3 .0000

RlatEp .50 6.03 2.61 .24 2.3 .0255
Mental health 2.13 .37 .60 5.62 .0000

RlatEp 6.8 2.52 .27 2.68 .0101

Mental health 2.14 .36 .60 5.89 .0000

Pain .54 3.96 1.79 .21 2.21 .0321
F(1i48) = 43.4, pc.0001; F(2,47) = 26.31, pc.0001; F(3,46) = 20.62, pc.0001

Group 2, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T SigT
PMI Mental health .35 1.68 .34 60 4.9 .0000

F(1,47) = 23.72, p<0001

A t Tim e 2, the best predictor o f  PM I w as only m ental health, explaining a  

significant 35 percent o f  PM I variance. W hen regression analysis w as also 

applied to G roup 2 at Tim e 1 order to  predict LA BI, the first step o f  the 

regression analysis (see Table 7 .15b) involved the inclusion o f  the variable 

general health w hich explained 24 percent o f  the variance in LABI.
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Table 7.15b. Stepwise multiple regression summary with SF-36 health concepts and 
HAD as predictors and LABI as dependent variable at Time 1 and Time 2 for Group 2
Group 2, Time 1________ ___________________________________________________

Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI General Health .24 4.6 1.13 .50 4.05 “ .0002

F0 j47)= 16.44, pc.0001

Group 2, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI Well-Being .12 1.18 .44 .38 2.65 .0112

F(i,4i) = 7.06, pc.01

A t Tim e 2, the best predictor o f  LA B I (see Table 7 .15b) w as w ell-being instead 

o f  general health. W ell-being explained a  significant 12 percent o f  LA B I 

variance.

7.6.3 Group 3, Time 1 and Time 2

The sam e statistical regression procedures applied for G roups 1 and 2 w ere also 

applied for G roup 3 in order to  predict PM I and LA B I at T im es 1 and-2. A t T im e 

1 the first step in the regression analysis (Table 7 .16a) involved the inclusion o f  

the variable energy/fatigue alone as the best predictor o f  PMI. The adjusted R  

square statistic indicated that energy/fatigue can predict 29 percent o f  the variance 

in PM I. O n the next and final step, the variable mental health w as included in the 

regression equation; its addition, caused a  significant increase in the explained 

variance o f  7 percent, causing the total to rise to 36 percent.

Table 7.16a. Stepwise multiple regression summary with SF-36 health concepts and 
HAD as predictors and PMI as dependent variable at Time 1 and Time 2 for Group 3
Group 3, Time 1 __________ ____________ ________ ■ ■ ■ ■

Dependent Predictors Adjusted R2 B SEB Beta T SigT
PMI Energy/Fatigue .29 2.46 .52 .55 4.6 .0000

1 Mental health .36 1.02 .42 .34 2.43 .0188
Energy/Fatigue 1.57 .61 .35 2.53- .0146

F(i 48) — 21.9, ÎK.0001; F(2,47)— 15.03, p<.0001
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Group 3, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T SigT
PMI Energy/Fatigue .41 3.18 .56 .65 5.61 .0000

PhysFunc -.96 .37 -.291 -2.56 .0142
Energy/Fatigue .48 3.57 .55 .73 6.44 .000

F(M2) = 31.5, pc.OOOl; FR4i) = 21.11, p<.0001

A t Tim e 2, w hen regression analysis w as applied to G roup 3 in order to predict 

PM I, the first step o f  the regression analysis (see Table 7 .16a) involved the 

inclusion o f  the variable energy/fatigue w hich explained 41 percent o f  PM I 

variance. O n the second step, physical functioning w as included in the regression 

equation raising the predictable variance to 48 percent.

W hen predicting LA B I at Tim e 1 the first step in the analysis (Table 7 .16b), 

involved the inclusion o f  well-being as the best predictor o f  LABI. The adjusted 

R  square statistic indicated that well-being can predict 33 percent o f  the explained 

variance in LABI. O n the next step the variable functional status w as included in 

the regression equation causing the total explained variance to rise to  41 percent.

Table 7.16b. Stepwise multiple regression summary with SF-36 health concepts and 
HAD as predictors and LABI as dependent variable at Time 1 and Time 2 for Group 3
Group 3, Time 1_________________________________________ __________________

Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI Well-Being .33 2 .39 .59 5.11 .0000

FunStat .41 -1.22 .44 -.33 -2.72 .0091
Well-Being 2.54 .41 .75 6.09 .0000

F(1,48) = 26.18, pc.0001; F(2,47) = 18.55, pc.0001

Group 3, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI Well-Being .37 2.41 .47 .62 5.12 .0000

FunStat .44 -1.39 .55 -.32 -2.50 .0165
Well-Being 3.03 .50 .78 5.97- .0000

F(i,4i) = 26.21, p<.0001; F(2,40) = 17.92, pc.0001
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A t Tim e 2 the pattern has not changed for the geriatric group w hen predicting 

LA B I (see Table 7.16b). W ell-being and functional status w ere found to be its 

best predictors as in T im e 1. The adjusted R  square statistic indicated that w ell­

being can predict 37 percent o f  the variance in LABI. O n the next step, the 

variable functional status w as included in the regression equation causing the 

total explained variance to rise to  44 percent.

7.7 Relation o f personal meaning and well-being between and within 

Groups across time

T ables 7 .17a  and 7 .17b  p resen t the  correlation co-efficients o f  the  Change 

scores betw een  T im e 1 and T im e 2 fo r the  th ree com parison  G roups. T able  

7 .18a  p resents the  correlation co-efficien ts fo r the com m unity  com parison  

above the  d iagonal and fo r the  psychiatric g roup below  the  d iagonal. Table 

7 .18b  presents the  correla tion  co-efficients fo r the  geriatric  g roup above the 

d iagonal. C hanges in personal m eaning  or life attitude w ere  found  n o t to  

correla te  significantly  w ith  changes in m ental health  o r w ell be ing  changes 

fo r any o f  the  G roups.

In  the  geriatric  g roup though  changes in  PM I w ere  found to  correlate  

significantly  w ith  changes in  role lim itations attributed to  physical problem s 

(r= .32, p<.05). C hanges in L A B I w ere  found to  correlate  significantly  w ith  

changes in general health  (r= .38, p<  01) and changes in general health  w ere  

found to  correlate  significantly  w ith  anxiety (r=-.43, p < 0 1 ).
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Table 7.17a. Intercorrelations o f  SF-36, HAD, PMI and LABI scores for the community and psychiatric comparison group across time

1 2 3 4 5 6 7 8 9 10 11 12 13 14

1 F U N S T A T .5 2 3 3 * * * .61 3 8 * * * .6 4 7 2 * * * .4813*** .0 9 6 0 .2714 -.2 5 3 3 .1 7 1 7 -.1 4 8 0 .2965 .09 9 0 -.0 5 1 6 .0 0 1 1

2 P hy sF u n .8 8 3 4 * * * -.0 7 7 4 -.1695 .0601 .2583 .3 8 2 5 * * -.0 2 3 0 .1041 -.1 3 8 3 .1331 -.0 3 7 0 -.1 2 4 4 .1 0 5 5  .

3 S ocF un .2963 .05 5 0 .48 1 4 * * * .1064 -.3 6 0 2 * * - .2 0 3 2 -.4 1 9 8 * * -.1 1 8 3 -.0 8 7 4 -.1065 .3 7 1 2 * * -.0 5 8 6 .0 0 1 7

4 R la tP p .5 1 5 4 * * * .1850 .1 1 0 1 .3304** .0 0 4 3  ' .04 3 2 -.1 8 2 8 .24 3 0 .0541 .4 5 6 5 * * * -.0 3 7 9 .1 5 5 7 -.0 3 8 6

J R la tE p A211** .1871 -.1 2 3 7 .3020* .3291* .3 9 4 3 * * .07 7 6 .1617 - .2 2 1 1 .1632 -.0 4 5 0 -.1 0 1 9 -.1 9 1 9

6 W B E 1 N G .2 9 5 9 .1 2 0 8 .4 2 3 5 * * .04 5 0 .3604** .8 5 6 1 * * * .7589*** .3646** .2424 .19 0 0 -.2 3 1 6 -.1 2 8 5 .0981

7  M e n ta l .2 5 2 2 . 1 2 2 0 .3599* -.0 5 1 0 .3502* .9 2 8 4 * * * .4135** .10 0 6 .1263 .15 6 8 -.1 8 3 9 -.2 1 0 4 .1 0 1 1

8 E n erg y F .2 8 0 6 .0 7 4 2 . .4 4 8 2 * * .1573 .2901 .8 8 4 4 * * * .6 6 9 5 * * * .0758 .24 5 8 .13 9 6 -.1 7 3 3 -.0 9 2 9 .04 1 2

9 P a in .0 5 4 0 .0 8 1 2 -.1071 .0328 .0390 .0 2 3 0 -.1 2 1 4 -.0 3 2 8 .1851 .0914 -.1 2 3 4 .1846 .0546

1 0 G E N E R H .2 5 1 8 .2 8 1 0 .3493* -.1 2 0 9 .1272 .2629 .2 5 6 6 .2561 -.1 4 6 6 i .0904 -.2 0 4 8 .1801 .0983

11 A N X -.3 8 1 7 * -.2 9 3 9 -.2 1 6 2 -.1 3 7 8 -.2 6 6 2 -.3 7 7 5 * - .2 6 1 6 -.4 9 2 9 * * * .1496 -.4 1 1 1 * * -.2 6 3 7 -.0 4 0 2 -.1 1 5 8

12 D E P R E S - . 2 0 0 2 - .2741 -.0 3 2 4 -.0 0 8 4 .0989 -.0 7 3 3 - .0 9 0 7 -.0 6 2 3 .1125 .0882 -.0 3 6 8 j - .1 5 3 0 -.1 9 6 3

13 P M I - .2 1 3 5 -.3 5 2 1 * .24 0 4  : - .0 8 2 7 .0938 .2519 .2858 .1774 -.0 9 4 9 .1 1 3 2 . 0 0 0 2 .0284 .64 8 9

14 L A B I - .2 0 7 3 -.3 6 8 5 * .26 2 7 - .0 3 0 7 .0898 .1851 .2605 .07 6 9 -.1 3 0 3 .0 3 1 6 -.0 6 1 0 .1493 .8 6 2 8 * * *

*p<.05; **p<.01; *** p<.001
Results for the community group are given above the diagonal and for the psychiatric group below the diagonal.
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Table 7.17b. Intercorrelations o f SF-36, HAD, PMI and LABI scores for the geriatric comparison group across time

1 2 3 4 5 6 7 8 9 10 11 12 13 14

1 F U N S T A T §j .8585*** .62 2 2 * * * .3417* .2259 .2469 .11 3 7 .3294* -.1581 .1395 -.1 8 7 7 .0831 .0425 .1 0 2 6

2  P hy sF u n |  .2239 .0985 .04 5 2 .2 0 2 1 , - .0 3 8 7 .3584** -.0 3 7 2 .1480 -.0 0 7 0 .0728 -.1 6 0 9 -.0241

3  S ocF un .2214 .0351 .1069 .1350 .15 1 2 -.2 8 8 2 -.0 4 7 6 -.2 1 9 7 .1743 .2663 .2404

4  R la tP p -.1 0 4 6 .0561 .1543 .0217 -.2 0 6 2 .2273 -.3 8 0 0 * -.0 5 5 6 .3 2 9 1 * .14 9 0

5 R la tE p .2156 .2847 -.0055 .1381 .01 9 7 -.0 8 7 9 -.1 5 1 8 -.0 6 2 6 -.0291

6  W B E IN G .6776*** .7371*** .2948 .0836 -.2 6 8 0 .0166 . " .09 4 9 .1354

7 M e n ta l .0835 -.0 5 3 8 .1330 -.2621 .12 7 0 .1 4 2 8 .1749

8  E nergyF .0830 .0223 -.1 4 3 7 -.0 0 4 3 .0 9 5 6 .1049

P P a in - .0 5 8 0 - .0 2 2 0 -.2241 -.2 1 5 9 -.1 9 7 9

1 0  G E N E R H -.4 2 9 5 * * .03 9 0 .27 0 8 i l i l i l i i

11  A N X .2089 -.2 2 9 6 -.3 7 2 0 *

12  D E E R E S - .1 5 3 5 -.2 5 3 7

13  P M I .790 0 * * *

1 4  L A B I

*p<.05; **p<.01; * * * p<.001
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7.7.1 Prediction o f PMI and LABI changes between and within Groups 

across time

N o variables entered the regression equation w hen  changes in personal 

m ean ing  and changes in life attitude across tim e w ere  chosen  as outcom e 

variab les fo r G roup 1.

In the  psychiatric g roup though changes in physical function ing  (see T able  

7 .1 8a) explained  10 percen t o f  the variance in changes in PM I. T he addition  

o f  changes in  m ental health , on the  second step o f  the  regression , caused a  

significant increase in the predicted variance o f  9 percent.

Table 7.18a. Regression summaries with SF-36 and HAD changes as predictor 
variables and Personal meaning index changes as dependent variable in Group 2

Group 2 _____________________ ______ ____________

Dependent Predictors Adjusted R2 B SEB Beta T SigT

change PMI PhysFunct .10 -.79 .32 -.35 -2.43 .0191

PhysFunct -88 .31 -.39 -2.85 .0068

Mental Health .19 .78 .32 .33 2.42 .0199
F(1,4,) = 5.94, p<.05; F(2>41) = 6.24, p<005

N o variables entered the regression equation w hen  changes in life attitude 

across tim e w ere  chosen  as outcom e variable fo r G roup 2. Inspection  o f  a  

scatterpgraph  p lo tted  w ith  changes o f  physical function ing  and  changes in 

m ental health  revealed the  appearance o f  an outlier (see F igure  7.4).
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Figure 7.4. Scatterplot of changes in mental and physical health in Group 2 (N=41)

T he data  w ere  checked in order to establish that the outlier score w as com ing 

from  a  real person. T he  sam e regression analysis presented  in T ab le  20  w as 

applied  again to  the data  o f  the psychiatric  group leaving the data  from  this 

person out and thus reducing  the psychiatric  sam ple to 49. T h is  tim e the best 

p red ictor o f  changes in personal m eaning  w as only m ental health  explain ing 

8 percent o f  the variance in changes in PM I (see T able  7 .18b). N o variables 

entered the regression equation w hen L A B I changes w ere chosen as the 

outcom e variable in G roup 2 w ithout the outlier case.

T a b le  7 .18b. Regression summaries with SF-36 and HAD changes as predictor 
variables and Personal meaning index changes as dependent variable in Group 2 
omotting the outlier case

Group 2

Dependent Predictors Adjusted R2 B SEB Beta T SigT
change PMI Mental Health .10 .71 .32 .32 2.17 .0355

F(m,) = 4.73,P<.05
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In summary, w hen regression analysis w as perform ed on the change scores w ith 

the full sample then the best predictors o f  change in personal m eaning w ere 

physical functioning and m ental health (see Table 7.20). W hen the outlier case 

w as omitted from  the regression analysis then the best predictor o f  change in 

personal m eaning w as found to be change in mental health (see Table 7.20a). The 

changes in physical functioning w ere not shown to be predictors o f  personal 

meaning. The above demonstrate the difference in the outcom e results w hen the 

outlier score is excluded from  the analyses. How ever, there are no justified 

grounds for leaving that person out o f  the analyses so all the analyses are based 

on the full sample. How ever, the appearance o f  the outlier score suggests the 

presence o f  individual cases which do not “fit” the general pattern and w ill lead 

to  Study 3.

In G roup 3 changes in personal m eaning w ere  predicted  from  changes in  ro le 

lim itations attribu ted  to  physical p rob lem s w hich  explained  8 percen t o f  the 

variance in personal m eaning (Table 7.19).

Table 7.19. Regression summaries with SF-36 and HAD changes as predictor variables, 
and PMI changes as dependent variable in Group 3

Group 3 _____________ '' _____________

D ependent Predictors Adjusted R2 B S E B B eta T S ig T

change P M I RlatPp .08 3.19 1.41 .32 2.25 .0292
F(i,42)~ 5.1, p<.05

C hanges in life attitude balance w ere  p red icted  from  changes in  general 

health  w hich  explained 12 percent o f  the LA B I (see Table 7.20).
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Table 7.20. Regression summaries with SF-36 and HAD changes as predictor variables, 
and LABI changes as dependent variable in Group 3

Group 3

D ependent Predictors Adjusted R2 B S E B B eta T S ig T

change L A B I GeneralH .12 3.41 1.27 .38 2.69 .0103

F0 ,41) =  7 .2 4 ,p < 0 1

7.8 Descriptives o f clinically depressed outpatients in Group 2

T he relevance o f  personal m eaning  in psychopathology and depression  has 

been  addressed  repeatedly  in the literature review . In  order to  investigate the 

rela tionship  o f  personal m eaning  to  w ell-being  a  clinically depressed  

outpatients subsam ple w as selected from  the psychiatric group. T he sam e 

regression  statistical p rocedures tha t applied  to  the  th ree  sam ples w ere  also 

applied  to  th is subgroup. Tw enty-six participants from  G roup 2 w ere  

d iagnosed  w ith  clinical depression according to  their records. T he m ean  age 

o f  th is  group w as  74. 5 (sd=5.79, m inage=66, m axage=89).

E igh teen  w ere  fem ales (69.2 per cent) and 8 m ales (30.8 p e r cent) w ith  a  

m ean  age o f  75.5 (sd=5.8) and 72.12 (sd=4.1) respectively. A ll participants 

w ere  retired. T hirteen (50 per cent) w ere  classified in the skilled  m anual and 

non-m anual socio-econom ic category. N ine  (34.6 per cent) w ere  stated to  be 

actively relig ious and 17 (65.4) not.

Ten (38.5 p e r cent) w ere  m arried, 13 w ere  w idow ed  (50 per cent), tw o  w ere  

single (3.8 per cent) and th ree w ere divorced (7.7 percent). Fourteen  (53 per 

cent) w ere  living alone w hilst 6 (23.1 per cent) w ith  spouse and  the 

rem ain ing  participants w ere  living either w ith  a  friend  (3 per cent) o r other. 

Seventeen stated tha t they w ere  able to  go out by them selves (65.4  per cent) 

and 9 that they w ere  no t (34.6 per cent). E ighteen  w ere  able to  self-care (65.2
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per cent) and 8 (30.8 per cent) w ere not. Tw elve respondents stated  that their 

m ain  activities w ere  hom e oriented (46.2 per cent), 8 social (30 per cent), 2 

physical (7 .7) and fou r intellectual (15.2  per cent).

7.8.1 Descriptives on SF-36, HAD and LAP-R at Time 1 and 2

T he m eans and standard  deviations o f  the  SF-36, H A D  and L A P -R  for T im es 

1 and 2 for the  26 clinically  depressed are sum m arised in T able  7.21.

Table 7.21. Descriptives on SF-36, HAD and LAP-R at Time 1 and 2

Time 1 (N=26) Time 2 (N=23) Change scores (N=23)

m e a n sd m e a n sd m e a n sd

FUNSTAT 25 .31 8 .85 2 6 .5 2 9 .20 -1 .0 4 6 .1 8

P h y sF u n 17.38 5 .54 17.26 5 .2 7 .48 2 .9 8

S o cF u n 5 .88 2 .5 2 6 .4 8 2 .5 0 -.7 8 1.54

R la tP p 1.85 1.95 1.96 1.77 -.13 2 .0 1

R la tE p .19 .49 .83 1.23 -.61 1.27

WBEING 2 7 .7 7 8 .28 3 0 .1 7 8.73 -2 .48 7.51

M e n ta l 12 .58 4 .4 6 14.52 5.48 -2 .0 9 4 .9 4

8.81 4 .0 6 9 .26 4 .4 3 -.43 3 .4 7

P a in 6 .3 8 .98 6 .3 9 .94 .04 .8 8

GENERH 12.64 3 .63 12.78 3 .92 -.15 1.80

ANX 12.42 2 .2 5 11.43 2 .5 4 1.17 2 .1 7

DEPRES 9.15 2 .0 9 9 .26 1.36 -.0 9 1.81

PMI 51 .46 18.24 62 .1 3 17.71 -9 .91 10 .9 7

LABI 53 .42 30 .2 6 7 3 .0 0 3 0 .60 -1 9 .4 8 2 2 .8 7

7.8.2 Prediction of PMI and LABI from SF-36 and HAD variables at 

Time 1, Time 2 and across time in the clinically depressed subsample

Stepw ise multiple linear regression analysis w as applied to the data in order 

to investigate well-being variables that predict either personal m eaning or life 

attitude. Tw o same selected pool o f  variables w ere employed in the analysis as in
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G roups 1 to 3 (see section 7.6). Firstly the regression analyses predicting PM I at 

T im e and 2 for the clinically depressed subgroup o f  G roup 2 is presented. Then, 

sum m ary regression analyses are presented for LA B I at Tim es 1 and 2.

T able  7 .22a p resen ts the regression sum m aries w hen  personal m ean ing  w as 

pred icted  from  the  SF-36 variables and H A D  subscales. M ental health  

appears to  be the  best and only pred ictor o f  personal m eaning  in the  g roup  o f  

the  clinical depressed  outpatients explain ing  43 percent o f  the  p red icted  

variance  in PM I at T im e 1. The pattern has not changed at T im e 2. M ental 

health w as the best predictor o f  PM I explaining 39 percent o f  the variance in 

PM I. Personal m eaning, using Pearson’s correlation coefficient, w as found to be 

strongly correlated w ith mental health at T im e 1 (r=.67, p < 0 0 1 , N =26) and Time 

2 (i=.64, p<  001, N =23) respectively.

Table 7.22a. Stepwise multiple regression summary with SF-36 health concepts and 
HAD as predictors and PMI as dependent variable for the clinically depressed subgroup

Dependent Predictors Adjusted R2 B SEB Beta T SigT
PMI Mental Health .43 2.76 .61 .67 4.48 .0002

F(i,24)— 20.1, p<.001

Clinically depressed subsample o f  Group 2, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T SigT
PMI Mental Health .39 2.09 .53 .64 3.89 .0008

F(i,2i)= 15.15, pc.001

T he best p red ictor o f  L A B I in the clinically depressed  subsam ple a t T im e 1 

w as found to  be general health  explain ing 37 percen t o f  the  pred icted  

variance in L A B I w hilst at T im e 2 the  best p red icto r w as found  to  be w ell­

being w hich  explained  19 percent o f  the p red icted  variance in L A B I (see 

Table 7.22b). L ife attitude w as found to  be strongly correlated w ith general
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health at T im e 1 (r=.67, p < 0 0 1 , N =26) and m oderately w ith well-being at Tim e 2 

(r=.48, p < 0 5 , N =23) respectively.

Table 7.22b. Stepwise multiple regression summary with SF-36 major health attributes 
and HAD as predictors and LABI as dependent variable for the clinically depressed 
subgroup ;
Clinically depressed subsample o f  Group 2, Time 1______ ' ______ ________

Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI General Health .37 5.32 1.37 .62 3.88 .0007

Fci ,23) 15.11, p<.001

Clinically depressed sub sample o f  Group 2, Time 2
Dependent Predictors Adjusted R2 B SEB Beta T SigT
LABI Well-Being .19 1.69 .66 .48 2.54 .0190

F(i,2i) = 6.45, p<.05

N o  variab les en tered  the  regression equation  w hen  changes in  P M I and L A B I 

w ere  selected as outcom e variables.

7.9 Summary and conclusions o f Study 2 results

N o significant deviations appeared  in the  biographical details am ong  the  

participants o f  the  three groups. S ignificant m ean d ifferences on personal 

m ean ing  and w ell-being  betw een the three G roups w ere  found in the 

pred icted  directions; the  com m unity com parison  group scored significantly  

h igher in personal m eaning  and psychological w ell-being  than  the  psychiatric 

and geriatric  g roup at both tim es, w hilst the psychiatric g roup scored 

significantly  low est in  personal m eaning  and psychological w ell-being  than 

the  com m unity  com parison and geriatric  g roup at T im es 1 and 2. The 

psychiatric g roup has show n significant differential im provem ent in  w ell­

being, m ental health  and personal m eaning  over tim e. W ith in  and betw een 

g roups a  consistent relationship  w as found betw een  personal m ean ing  and
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psychological w ell-being  w hich  supports the  initial hypothesis tha t personal 

m ean ing  is related  to  psychological w ell-being. S trong  positive  associations 

betw een  personal m eaning  and m ental health  w ere  found in G roup 1 ; 

m odera te  in G roup 3 and w eak  in G roup 2. T he sam e applies fo r the 

relationship  betw een  life attitude and W ell-being.

T he com m unity  com parison  group did no t show  any significant changes in 

personal m ean ing  over tim e supporting Z ik a  and C ham berlain ’s (1992), 

speculation that personal m eaning  w ill no t undergo  significant changes over 

tim e in a  w ell-function ing  group o f  o lder adults. Interestingly, changes in 

personal m eaning  w ere  p red icted  from  changes in m ental health  fo r G roup 2. 

T he sam e pattern  did no t appear fo r the  clinically depressed  subgroup o f  the 

psychiatric group. Personal m eaning though w as found to  be the  best 

p red ic to r o f  m ental health  at both tim es in the clinically depressed  subgroup. 

T he personal m ean ing  and m ental health  o f  the  psychiatric g roup  did not 

show  stability over tim e; both  have changed  significantly  over tim e. G roup 3 

has show n significant im provem ent in general health  status over tim e. M ental 

health , a  m easure o f  psychological w ell-being, w as found a  consisten t 

p red icto r o f  personal m ean ing  fo r the th ree G roups a t T im es 1, 2 and across 

tim e.

In  the  present study, a  direction o f  effect m aybe speculated  betw een  m eaning  

in life and psychological w ell-being. It is m ore likely that changes in m ental 

health  and w ell-being  w ere  associated w ith  changes in personal m eaning.

T his m akes sense, since the  participants o f  the psychiatric g roup w ere  

targeted  therapeutically  in order to  im prove their m ental health. O ne o f  the 

possib le  explanations for th is  phenom enon  is th a t th e  im provem ent in 

personal m eaning  and m ental health  in  the  psychiatric group, m igh t be
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attribu ted  to the  pharm aceutical and therapeutic  treatm ent the  g roup w as 

undergo ing  during recruitm ent. It appears that im provem ents in m ental health  

enhance  personal m eaning  strategies and facilitate  the  creation or discovery 

o f  personal m eaning. O verall, personal m eaning  appears to  be a  significant 

com ponent o f  m ental health  and psychological w ell-being.

T he appearance o f  the outlier score encourages the  search fo r the  relationship  

betw een  personal m eaning  and w ell-being  or m ental health  fo r individual 

cases w hich  do no t fit the above m odel. T hat is in individuals w ho  are not 

troubled by psychological dysfunction but w ho lack personal m eaning, and in 

individuals w ho are troubled by psychological dysfunction but do not lack 

personal meaning. It has been suggested (Ryff, 1995) that those individuals w ho 

possess psychological well-being m ake up a  significant and neglected categoiy o f  

people. The question arising is: W hat gives m eaning to individuals w ho are 

troubled from  m ental (or even physical) dysfunction? There is also a  category o f  

individuals w ho are not troubled from  m ental (or physical dysfunction) but do not 

experience personal meaning. In order to explore how  these individual 

experience or do not experience m eaning in life and its relation to their w ell­

being, phenom enological qualitative research m ethods w ere employed. S tudy 3 

exam ines qualitatively the  appearing relationship  betw een  personal m eaning  

and w ell being and sources o f  personal m eaning in  6  participants (tw o from  

each com parison g roup) w ho  scored significantly  h igh in personal m eaning  

and low  in w ell-being  and vice versa.
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Chapter 8

General methods and results of Study 3

8.1 General Introduction

The findings o f  Study 2 have indicated that the three groups differed significantly 

in term s o f  personal m eaning and well-being at T im e 1 and 2 and across time. 

Furthermore, the com m unity  com parison group did no t show  any significant 

changes across tim e in personal m eaning  and m ental health  o r life attitude 

and w ell-being. The psychiatric group has shown significant differential 

im provem ent over tim e in personal m eaning, well-being and m ental health. The 

geriatric group on the other hand has show n differential im provem ent in personal 

m eaning and general health status. A  consistent relationship betw een m eaning in 

life and psychological well-being w as found in all three groups. This positive 

significant relationship betw een personal m eaning and psychological well-being 

w as retained in the three groups at Tim es 1 and 2 and across time. Generally, 

m ental health and well-being w ere found to  be consistent pred icto rs o f  personal 

m eaning  o r life attitude at T im es 1 and 2 and across tim e fo r the  th ree  groups. 

T he direction o f  effects cannot be ascertained but it m ay be speculated  fo r the 

psychiatric group, that in terventions that im prove m ental health  m ay also 

im prove personal m eaning.

8.2 Rationale o f Study 3

In  G roup 2, the  outlier appearance o f  a  change score in physical function ing  

(see section 7 .7 .1) suggests tha t there  m ay be  d ifferen t rela tionsh ips betw een  

personal m eaning  and w ell-being  fo r individual cases w hich  do no t fit the 

above m odel. R y ff (1995) identified the  category o f  peop le  w ho  are tow ards
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the  positive side o f  the  psychological w ell-being  spectrum  and  lack  m eaning  

in life as a  neglected  one. A nother neg lected  catego iy  o f  peop le  m ay also be 

identified: the  category o f  peop le  w ho  are  tow ards the  negative side o f  the 

psychological w ell-being  spectrum  and do no t lack  m ean ing  in life. S tudy 3 

looks m ore closely on these categories o f  people. T herefore; it focuses on 

individuals from  G roups 1 and 2 at T im e 2 w ho  possess com paratively1 high 

psychological well-being (i.e.: mental health) but lack personal m eaning (i.e. : life 

attitude balance) and at individuals w ho possess comparatively low  psychological 

well-being (i.e.: m ental health) but do not lack personal meaning. Furtherm ore, it 

looks closely a t individuals from  G roup 3 at T im e 2 w ho  possess 

comparatively high positive physical functioning but lack personal m eaning and 

individuals w ho possess comparatively negative physical functioning but do not 

lack personal meaning. The individuals/participants w ere selected on the basis o f  

extrem e (outlier) attitude scores o f  personal m eaning (PM I) or life attitude 

balance. Sections 8.3 and 8.4 present a  theoretical background o f  qualitative 

research m ethods including phenomenology. Then, the m ethodology o f  Study 3 

is presented follow ed by the detailed content analyses o f  each interview. The 

general discussion o f  results o f  Study 3 are presented in Chapter 9.

8.3 Phenomenology

The present study employs the m ethod o f  phenom enology w hich prim arily refers 

to the m ethod o f  inquiry as a  m eans o f  exam ining one’s im m ediate experience 

(Reber, 1985). Phenom enology is concerned w ith perception. O ne learns to look 

at the se lf as the perceived object and in this w ay the split betw een the perceiver 

and the perceived, the observer and the observed is reduced but not eliminated. 

The essence o f  phenom enology is pure description, that is description w ithout
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High and low well-being, mental health and psychical functioning scores as these compared 
to the group mean statistic of the same variables.



pre-judgment. Phenom enological analysis (from  the G reek phenomenon =  an 

appearance, that w hich appears to be) avoids focusing upon the physical events 

them selves and instead deals with how  these physical events are perceived and 

experienced. The phenom enological approach partly advocates that the scientific 

study o f  im m ediate experience m ust be the basis o f  psychology (Hoeller, 1990). 

Such an approach opposes, but does not reject, the positivist tradition o f  looking 

for causal and m echanistic explanations o f  “observed” behaviour. The 

phenom enological tradition o f  research in psychology, also adopted as a  m eans o f  

scientific inquiry from  existential psychology, requires that researchers take the 

individual’s point o f  view  and try to discover the m eaning the individual gives to 

experience (Hoeller, 1990). Follow ing these lines, the presence or absence o f  

m eaning can be regarded as an empirical fact because w hen one describes the 

em ptiness o f  life w ithout m eaning such a  description can be readily understood 

by others w ho share a  com m on language and culture (Reker and W ong, 1988). I f  

developm ent in m iddle age and old age is concerned with self-know ledge and 

self-awareness rather than external achievement, then a  phenom enological 

approach m ay also be appropriate in the study and therapy o f  older adults 

(Carlsen, 1988). In the present study the phenom enological m ethodology is 

employed as a  m eans for exam ining how  six older adults subjectively perceive 

m eaning and purpose in their lives.

8.4 Qualitative research

Q ualitative research  is used  to  grasp  the meaning  o f  events and situations, 

paying attention to  the  influence o f  social contex t (G ergen, 1985). R esearch  

is generally  conducted  in naturalistic  settings and is a  collection o f  m aterial 

(in the form  o f  life stories, docum ents, verbal accounts) o f  p eo p le s’ 

experiences using  structured o r sem i-structured in terview s (Sm ith, 1996). 

Q ualitative research is based on a  social construction ist’s v iew  o f  the  w orld
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(G ergen  1985), w hich  assum es that know ledge is a  flu id  social reality  w hich  

is co-constructed  (M cL eod  1995). T he goal o f  th e  researcher is to  ex tract 

m eaning  from  the  data, often w ith  help  from  inform ants, sign ificant others or 

external auditors. U nlike quantitative research, it is inductive and does not 

im pose predeterm ined  categories upoil the  data. T his endeavour to  ob tain  the 

uniqueness and intricacies o f  events in real life contexts is a  m ajor strength  o f  

qualitative research  (O rford, 1995).

8.4.1 The quantitative - qualitative dichotomy or synthesis

T he quantitative - qualitative dichotom y has long been exaggera ted  and 

m isconceived, and  it has been  said tha t it m aybe feasib le  to  use  them  together 

as com plem entary, as opposed  to exclusively (Pope and M ays, 1995). Y et, as 

they have fundam entally  d ifferent ideas about the  nature  o f  hum an  know ledge 

(natural vs. hum an  science), th is m akes the  com bination  m ore p roblem atic  

(S ilverm an, 1989). Instead  it has been  argued  that m ay be they should  be 

conceptualised  as poles at opposite  ends o f  a  continuum  (M oon, D illon  and 

Sprenkle; 1990).

Q ualitative m ethodology falls into the  paradigm  o f  hum an  science, searching 

fo r the understanding  o f  ind iv iduals’ experiences w h ich  are em bedded  w ith in  

the  social construction o f  their w orld  (H enw ood and P idgeon, 1992). It is 

also argued that neither research paradigm  should  be v iew ed as p roducing  a 

“ better” research, bu t as d ifferent inquiry m ethods w h ich  are associated  w ith  

investigating d istinct k inds o f  know ledge. A s A llport (1962) stated “w e 

should  adapt our m ethods so far as w e can to  the  ob ject and no t define the 

object in term s o f  our faulty m ethods” (p. 28). T he p resen t research  view s 

quantitative and qualitative approaches as com plem entary  and supplem entary.
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8.5 Contact

Initially, ten participants w ere selected (three from  Group 1, four from  G roup 2 

and three 3 from  G roup 3) on the basis o f  their outlier scores and comparatively 

high and low  scores on the dim ensions o f  personal m eaning and life attitude. The 

participants w ere contacted via mail. In the letter (see A ppendix 32), the 

participants w ere rem inded that they had completed a  questionnaire on their 

perceptions o f  m eaning in life and health in the past, and asked if  they w ould  give 

their consent to  participate  in  an interview , that w ould  take  p lace in  their 

houses, on ho w  they  v iew  m eaning and purpose in life. T he responden ts w ere  

asked to  sign a  consent form  and provide details on w hen  and  w here  to  m eet 

(see A ppendix  33). Participants w ere asked to  return  the consen t form  in the 

, p rov ided  self-addressed envelope. T he participants w ere rem inded  o f  the 

option  o f  w ithdraw al. The final num ber o f  the participants w as six.

8.6 Selection of participants

Six older adults from  Study 2, participated in Study 3 w ho did not fit the m eaning 

in life and psychological well-being model. Tw o participants w ere selected 

comparatively from  G roup 1: one with an outlier personal m eaning score and 

comparatively high well-being score, and one with an outlier high personal 

m eaning score and relatively low well-being score (see Table 8.1 for individual 

outlier scores and Table 8.2 in order to com pare comparatively low  and high 

well-being and mental health variable scores noted on Table 8.1).

Another, two participants w ere selected from  G roup 2: one w ith an outlier high 

personal m eaning score (see Table 8.1) and comparatively low  m ental health 

score (see Table 8.1 and 8.2) and one w ith an outlier low  life attitude score (see 

Table 8.1) and comparatively high psychological well-being score (see Table 8.1 

and 8.2).
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Finally, tw o participants w ere selected from  G roup 3: one w ith an outlier high 

personal m eaning score and comparatively low  physical functioning score and 

one w ith an outlier low  life attitude balance score and comparatively high 

physical functioning score .

T able  8.1 presents the  age o f  each participant and the individual m ean scores 

on physical function ing , w ell-being, m ental health , personal m ean ing  and life 

attitude. T he personal m ean ing  index  scores and the  life attitude scores noted  

on the  table are outlier scores.

Table 8.1. Descriptives for personal meaning, well-being, mental health and physical 
functioning scores (N=6)

G ro u p  1 (N = 2 ) 1 G ro u p  2  (N = 2 ) G ro u p  3  (N = 2 )

I n t#  2 In t # 5 I n t#  1 In t # 4 I n t#  3 In t # 6

73y.o . 72  y.o. 71 y.o. 68 y.o. 76  y .o 68 y .o

P h y s F u n 26 21 26 ¡ 1 : 1 1 1 1 1 1 1 1 1 1 4 / 2 6 "b

W B E I N G 39 42 43 l l t i l i i i l l 43 42

M e n ta l 22^ 184/ 2 3 4 / 21 17 17

D E P R E S 5 5 2 4 4 w

P M I 1 9 4 / l l l l l i i l i 7 5 'f ' 83 7 1 ' t 71

L A B I 58 45 77 5 3 4 / 68 4 6 4 /

T able  8.2 a llow s com parisons to be m ade betw een the com paratively  h igh 

and low  score variab les presented  in Table 8.1 and the m ean, m in im um  and 

m axim um  scores o f  these variables in each com parison g roup  at T im e 2.

2 It is reminded again that mental health is a component of well-being, physical functioning is a 
component of functional status (see Table 4.1). PMI and LABI (see Table 6.1) are composite scales 
oftheLAP-R(Reker, 1992).
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Table 8.2. General comparative means, maximum and minimum scores

G ro u p  1 G ro u p  2 G ro u p  3

M e a n M in M a x M e a n M in M ax M e a n M in M a x

P h y s F u n 23.5 14 30 18,38 10 29 16 68 10 29

W B E IN G 48 84 28 60 15 50 36 94 15 50

M e n ta l lllllli 13 30 5 2 7 lililí 5 2 7

D E P R E S 4 10 filili 5 15 8.3 5 15

P M I 78.41 19 109 ¡Bill 16 91 68.9 16 91

L A B I 106.45 45 164 59.82 51 138 82 32 .46 138

8.7 Semi-structured interview schedule

A  sem i-in terview  schedule had  been prepared in advance. H aving  determ ined  

the  overall issue to  be tack led  in the in terview  (personal m ean ing /m ean ing  in 

life/purpose in  life), a  b road  range o f  questions had been  set. T hese  questions 

served as p robes since the in teraction w ith  the  participant w ou ld  have b rought 

o ther them es to  the  surface. F ive o f  the  probes w ere  phrased  based  on the 

L A P -R  (R eker, 1992) item s as guides (see T ab le  8.3). F o r exam ple the 

question  : “H ave your past achievem ents g iven your life m ean ing  and 

purpose?” is based on item  1 o f  the LA P-R : “M y past ach ievem ents have 

given m y life m eaning  and purpose” (see A ppendix  18).



Chapter 8: General methods and results o f  Study 3 137

Table 8.3. Probes used in the semi-interview schedule
•  W hat do you think about the meaning in life?
•  D o you think that life has any meaning?
•  W hat does the expression meaning in life mean to  you?
•  (PU )3 H ave your past achievements given your life meaning and purpose?
•  W hat kind o f  goals and aims do you have in your life? Is there something that 

you would like to  achieve?
•  Have you discovered a satisfying life purpose? Can you tell m e o f  something 

that has given you satisfaction lately?
•  D o you live the kind o f  life you w ant to  live?
•  D o you know  w here your life is going in the future?
•  (GS) In achieving life goals have you felt completely fulfilled? (family, work, 

health).
•  Is you life running over w ith exciting things? H ow  do you spend your time? 

D oes this give you purpose? (family, activities).
•  (CO) Is the meaning o f  life evident in the w orld around you?
•  (LC) D o you determine w hat happens in your life?
•  Are you in control o f  your life?
•  (DA) D oes the thought o f  death enter your mind?
•  (EV) D o you feel that some element is missing in your life?
•  D o new and different things appeal to  you? (Activities? Challenges?)
•  D o you evaluate and examine your life? D o you think you have done as well 

in life as could have been expected?
•  H ow  w ould you rate your life at the moment, would you say it has purpose 

and meaning to  it?

T he scheduled sem i-structured questions w ere  used  by the  researcher during 

the  in terview s to  indicate the general a rea  o f  in terest (i.e. : personal /m ean ing  

in life/purpose in  life) and to  provide cues w hen  the  partic ipan t had  

difficulties talk ing  and no t to  cover all these top ic  areas. N o n e  o f  the 

in terview s covered all these  probes or top ics (see also section 8.9).

3 PU = Purpose (item 1), EV = Existential Vacuum (Item 6), CO = Coherence (item 7), LC = 
Life Control (item 17), GS = Goal Seeking (item 31), DA = Death Acceptance (item 44). The 
items numbers corresponding to the LAP-R items (Reker, 1992).



8.8 Setting

The interviews took place in the participants’ place o f  residence. The participants 

w ere rem inded o f  the option o f  w ithdraw al from  the study. The first ten-fifteen  

m inutes w ere  spent in general conversation  w ith  the  participants. R afu ls and 

M oon  (1987) state tha t spending  tim e w ith  inform ants (for exam ple, th rough  

observation o r be ing  part o f  their life) w ill enable the researcher to  achieve a  

g reater understanding  o f  their w orld , and assim ilate as m uch  m ean ing  as 

possib le  to  the  ind iv idual’s experiences. Som etim es th is  is no t feasib le  or 

practical and instead, o r as w ell as, researchers should  adop t stra teg ies o f  

em pathy, w arm th  and genuineness. T his ability to  em path ise w ith  the 

inform ants should  enhance their feelings o f  trust, w h ich  should  increase  se lf 

d isclosure and decrease the  need  to  ac t in a  socially acceptab le  m anner 

(M cC racken , 1988; Y alom , 1980). Stiles (1993) poin ts ou t tha t “ accurate  

em pathy is undoubtedly  even m ore difficult than  accurate percep tion” (p.

596). T he researcher should  m ake every attem pt to  consider the  social and 

cultural influences on  the  in fo rm an t’s testim ony, and check  out m ean ings and 

understand ings th rough  an in teractive process.

8.9 Conducting the interview

It w as practical th a t the  in terview s could  take p lace at the  resp o n d en ts’ hom es 

w here  peop le  usually  feel m ost com fortab le (Sm ith, 1996). A t the  beginning  

o f  th e  in terview  the  respondents w ere  pu t at ease  and allow ed  tim e to 

fam iliarise them selves w ith  the  p resence o f  the  tape-recorder. Then, a  specific 

p robe w as asked: “W hat do you th ink  abou t the  m ean ing  in life?” in o rder to  

focus the aw areness o f  the  responden t on  the  top ic  o f  interest.

T he respondent played a  strong ro le in determ ining  how  the  in terv iew  

proceeded. T he in terv iew  d id  not fo llow  the exact sequence o f  questions on
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the  schedule (see T able  8.3), no r w as every question  asked , o r asked  in 

exactly  the sam e w ay  fo r each  respondent. T he in terv iew er decided  w hen  it 

w as appropriate  to  ask  a  question earlier or later than  it appears on the 

schedule because  it fo llow ed  w hat the  responden t had  ju s t  said. A  question  

w as phrased, o r m ade m ore exp lic it,'depend ing  on  how  the  partic ipan ts w ere  

responding. W h en  the  in terv iew  entered  an a rea  tha t had no t been  pred icted  

by the  researcher, bu t w as inform ative, the  respondents w ere  free  to  m ove 

aw ay from  the  scheduled  questions. In  such  instances the  in terv iew er m ade 

sure that the  conversation  d id  not m ove too  far aw ay from  the  agreed  dom ain. 

W hen  the responden t w as en tering  an  in teresting a rea  rela ted  to  m ean ing  in 

life, m inim al p robes w ere  given in o rder to  help  them  continue, fo r exam ple: 

“ C an you tell m e m ore abou t that?” .

8.9.1 Transcribing the interviews

A  tape-recorder w as used  during th e  in terv iew s (SO N Y  audio  cassette  

recorder, M odel T C M  939), to  a llow  a  fu ller record  than  no tes taken  during 

the  in terview , and to  a llow  the  in terv iew er to  concentrate on  h o w  the 

in terv iew  w as proceeding. T he w ho le  in terv iew s w ere  transcribed , including 

the  in terv iew er’s questions, and w ide  m argins w ere  left on bo th  sides o f  the 

transcrip tion  paper to  a llow  possible space fo r fu ture analytic com m ents.

8.10 Method of qualitative content analysis

T he content analysis approach  taken  to  exam ine th e  in terv iew s w as  sim ilar to 

tha t described  by Sm ith  (1996). T he p rocedure described  here  refers to 

In terv iew  1. S im ilar analytical p rocedures w ere  applied  to  analyse each 

in terv iew  individually. T he in terview s w ere  analysed w ith  the  sam e 

chronological o rder they took  place. T he researcher read  the  transcrip t o f  

In terv iew  1 several tim es. Tw o tim es it w as read  sim ultaneously  w hilst
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listen ing  to  the  orig inal tape  in terv iew  recording. Extracts on the topics o f  

m eaning and purpose in life including sources o f  m eaning and purpose and 

references on personal and general well-being w ere selected (see A ppendix 34). 

O ne side o f  the  m argin  w as used  to  note  dow n som eth ing  significant o f  w hat 

the  responden t w as saying (i.e.: church, relig ion, G od, relig ious group). T he 

o ther m argin  w as used  to  docum ent em erg ing  them e titles (i.e.: relig ion) 

using  key w ords to  capture the quality o f  w h a t w as in the  text. T he em erging  

subthem es fo r each  in terview  w ere  listed  and their connections w efe  looked  

up in  order to  derive a  m ajor them e. T he researcher m ade use  o f  both  

com puterised  tab les, m em os and visual d iagram s to  enable  descrip tion  o f  the  

em erging them es and connections betw een  them , and enable  d ifferen t 

subthem es to  em erge by tracing  d ifferen t paths betw een the  categories.

T hese  d ifferen t pathw ays facilitated  the  p rocess o f  m aking  in terpreta tions 

abou t w h ich  categories w ere  central to  m aking  sense o f  and  exp lain ing  the  

data. T hrough  th is p rocess the  outline m aster them es em erged  from  interview  

1 (see T able  8.4). T hese w ere  listed, ordered  coherently, and checked  back  by 

looking  on the  tex t w here the  m ajor them es and subthem es, w hen  applicable, 

could  be identified  w ith  num bers indicating the  location o f  ex tracts from  the 

transcribed  interview s. F o r exam ple, five m ajor them es w ere  identified  from  

interview  1 (death, o th ers’ sources o f  m eaning, relig ion, sources o f  m eaning , 

w ell-being) w h ich  captured m ost strongly the  responden t’s percep tions o f  

m eaning  in life and w ell-being.

The m aster them e list from  interview  1 w as also used  to  begin  the  analysis o f  

the  second interview , looking  fo r m ore instances o f  the them es tha t w ere  

identified in  in terv iew  1 and identifying new  ones that arose in in terv iew  2. 

Therefore; the  analysis is based  on identical categories. T h is system  w as
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chosen  because the  num ber o f  six participants is quite  sm all enough  fo r the 

investigator to  have an overall p icture o f  each  and  the  location  o f  them es 

w ith in  them . F requencies o f  each  category w ere  counted.

8.11 Analysis and Results

Selected extracts from  the interviews that corresponded to the representation o f  

the em erging them es and subthem es are presented. The frequencies o f  each 

subthem e in the text are also noted. The follow ing sections present the m ost 

representative extracts from  the interviews that represent the them es and its 

components. A  b rie f biographical note is given for each individual. The analyses 

o f  each transcription are presented in chronological interview order. The 

interviews w ere analysed in the order they are presented. This order also 

counteracted subjective interpretations from  the part o f  the researcher that m ight 

have been based on group membership.

8.11.1 Interview 1

The first interviewee (Participant 1) w as m ale, 73 years old, m arried and selected 

from  G roup 2 based on his high personal m eaning score (see Table 8.1). The 

respondent had comparatively low  well-being and m ental health scores (see 

Table 8.1 and 8.2). The respondent desired to becom e a  priest w hen he w as 

young. H e used to w ork  in the arm ed forces’ military intelligence. H e retired 

seven years ago at the age o f  65. H e reported that he is not able to  take care o f  

h im self at all tim es but his w ife is helping him. H e has a  m ain interest .in arts and 

drawing. Currently he is recovering from  a  nervous breakdow n and clinical 

depression. O n this issue he said: (7 ,3 ,14)4 “Thepsychiatrist, after being 

psychoanalysed, said that the reason fo r  my mental break down was a head on
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T he numbers indicate page, num erical sequence o f  interview ee’s response to a question and 

line as these are found in  the transcribed interview s in  A ppendix 34.
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collision between m y experiences in the armed services, ....in  true terms it is very 

much the dirty tricks department, with m y religious beliefs and he said that was 

what had caused the grief, ...the  mental crisis ”.

S 1
Table 8.4. Themes and subthemes o f Interview 1

D eath O thers’
sources

R eligion
(belief\God)

Sources o f  
m eaning

W ell-being

fear o f  
death (7), 
fear o f  
afterlife (1)

day to day 
basis (3), here 
and now (1), 
financial 
security (2)

religious groups
(1) , religious 
beliefs (3), God
(2) , reason for 
creation (2), 
creative force (2)

pain (1), suffering 
(4), relationships 
(4), love (3), beauty 
(2), music (1), art 
(2)

feels the same as 
when young, 
RlatPp5,
inward growth o f  
things, memory, 
greater perception

K ey: The number in parentheses indicates the subtheme’ s occurrence frequency in  the text,
RlatPp =  Role limitations attributed to Physical problems appears as a theme category

Participant 1 has adm itted to  think about the m eaning in life often and to have a  

philosophical v iew  o f  the world. H e says that (2,4,8) “man him self is unique 

because he can create things o f exquisite beauty, like no other animal, and that 

man has the power o f  original thought and is capable o f  creating art ” (see Table. 

8.4).

H is view  on the m eaning in life is that (2,4,6) “the world is such a vast and  

complex thing that to say that it has no purpose or origins is unbelievable and 

unacceptable ”6. In other w ords Participant 1 believes that there m ust be a  reason, 

a  “cosmic” (Yalom , 1980) m eaning and a  purpose or a  reason for such a  vast 

creation as the universe. H e admits that (1,4) “the meaning o f  life is certainly an 

enormous question but most people do not consider i t”. H e attributed this to the 

fact that the question on m eaning in life is linked to the concept o f  death and 

afterlife in m ost people’s minds. H e said that because most people are afraid o f

5 RlatPp (Role lim itations attributed to physical problem s) as this is defined from  the SF-36  
(see section 4 .3 .2 .2).
6 T he text in  italics are verbatim.
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death they choose not to think about it and therefore not to  think about w hat the 

m eaning and purpose in life m ight be . H e thinks that m ost people don't think 

things through and that (4 ,1 )  they give a  gut reaction tow ards such issues.

H e com m ented on those w ho like to  take each day as it com es and try to  get the 

m axim um  enjoym ent out o f  their life on a  day to day basis. In  this case Participant 

1 w as referring to people w ho live at the “here and now ” (M aslow , 1968) and 

find im m ediate m eaning in any living moment. Participant 1 thought that these 

people w ho do not think (2,5,3) why are we here or what happens to you when 

you die tend to spend more time in saving and insuring fo r  old age instead o f  

thinking o f  something more constructive andpositive such as what is the meaning 

in life?. The topics o f  financial security and m oney appear in subsequent 

interviews too.

Participant 1 thinks that these (1,10) “people who do not go around terrified o f  

death are those who have a fa irly strong religious b e lie f’. H e said that he  had a  

fairly strong religious belief h im self and (5,7) that he can't see any point in life i f  

God doesn't exist. It appears that G od and religious belief provide m ajor sources 

o f  m eaning and purpose in life for Participant 1 (see Table 8.4).

Participant 1 talks about the “ultimate” or “cosm ic” m eaning o f  life (Yalom ,

1980) w hich he attributes mainly to religious belief. H e supposes (5,6) that 

religious belief is fo r  some people the greatest meaning in their life. A lthough 

Participant 1 admits to  being religious h im self he  talks about G od w ith an open 

m ind and seem s to have flexible ideas on the nature o f  higher forces. 

Characteristically Participant 1 said that: (5.6) “Godmaybe not in the exactform  7
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Death im plies the unknown and as Yalom  (1980) wrote humans tend not to be comfortable w ith  

idea o f  the unknown, therefore they choose not to think about death, meaning in  life or other 
existential concerns. By doing so human beings deny a large part o f their human existence.



144

that we have been brought up to believe what it is but I  would think that he's 

obviously a powerful creative force in the world otherwise where did the world 

come from  and what's the point o f  it all? Interestingly he concluded by saying:

(12,1,3) “/  think, that people who have no religious beliefwhen they get old do 

fea r death very much more than people who have strong religious belief. That is 

a fa c t o f  life”.

(2.6) Participant 1 believes that m eaning o f  life is an experience o f  the m ortal part 

o f  hum ans w ho have Christian faith to learn something from  life. H e sees hum an 

suffering as part o f  the education o f  the “ inner being” . Frankl (1961 ,1963) talked 

extensively about those w ho find spiritual m eaning in their suffering even under 

extrem e conditions o f  psychological and physical constraint (see section 2.4). It 

appears that religious belief enables Participant 1 to find m eaning from  his 

psychological suffering.

(3,1,4) O n the issue o f  suffering in hum an life, Participant 1 thinks that this is one 

o f  the reasons w hy religious beliefs are criticised. The question critics raise is:

(3.1.6) ‘‘Why are people allowed, i f  there is a living God to suffer? ” (i.e.: from  

diseases). Participant 1 ’s opinion on this issue is that (3,1,24) “I f  one believes in 

the Christian faith, then suffering is part o f  the education o f  your inner being".

H e also adds that people's response to  suffering is probably m ore edifying than 

the m ost pleasurable experiences and (3,1,26) “that a time o f  suffering teaches 

you more than all the pleasure in the world. It teaches you endurance, how to 

keep faculties alive and in order under great duress and it teaches you patience ”. 

It is possible that Participant 1 takes a  personal opinion on the issue influenced 

from  his ow n personal experiences through his psychological suffering and 

mental illness.
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In  response to w hat he thinks the purpose o f  life is Mr. J  said that his ow n 

personal belief is that (13,2,6) “the purpose o f  life is to love, (1 4 ,1 )  to leant the 

true meaning o f it and leant through experience”. Love w as defined not as only 

the kind o f  love from  m an to  w om an, or parents to their child but love in every 

sense o f  the word. Love can be learned through loving relationships, the arts and 

through pain and suffering. O n love Mr. J  said that (14,1,22) "ifyou really love 

somebody you pu t their well being and happiness in fron t o f  your own every time. 

I f  you really love somebody they come first, you come second”. M eaning in life 

can also be derived from  the arts and music. Participant 1 likes to hear classical 

m usic and opera.

Talking about his ow n personal well-being Participant 1 described that in his age

(6.4.3) people tend to lose their train o f  thought. Characteristically, he pointed

(6.4.3) out "That one o f  the most irritating things about getting old; is you don't 

fe e l any different inside. You fee lju st the same as you did when you were young. 

It isn't until you try to do things that you realise that you’ve got strong 

limitations ” (i.e. having a  bad back). H e finds the same thing happening w ith 

thought although he is able to reminisce. (6,4,6) “You suddenly realise you can't 

either think as fa st or recall things but you can recall the pa stfa r more more 

vividly than you can recall what happened yesterday. It's one o f  the strange 

things, the past becomes more vivid and day to day things become more away. 

(7,3,1) H e also thinks that w hen som ebody becom es older he/she gets greater 

inward grow th o f  things.

In summary, Participant 1 appears to  find a  m ajor source o f  m eaning ih religion 

and religious belief (see also Table 8.4). Religion has played a  serious part in his 

life and he is consciously aware that the clash betw een his religious beliefs and  

the dirty tricks department precipitated the nervous breakdow n and crisis. The
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psychotherapeutic treatm ent Participant 1 received mainly at hom e also assisted 

him  to overcom e the m ental crisis. Currently he is recovering from  it and he 

seem s to reflect on this experience. H e thinks that the purpose in life is to learn 

through experience even i f  this entails hum an suffering. It also appears that 

Participant 1, after confronting the conflict himself, is better able to cope w ith his 

life and enjoy his belief in G od w hich gives him  m eaning in life.

8.11.2 Interview 2

The second interviewee w as 73 years old, m ale, divorced (his w ife lives in Jersey) 

w ith one son and daughter. Participant 2  w as selected from  G roup 1 on the basis 

o f  a  low  personal m eaning score (see Table 8.1) .The participant had 

comparatively high w ell-being and m ental health scores (see Table 8.1 and Table 

8.2). The respondent is retired and stated he is an author, lecturer and psychical 

researcher. H e considers h im self a  missionary o f  psychic studies and he claim s to 

study death. H e describes his general health as very good. H is m ain activities are 

walking, writing poem s, books and articles and giving courses in psychic studies. 

H e strongly recom m ends psychic studies to older adults.

T a b le  8 .5 . T h em es and su bthem es o f  in terv iew  2

G row ing old H igher order  
(God/Soul)

H ere and now  
(Present)

Sources o f  m eaning

RlatPp,
physical health 
(9),
vitality (4), 
finance (5), 
education (2)

fairies (1), angels 
0 ) ,
soul (5),
metaphysical (2), 
after life (3)

pour soi - en soi (6), 
aesthetic beauty (2), 
spirituality, 
harmony, 
reminiscing (2)

strong interests (3) and 
stimuli (1),
music (3), read (2), integrity, 
truthfulness (2), 
inner repose (2), interpersonal 
relationships (2)

K ey: The number in parentheses indicates the subtheme’ s occurrence frequency in  the text

Participant 2 (1,1,2) thinks that it is very interesting grow ing old. H e finds that 

w hen som ebody gets old he/she gets tired m ore quickly than w hen they w ere 

younger. H e also agrees that the majority o f  (6,1) older people becom e
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preoccupied w ith physical health and financial security and that these tw o 

dom inate them  and their lives ( a  point that Participant 1 raises as well). H e finds 

that (11, 5) the old are not very pleasant to  look at and he thinks that they are a  bit 

dull, that they talk about the past, they are ill, (18,1,5) they rem inisce and often 

are se lf centred. A t this point Participant 2 brought up the issue o f  vitality and its 

im portance in old age. Characteristically he said that (29,2,2) " Vitality and the 

preservation o f  vitality are very important as you grow older”. H e believes that 

older adults are parasitic upon the young and are feeding o ff  their vitality and he 

recom m ends that it is not good for the young to m ix w ith the old.

In response to  w hat does he think the m eaning o f  life is, he  referred firstly on how  

m eaning in life is view ed from  other older adults. H e said that (6,3) “the meaning 

o f  life fo r  old people who are well is to go from  day to day andfor those who fe e l 

well the most important thing is to have enough m oney”. H e believes that w hen 

somebody (6,5) is physically ill, or very tired he does not have any m eaning in life 

and lives only from  one day to another. A t this point the them es o f  death and 

afterlife appear in relation to m eaning in life. H e thinks that older adults, w ho are 

physically ill, do not think about m eaning in life mainly because they have not 

thought about post life and therefore they have nothing to look forw ard to  (this is 

not necessarily so, though).

According to  Participant 2 (29,5,9) “the meaning o f  life in old people is how their 

bodies are and how much money they've got. When they haven't any money it is 

crucially important to them ”. (30,1) Participant 2  thinks that is mostly older 

adults w ho have no education or m odest education w ho will be m ore 

preoccupied w ith their physical level, physical condition, health and relatives. O n 

the contrary, he finds m iddle classes to be, perhaps, m ore philosophical in term s 

o f  w hat is the m eaning on life, from  w here hum an beings have com e from  and
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w here they are going to. A fter that (30,5) “you enter psychic studies because 

you're talking about the non physical, that is; the metaphysical’’.

In response to w hether or not he is religious he said that he (10,8) believes in 

higher orders and (11,1) certainly in fairies and angels. H is philosophy about 

hum an existence is that (4,2) “before you come down here we belong to a group 

soul. (7,3) You pick out a script like an actor going on to the stage and there's a 

line down the middle, there ’5 the times you are bom  and you can't do much 

about and there's free will which is sovereign ”. Then during life (28,5,12) “the 

body is made by the soul which is imprisoned in the body and with the dissolution 

o f  the body you're expanding consciousness, so everybody should be looking 

forw ard to dying as I  am ’’. H e believes that (3,7) “it's very im portantfor people 

to realise that there is (16,5,8) a  higher order, (18,5) a sou l”

H e says that (1,1,9) nowadays somebody can take an active interest in w hat 

happens after death and the soul by getting involved w ith psychic studies. 

Participant 2 considers h im self a  m issionary o f  psychic studies and it appears that 

this is his personal purpose in life. H e attempts to attract, no t always successfully, 

other people into the mystery o f  psychic studies by broadcasting on the local radio 

by w riting books and articles in books and m agazines on psychic studies and 

particularly on fairies w hich is the topic o f  his interest.

H e believes that (14,6) “psychic studies are concerned with the here and now; the 

intersection o f  infinity andfinality. This present moment. (14,15) I f  you take this 

present moment, any time, you can live in psychic luxury any time”. Participant 2 

describes a  personal experience w hich gives him  psychic luxury: “I  like to ju s t 

walk along, very quietly, and look at the clouds and I  talk to the clouds and I  talk
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to the trees and leaves, every lea f on that tree is different; have you ever noticed 

that?”.

H e concludes on the m eaning in life issue by saying that (16,5,8) “meaning in life 

depends on to what extent you can live with the intersection o f  here and now. It's 

to what extent you can appreciate here and now, to get pleasure from  the sunsets 

and aesthetic pleasure from  beauty, truth and goodness. I f  people concentrated 

on the present moment (here and now) they would be happier. Participant 2  also 

adds that except the here and now, (17,10) rem iniscing is also very important.

In response to  from  w here can som ebody find m eaning in life Participant 2 

suggested that (3,5,7) ‘'’’strong interests that you can pursue, that gives meaning to 

life. Strong interests”. Participant 2 has strong interests h im self and (1,1,7) he 

thinks that it is a  joy  to  grow  older because som ebody can pursue his/her 

favourite paths w hich m ake life richer altogether. H e gets his m eanings from  (14, 

6) external stimuli and claim s that (31,5,4) at 73, he has the best tim e o f  his life 

because he has the tim e to do w hat som ething he always w anted to do: to write 

m usicals and a  few  songs.

In response to w hat he thinks the purpose o f  life is he explained (7,6) “you come 

down here to develop your talents and contribute to the harmony o f  mankind.

(5,2) Humans got greed, lust, hate, fear, a ll the sins, so you've got to try and  

cultivate a t an inner level repose, integrity and benevolence. (28,6) What is 

important is to fe e l good, to have a clear conscience and to be light o f  heart”. H e 

concludes by saying that (28,5) “meaning in life, it's at the very centre o f  physical 

existence. It's at an ordinary, everyday level that inner meanings have the 

greatestforce.”



150

A lthough Participant 2  has comparatively high scores in w ell-being and life 

attitude, paradoxically his personal m eaning index score is low  (an outlier score 

on PMI). A fter analysing the content o f  the interview, the reason w hy his 

personal m eaning score is low  becom es clearer. Participant 2 stated that the 

purpose o f  his life is to attract people to the mystery o f  the psychic studies. H e is 

particularly interested in the scientific establishm ent o f  psychic studies. H e has 

also interviewed people w ho  have claim ed to have psychic experiences m ainly by 

m eeting fairies and angels in the Y orkshire area (Yorkshire Post, 1989).

Implicitly in the interview he show ed his dissatisfaction w ith the indifference he 

has found w ith the response o f  other people on the matter. Participant 2  has a 

philosophical attitude tow ards m eaning in life and according to him  other 

people’s response to  the issue o f  m eaning in life depends on their socio-econom ic 

class and education. H e does not share other older adult’s pre-occupation with 

financial security and he thinks that vitality is very im portant for older adults.

8.11.3 Interview 3

The third interviewee w as 78 years old, female, w idow ed w ith one daughter. She 

used to  be a  dining room  attendant and she lives alone in a  flat o f  sheltered 

housing w here her daughter visits her usually in the mornings. H er m ain activities 

are home-oriented. Participant 3 w as selected from  G roup 3 based on a  high 

personal m eaning scores (see Table 8.1). The participant had comparatively low 

physical functioning (see Table 8.1 and Table 8.2) and describes her general 

health as fair. (10,4,2) She visits a  day centre once a  w eek  and suffers from  

emphysema. (1,4,2) She lost her son w hen he w as 55 years old. (1,4,2) She said 

that “ When my son died, I  went right down. I  fe lt oh well life is not worth living. 

Then I  studied it and thought: “that’s stupid ”, you've got to go o n ”.
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Table 8.6. Themes and subthemes of interview 3

R esponsibility M eaning and Purpose H ere and now Sources of 
m eaning

make the best o f  what 
you have (8), life is what 
you make o f  it (9)

no necessity for money 
(9), religion (2), God 
(2), afterlife (2)

life is here today (4), 
live for the present (5), 
here and now (3)

friends (2), go 
out (5) help 
others (6), 
happiness (7)

K ey: The number in  parentheses indicates the subtheme’ s occurrence frequency in  the text

Participant 3 repeatedly and consistently claim ed on several occasions’during the 

interview that (1,2) the meaning o f life is up to the individual (see also Table 8.6). 

(1,3,11, and 11,4,2) H um an beings are w hat they m ake out o f  life. She thinks that 

people should take responsibility for their actions and try to  do the best w ith w hat 

they have. She thinks that it is not necessary for som eone to have a  lot o f  m oney 

(3,5 and 5,3,2) in order to be happy. She says that (4,2,10) “she is only working 

class and I've never had a load ofmoney. Iju s t make the best ofw hat I've g o t”. 

She believes that people should m ake the best o f  w hat they have got and that it is 

up to them  to find m eaning in their lives. Clearly, she states that (1,4) “you can't 

expect people to do things fo r  you. You want things you'll w orkfor it. When you  

can't work, do the best you can orforget about i t”. O n this she brings up an 

exam ple from  her ow n personal experience w hen her son died and she felt that 

her life had no purpose (1,4,2).

Participant 3 is a  Christian herself but her opinion on belief in G od is: (2,3) "God 

is a load o f crap. Life is what you make it. You don't have to depend on God 

above. Life is here today, Isa y  be happy. I  don't worry about what's gonna 

happen in ten years time or twenty - 1 won't be here ”.

Clearly, Participant 3 says that m eaning and purpose in life can not be found in 

the belief in a  higher order, such as G od but instead m eaning and purpose in life 

can be found in the present or in the here and now  and that people do not have to
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depend on external forces in order to find or discover m eaning and purpose in 

their lives. (3,5) “Live life today. Not what has gone and what's gonna happen. I  

believe in living fo r  today. You might be dead tomorrow ”.

Concerning her everyday life and how  she finds m eanings in her life Participant 3 

said: (2,1) ‘7  ju st carry on. I  like to go out. I  can't go out much now because I  

can't w alkfor long but it doesn't stop me going out. I  only go to the club fo r  a 

game o f bingo. I  have a drink, I  go twice a week and see m y friends, I'm  happy”. 

(11,4,12) “7 like going to the day centre on a Wednesday, it’s a day outfrom  here, 

I'm  in a bit o f  company”. She concludes: (2 ,1 ,11) “You should take life as it 

comes and don’t let it get you down ”. Mrs. B finds m eanings in her life by 

helping others, by being w ith a  bit o f  a  company, by m aking a  cup o f  tea  and by 

m aking the m ost o f  w hat she has.

Concerning her personal m eaning in life Participant 3 said: (2,2) “I'm getting a 

bit old now fo r  purpose. The purpose o f  life is that you are ju s t sent here to do the 

best you can. You make yourself happy. I f  you help other people you get a bit o f  

happiness yourself. (11,4,12) I f  you can help anybody, help them, definitely help 

them ”. Explicitly Participant 3 says that she finds m eaning and gets fulfillm ent by 

helping other people as m uch as she possibly can.

O n her ow n personal well-being Participant 3 adm its that she has ro lelim itations 

attributed to  physical problem s and the em physem a but these physical limitations 

do not restrict her in doing the best o f  w hat she can in order to achieve the best 

possible result. She says: (8,1,18) “It takes me ages to get ready but I  do it in my 

own time. Like I  can't walk about a lot and I  can't vacuum, but I  go round with a 

duster and I  make sure I  don't make nothing on the floor because I  can't vacuum. 

So, I  try to make the most o f  i t”. Participant 3 has taken responsibly for her life
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and well-being despite her poor physical health. She strongly believes .that 

hum ans are responsible for w hat they m ake o f  their lives even w hen role 

limitations attributed to  physical or emotional problem s are present. She does not 

rely on h igher orders/G od to fulfill purpose and m eaning in life. A ccording to 

Participant 3 the purpose o f  life is to Help other people. By helping other people, 

by doing the best she can w ithin her personal abilities, she gets happiness herself. 

It appears that helping others is a  m ajor source o f  m eaning and this possibly 

explains Participant 3 ’s extrem e high personal m eaning score.

8.11.4 Interview 4

The fourth interviewee w as 70 years old, female, w idow ed w ith one daughter and 

tw o sons and selected from  G roup 2 based on a  low  life attitude score (see Table 

8.1). The participant had comparatively high psychological w ell-being score (see 

Table 8.1 and Table 8.2). H er life attitude balance index score is comparatively 

low.

She used to be a  shop assistant and to live w ith a  friend from  the sam e religion as 

hers, until he died one year ago. Before this incident Participant 4 had lost two 

husbands. She is actively religious, she likes to go to church w hen she can, she 

likes to  read the Bible and she is interested in different religions. (6,1,5) She w as 

diagnosed w ith clinical depression, heart failure, arthritis and angina. She admits 

not to value her life very m uch (she has attem pted to  com m ittee suicide in the 

past for this reason) and to have low  self esteem  and low  confidence w hich 

sometim es keeps her in the flat o f  the sheltered house she lives in instead o f  going
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Table 8.7. Themes and subthemes of interview 4

W ell-being Sources o f m eaning H ere and now R eligion
physical limitations 
(2), adjusting (2), 
accepting (2), cope, 
independence (2)

write (6), poetry (2), read (3), 
communication, company (4), 
go out (4), family (4), friends 
(4), help community (6)

present (3), do 
everything in  
this life, day to 
day existence

church, religion  
(2), belief in  God 
(2), meaning in  
God (2), death, 
afterlife (2)

K ey: The number in  parentheses indicates the subtheme’ s occurrence frequency in  the text

U pon reflection on her ow n existence Participant 4 says: (20,7,2) “la m  at peace. 

Physically, is a matter ofw ear and tear. I t’s a process o fage  She thinks that it 

is very im portant for somebody to adjust and cope w ith their life situation and try 

to live life as well as possible (see Table 8.7). Characteristically, she says: “It's a 

matter o f  adjusting to what you can do (6,1,13 and 10,2,10) o f accepting and 

living your life accordingly to how you can. It's a totally different adjustment as 

you get older the meaning o flife ”. (1,4,4 and 5,2) “M y meaning o flife  is living 

and being able to help my family. M y life revolves round m y fam ily andfriends ”.

She admits to being actively (Rom an Catholic) religious. She says: (3,1) “la m  

religious. I  wouldn't have any meaning, without God. (3,4) That has got my 

meaning - that is m y meaning in life, the belief in God (3,6) G od and m y religion 

and my fam ily give me meaning. M y children mean a lot to me

(2,6,9) A lthough Participant 4  rem arks that she cannot see any specific m eaning 

in her life she does m ake a  distinction betw een her personal subjective m eaning 

and the value o f  m eaning in life in general. A lthough she claim s not to  have 

m eaning or purpose in her life she recognises w hat the general value o f  life m ight 

be. She says: (3,6,9) “when you're on your own I  think it's ju s t a day to day - fo r  

me it's ju s t a day to day existence ”. Concerning her recovery from  depression she 

believes that she feels better than she used to  but one o f  her m ajor concerns is that 

she m ight not be (3,6,11) “much use in the community”. She sees this as a w a y  o f
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com m unicating and helping people w ho are in need. She also finds m eaning in 

going out, in her family, children, religion and such activities as w riting and 

reading. She enjoys her ow n com pany and w hen she feels lonely she goes out.

G oing out is (3,6,9) “something to look forward to. I  go to the day room, they 

play bingo at night. I  like to write poetry and read the Bible and write letters to a 

prisoner”. Participant 4  links here and now  or the present m om ent w ith death by 

saying: (4,5) “I  think I  know I've got to do everything I  can in this life. Death it's 

the most surest thing”.

Overall, Participant 4 implies that adjustment and copying in the life situation 

som ebody lives in, are very im portant factors in order to live a  better and happier 

life. She believes that as an individual grow s older the m eaning in life is a 

different adjustment. Participant 4 lives life at the here and now  and tries to  m ake 

the best o f  it although she admits placing low  value on her ow n life. H er m eaning 

in life is found in religious belief, God, and her family. A lthough Participant 4 has 

a  positive attitude tow ards life despite the depression she has low  scores in the 

life attitude balance index. Participant 4 said that (4,1,6) i f  she w as physically fit 

she w ould love to have a  purpose in life by helping others. “I f  I  I'd  have a 

meaning that would be m y meaning to be able to do things”. This is another 

source o f  m eaning that could potentially give purpose to  Mrs. M: to  help other 

people and contribute to the community. A lthough Participant 4  appears to  help 

others paradoxically, she perceives herself as not attaining this goal. This can be 

possibly explained from  the fact that Participant 4  places low  value on her ow n 

life, has low  self-esteem  and confidence and therefore no faith in herse lf and her 

achievements. It appeared to be im portant for her that her achievements, w hen 

helping others, to be acknowledged from  third parties in order for her to  gain self­

esteem  and confidence.
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O ther sources o f  m eaning for Participant 4  include reading the B ible and writing 

letters and journals. These journals are self-reflective diaries w hich Participant 4 

is keeping. She claim ed that the reflection o f  her experiences and thoughts have 

helped her in overcom ing her depression.

;i .

8.11.5 Interview 5

The fifth interviewee w as 70 years old, m ale and m arried w ith no children. H e 

stated his previous occupation as: U K  m anager for French co-operation in Textile 

M achinery. Currently, after his retirement, he is involved in club secretarial work.

H e rates his general health as good. Participant 5 ’s m ain activities are social; he 

also likes gliding and computers. Participant 5 w as selected from  G roup 1 based 

on an extrem e high personal m eaning score (see Table 8.1). The participant had a  

comparatively low  mental health score (see Table 8.1 and Table 8.2).
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Table 8.8. Themes and subthemes of interview 5

Job
satisfaction

Short-term  goals Financial Religion as purpose

enjoy job (2), 
interest in  
job (2)

striving for some purpose 
(3), problem-solving (2), 
short term satisfaction (2)

money (5), 
financial (4), 
power (2), 
ambition

theoretical and speculative (4), 
skeptical on religion (3), wrong 
purposes (2)

K ey: The number in  parentheses indicates the subtheme’ s occurrence frequency in  the text

Participant 5, a  reticent man, said that he had never thought about the m eaning 

and purpose in life before. The first tim e he thought about it, w as w hen he 

received the invitation letter to the interview. (9,7 and 1,1,1) “I  haven't sort o f  sat 

down and thought about the meaning in life. Ia m  too busy to do other things to 

start theorising, speculating what meaning o f life means ”. H e speculates though 

that (2,3) “perhaps meaning in life has got something to do with striving fo r  some 

purpose or some ideal or some target maybe”. H e offers an exam ple o f  people
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w ho m ight strive to achieve a  goal or a  target. (2,4) “Perhaps fo r  some tycoons is 

to make lots o f  money or to be in charge o f  powerful companies, (2,5) So perhaps 

it's, it is m ixed up with ambition”

In  response to  w hether or no t he has purpose in his life he said: (2,6) “No, I  don't 

think I  ever had purpose in life. I  didn't always. (4,3) I  think Ifound  meaning in 

enjoying m yjob because I  was finding it interesting and not having to worry 

about something or worrying about losing it A t this point o f  the interview, 

Participant 5 thought that he takes short-term satisfaction by com pleting tasks 

(see also Table 8.8). A n example: (8,3,2) “I  guess, i f  I ’ve had a problem  with a 

computer somewhere, or i f  somebody else gives me a problem then to solve 

these, it gives me short term satisfaction. Even to the extent that well it would be 

much quicker to buy a new but some how it seems, it seems to be more 

satisfaction to recover som ething’.

H e is not religious, he does not believe in G od or any other higher force and he is 

very (6,7,4) skeptical about people w ho regard religion as their purpose in life

(6,8) '‘'’because they use itfo r  wrong purposes. I'm  sure there are lots ofpeople 

who genuinelyfeel about it but religion is an excuse fo r  not very nice things

Participant 5 ’s m ental health score is comparatively low  but his personal m eaning 

index score is high. H e has never thought w hat the m eaning and purpose in life 

m ight be and he adm its that he had never had a  purpose in life (at least not 

consciously). H is previous m ain occupation in a  highly competitive business 

environm ent left him  no tim e to speculate and theorise on w hat the m eaning and 

purpose in life m ight be. Now adays, he is pre-occupied w ith a  com puter w hich 

he keeps at hom e and club secretarial work; activities that keep him  busy and 

active in his retirement. H e says that older adults are mainly concerned w ith
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financial security. H e brings up exam ples o f  financially successful people, i.e. 

tycoons. H e does not find m eaning in believing in G od and thinks that religion 

has been used as a  tool to cause distraction around the world. D uring the 

interview, he thought that he m ight be finding m eaning in life and achieving life- 

satisfaction by com pleting a  do-it-yourself task, such as changing a  part in his 

computer. Mr. B. did not talk  about his w ife or relatives and he seem ed reluctant 

to do so during the interview w hen Participant 5 w as probed from  the 

interviewer. A lthough Participant’s 5 physical health is com paratively high, his 

m ental health score is comparatively low. H e appeared to be calm , logistic 

w ithout signs o f  expressed happiness and content.

8.11.6 Interview 6

This interview  w as noticeably shorter that the previous ones m ainly due to  the 

fact that Participant 6 w as reluctant to express herself and consequently the 

researcher encountered difficulties in eliciting speech from  Participant 6. 

Participant 6 m ainly talked about her life, personal wealth, herse lf and-her tw o 

successful children (see Table 8.9).

The sixth interviewee lives alone, she is 74 years old, fem ale, divorced, w ith tw o 

children. She w as selected from  G roup 3 based on an extrem e low  life attitude 

score (see Table 8.1). The participant had a  comparatively high physical 

functioning score (see Table 8.1 and Table 8.2). Perhaps the com paratively low  

life attitude score reflects Participant 6 ’s attitude in life twenty-five years ago 

w hen her husband left her. From  that point onw ards Participant 6 describes her 

life to  be a  continuous effort to raise her tw o children as best as she could under 

conditions o f  severe and extreme poverty. She used to com e from  a  very wealthy 

fam ily w hich also ended in poverty. She did her best to recover from  it and to 

raise her tw o children to in such a  w ay as to enable them  to becom e successful
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and wealthy. She appears very satisfied to  have achieved this. Participant 6 said 

that her son is able to support her financially, including the house her son has 

bought her. She said that (2,2) “the purpose in life is to help everybody else. You 

lead a good honest life and help everybody”.
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Table 8.9. Themes and subthemes o f interview 6

Financial Sources o f m eaning Religion
personal and (5) 
financial wealth (4)

helping others (4), honesty in  life (2), 
happiness (2), family (3), children (4)

religion, greater-force, 
church

K ey: The number in parentheses indicates the subtheme’ s occurrence frequency in  the text

In  response to w hat does she think the m eaning o f  life is, i f  any, she said: (1,2)

“Oh I  don't know what you really mean by the meaning o f  life. What’s the 

meaning o f ....in  helping others or your personal wealth? (4,2) I  can't give you a 

definite answer really. I'm  ju s t happy”. (1,3) N ow adays Participant 6  believes 

“that i f  you help people and do whatever you can they will in return help you. I  

think whatever you give you always get back”.

O n previous m eanings she says: (1,5) “Well the meaning in my life was when my 

husband left me and the children were little to see they got a better life than what 

I  did. I  wanted them to not work as hard as I ’ve had to do to bring them up. (2,4) 

I  think when you live on your own you've got to be strong ”. H er greatest 

satisfaction in life w as (2,3) “in bringing the children up because they've a ll done 

so very w elt’.

In response to w hether or not she is religious she said that: (1,8) “I've always 

believed in religion and I  always think there's someone much greater than what 

we are”.
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Econom ic prosperity are very im portant factors for Participant 6  She has 

m anaged to recover w ith her ow n efforts from  poverty and raise her tw o children 

the w ay she w anted them  to be: successful, wealthy and secure for the future. She 

finds purpose in life by helping others and m eaning in her fam ily/children/grand 

children and G od 2, all o f  w hich m ay "be possible reasons to  justify her 

comparatively high personal m eaning index score (see Table 8.1). Participant 6 ’s 

life attitude score though still rem ains extremely low  w hen com pared to her 

personal m eaning index score.

8.12 Summary table o f themes

The em erging them es and subthem es from  each interview w ere sum m arised and 

listed according to group m em bership. The com m on them es that em erge from  

each interview are presented in Table 8.10. In  addition the individual extrem e 

scores o f  PM I and LA B I are presented as well as the comparatively high and low  

w ell-being, mental health and physical functioning scores.
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Table 8.10. Summary table of biographical and theme data in Group order
Int2
Group 1

Growing old Sources of meaning H itte r order (God/Soul) Here and now (Present)

*M H (22), 
*PMI(19)

RLatPp,
physical, health (9), 
vitality (4),
finance (5), education (2)

Strong interests (3) and stimuli (1), music (3),
read (2), integrity, truthfulness (2),
inner repose (2), interpersonal relationships (2)

Fairies (1), angels (1), soul (5), 
metaphysical (2), 
after life (3)

Pour soi - en soi (6), 
aesthetic beauty (2), spirituality, 
harmony, 
reminiscing (2)

Int5
Group 1

Job satisfaction Short-term goals Religion (as purpose) Financial

'J'MHflg),
fLABI(47)

enjoy job (2), interest in job 
(2)

striving for some purpose (3), problem-solving 
(2), short term satisfaction (2)

theoretical and speculative (4), 
skeptical on religion (3), wrong purposes 
(2)

money (5), financial 
(4), power (2), 
ambition

Int4
Group 1

Well-being Sources of meaning Religion Here and now

4"LABI (53)
physical limitations (2), 
adjusting (2), accepting (2), 
cot>e. independence (2)

write (6), poetry (2), read (3), communication, 
company (4), go out (4), family (4), friends (4), 
help community (6)

church, religion (2), belief in God (2), 
meaning in God (2), death, afterlife (2)

present (3), do everything in this life, 
day to day existence

Inti
Group 2

\ \  ell-being Sources of meaning Religion (belief?God) Other’s
sources

Death

*MH(23X 
tP M I (75)

feel the same as when young, 
RlatPp,
inwaid mouth of things, 
memory, greater perception

pain (1), sufienng (4), relationships (4), love 
(3), beauty (2), music (1X art (2)

religious groups (IX religious believes (3), 
God (2), reason for creation (2), creative 
force (2)

day to day basis (3), here and now 
(1), financial security (2)

teat ol death (71. 
fear of afterlife (1)

Int6
Group 3

Sources of meaning Religion Here and now Financial

*PF(26),
4< LABI (46)

helping others (4), honesty in life (2), happiness 
(2), family (3), children (4)

religion, greater force, church life is here today (4), live for the 
present (5), here and now (3)

personal wealth (5X 
financial wealth (4)

Int3
Group 3

Responsibility Sources of meaning Meaning and Purpose

4-PF(ll),
*PMI(71)

make the best of what you 
have (8), life is what you make 
of it (9)

friends (2), go out (5) help others (6), happiness
(7)

no necessity for money (9), religion (2), 
God (2), afterlife (2)

Key: Int =  Interviewee, high, ^  low, MH=mental health, PW =psychological well-being, PF=physical functioning (a ll refer to W ell-Being), PMI=personal meaning index, 
LABI=life attitude balance index (both  refer to personal meaning in  life), Group 1 =  Community comparison group, Group 2 =  Psychiatric group (the cells in  gray, indicate 
membership in  Group 2), Group 3 =  Geriatric group. The number in  the parentheses in  the left column indicate the m ean scores o f  the variables under investigation. The number in  
the parentheses in  the remaining cells indicates frequencies o f  subthemes in  the other cells.
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8.12 Conclusions

Overall, the results o f  Study 3 highlight the reasons for w hich the participants 

reported extrem e high personal m eaning despite their poor or fairly poor mental 

and physical condition. T he find ings suggest tha t a  sense o f  m eaning  is a  

source o f  m otivation and life satisfaction tha t transcends m ental and physical 

constraints. T he participan ts in Study 3 reported  to  m ainly find  m ean ing  in 

life through various sources such a  s religion, helping others, rem iniscing, and 

living in the “here and now ” (see section 9 .4  for the general discussion o f  

findings).

T he fo llow ing  chapter, p resents and d iscusses the  overall find ings o f  the 

p resen t research  along  w ith  its m ethodological lim itations. It p resen ts its 

clinical relevance and fu rther d irections fo r fu tu re  research  in  the  a rea  o f  the 

com plex  relationship  betw een  m ean ing  in life and psychological w ell-being  

in  o lder adults.
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Chapter 9

General Discussion

9.1 Outline

C hapter 9 p resents a  resum e o f  the  findings, d iscusses the  m ethodological 

lim itations o f  the  p resen t research, c larifies its relevant standing to  curren t 

research  and d iscusses clinical relevance and im plications o f  the  findings. 

Finally, C hap ter 9 p roposes further directions fo r fu ture research  in  the  

relationship  betw een  m ean ing  in life and psychological w ell-be ing  in o lder 

adults.

T he p resen t investigation aim ed to  exam ine further the  association , 

established through  theory  and em pirical research, betw een m ean ing  in  life 

and psychological w ell-being  in  a  g roup that has been cla im ed to  be in  danger 

o f  losing m ean ing  in  life - the one o f  o lder adults. T hree studies w ere  

conducted  in  o rder to  look  closely at the  relationship  and three d ifferent 

function ing  g roups o f  o lder adults w ere  recruited: a  com m unity  com parison  

group, a  psychiatric ou tpatien ts’ g roup and a  geria tric  ou tpatien ts’ group. 

Initially, C hap ter 9 outlines the find ings o f  each  study and  d iscusses each  

study’s m ethodological lim itations.

9.2 Findings and methodological issues o f Study 1

O ne o f  the aims o f  Study 1 w as to exam ine differences betw een tw o groups o f  

older adults in purpose in life and well-being. The tw o groups were: 

a) a  well functioning group o f  older adults nam ed the com m unity com parison 

group and b) a  non-well functioning group o f  older adults nam ed the outpatients’ 

com parison group (see also section 4.1).
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It w as established that the tw o groups o f  older adults, although different in term s 

o f  sam ple size, w ere com parable in term s o f  biographical variables. The groups 

w ere analogous in term s age, sex, estim ated socio-econom ic status, marital status, 

living arrangem ents and co-residence. The w ell-functioning older adults w ere 

m ore independent and able to  self-care than the non-well functioning older
:i .

adults. The absence o f  significant differences in the biographical variables 

ensured that inferences about the variables o f  interest (purpose in life and w ell­

being) w ere not draw n spuriously because o f  the potential effect o f  biographical 

factors.

Significant differences betw een the tw o groups w ere found in purpose in life, 

m ental health and well-being. W ell-functioning older adults w ere found to score 

significantly better that the non-well functioning older adults on these variables. 

The differences in purpose in life discovered betw een the com m unity com parison 

group and the outpatients group support previous findings in w hich purpose in 

life scores differ significantly in norm al and outpatients groups. For example, 

Sheffield and Pearson (1974) obtained purpose in life scores from  a  sam ple o f  

British psychiatric outpatients and from  five outpatients’ groups. The purpose in 

life scores for non psychiatric participants w as significantly better than the 

purpose in life scores for outpatients. The com m unity com parison group w as also 

found to score significantly better than the outpatients’ group in the variables o f  

physical functioning, social functioning, energy/fatigue and general health.

Significant differences in depression, as this w as m easured by the Zung self­

rating depression scale, betw een the tw o groups w ere not found (see T ab le  5.3). 

T hree possib le m ethodological reasons are  speculated  on  w hy  differences in 

depression w ere not found: a) the psychiatric group at the tim e o f  recruitm ent w as 

already receiving m edical and psychotherapeutic treatm ent; this m ay had already
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treated clinical symptom s in the outpatient sample, b) the Zung self-rating 

depression scale (Zung, 1971) did not discrim inate successfully betw een the tw o 

groups in term s o f  their levels o f  depression and c) given the heterogeneous size 

o f  the samples, it is feasible, that there m ight have been som e overlap betw een 

the tw o populations.

Significant differences w ere found betw een the tw o groups in term s o f  anxiety 

w ith the com m unity group scoring better than the outpatients group. H ow ever it 

m ight have been anxiety that led the outpatient participants to seek m edical and 

psychotherapeutic treatm ent in the first place and probably this justifies the 

significant differences found in anxiety. Finally, the Purpose in L ife test w as 

found to successfully discrim inate the degree o f  purpose in life betw een w ell­

functioning and non-w ell functioning older adults.

Study 1, w as also conducted to look m ore closely the patterns o f  associations 

betw een purpose in life and well-being. The relationship betw een the tw o 

constructs w as exam ined for each com parison group individually and across 

groups. A  positive association betw een purpose in life and well-being w as found 

to characterise the com m unity com parison (r=.42, p < 0 0 1 ) and the outpatients’ 

(r.=40, p < 0 0 1 ) groups. It is very interesting that the psychiatric group retained the 

positive association betw een purpose in life and well-being. A n overall positive 

association betw een purpose in life and well-being w as found across the groups 

(r= 6 9 , p< 001 ); that is the relationship retained its consistency regardless o f  

group membership.

The relationship betw een purpose in life and well-being w as investigated further 

w ith the use o f  a  scattergram  in the com bined samples (see Figure 5.1). The 

graph indicated that participants w ho scored better on the purpose in life and 

w ell-being (including m ental health) belonged to the com parison com m unity
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group w hilst those participants w ho scored low  on both purpose in life and w ell­

being (including m ental health) belonged to  the outpatients’ group.

In brief, high scores in purpose in life w ere associated w ith high scores in w ell­

being (and m ental health) and these associations characterised participants from  

the com m unity com parison group. O n the other hand, low  scores in purpose in 

life w ere associated w ith low  scores in w ell-being (and m ental health^ and these 

associations characterised participants from  the outpatients’ group. These 

associations o f  purpose in life and w ell-being betw een the tw o groups w ere 

found to be significantly different. The presence o f  a  consistent relationship 

betw een purpose in life and well-being supports previous findings (Ryff, 1991; 

Z ika and Cham berlain, 1992).

Finally, stepw ise m ultiple regression analyses indicated that m ental health w as 

the best predictor o f  purpose in life for each group individually and that w ell­

being w as the best predictor o f  purpose in life across groups. In  both analyses, 

m ental health and well-being w ere found to explain alm ost h a lf  o f  the P IL ’s 

variance. Psychiatric group m em bership w as also found to be one o f  the 

significant predictors o f  purpose in life (see Tables 5.5 and 5.6) in the com bined 

sample.

9.2.1 Methodological issues and criticisms

T he com m unity  com parison  g roup w as com prised  o f  o lder adu lts w ho  

attended the T ea  Party  annual event a t L eeds U niversity  (see  section 4.2.1). 

T he participants com prised a  pragm atic group; that is older adults w ho w ere 

physically w ell functioning, socially active and actively involved in comm unity 

w ork or in helping others. The fact that these older adults w ere attending such an 

event m ay point to  bias in sampling. A  sam ple o f  older adults w ho w ere not
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involved actively in com m unity w ork m ight have eliminated such bias in 

sampling. Such a  sample could have been recruited from  com m unity services.

T he outpatients com parison  group w as com prised  o f  older adults recruited 

from  a  psychiatric day hospital (see section 4.2.1). This outpatients group w as 

com prised o f  older adults w ho w ere suffering from  a  w ide variety o f  mental 

health problem s o f  m ixed diagnoses as opposed to a  particular one (i.e. clinical 

depression). Furtherm ore, the outpatient group w as receiving m edical, 

psychotherapeutic and occupational treatm ent at the tim e o f  recruitm ent and w as 

expected to im prove in term s o f  m ental health. A n ideal sam ple w ould  have been 

consisting o f  older adults w ho are on similar stages o f  their treatm ent and o f  

similar categories o f  mental illness. Future research can concentrate on 

investigating the relationship betw een purpose in life and w ell-being in 

outpatients or inpatients w ho suffer exclusively from  distinct categories o f  mental 

illness (such as clinical depression) based again on given criteria (e.g.: D SM -IV  

or IC D -10) and/or are in the sam e stage o f  their treatment.

In term s o f  the questionnaire m easures used the SF-36 discrim inated differences 

betw een the tw o groups o f  older adults on m ost o f  its variables (see Table 5.2). 

The self rating depression scale (Zung, 1965), w hich m easures depression as a 

clinical entity, w as not found to differentiate betw een levels o f  depression in the 

tw o groups. It is possible that the depression scale m ight not have detected 

differences betw een the tw o groups due to the nature o f  the scale’s items: fifteen 

out o f  twenty items m easure somatic symptoms. The m ethod o f  Study 1 could 

have been benefited i f  a  shorter and m ore recent m easure o f  depression (such as 

the H A D  scale) w as used w ith less somatic symptoms.
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9.2.2 Conclusions from Study 1

Study 1 m ainly  a im ed  to  explore the  relationship  betw een  pu rpose  in  life and 

psychological w ell-being  in adults above the  age o f  65. It w as  found  tha t a  

positive, sign ificant and consisten t relationship  takes p lace betw een  these tw o 

constructs. A lthough, the  p resen t research  did not, by any m eans, attem pt to
;i

address a  causal relationship  betw een  purpose and w ell-being , it a ttem pted  to  

address a  d irection  o f  effects rela tionship  betw een  purpose in life and 

psychological w ell-being  in Study 2.

A n im portant question not addressed in Study 1, w as the direction o f  the 

purpose/health outcom e relationship. D oes a  strong sense o f  m eaning and 

purpose lead to a  higher level o f  w ell-being, or does a  high level o f  well-being 

influences o n e’s sense o f  m eaning and purpose in life? Study 2 w as conducted in 

order to address a  direction o f  effects betw een purpose in life and w ell-being in 

older adults. The rationale o f  Study 2 is briefly sum m arised in the follow ing 

section (see section 9.3).

The findings from  Study 1, support previous findings (Z ika and Cham berlain, 

1992; Ryff, 1991) w hich dem onstrated a  consistent relationship betw een 

psychological well-being and m eaning in life and establish further the significant 

association betw een the tw o variables. The directions o f  effects betw een purpose 

in life and well-being could not be ascertained from  Study 1. H ence, in an 

attem pt to address the direction o f  effects issue betw een personal m eaning and 

well-being in older adults Study 2 w as conducted using different methodological 

procedures than the ones employed for Study 1 (for exam ple three groups o f  

older adults w ere recruited instead o f  tw o that w ere followed over a  period o f  

three months).
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9.3 Findings and methodological issues o f Study 2

O n the basis o f  the Study 1 findings, and in order to  explore further the 

relationship betw een purpose in life and psychological w ell-being in older adults, 

Study 2 w as designed. The focus o f  Study 2 continued to be on purpose in life1 

and its patterns o f  association w ith psychological well-being as in Study 1. Study 

2, in an attem pt to address the direction o f  effects betw een m eaning and w ell­

being looked on w hat is happening to purpose in life w hen a  special effort is 

m ade through m ental health care services to  change the psychological well-being 

or mental health status o f  a  group o f  older adults. Therefore a  psychiatric 

outpatients group w as recruited w hich w as receiving treatm ent through mental 

health care services. Study 2 explored the patterns o f  associations betw een 

changes in personal m eaning and changes in psychological w ell-being in three 

samples o f  older adults w ho w ere recruited and followed over a  tim e period o f  

three m onths. The groups o f  older adults recruited were: a) a  com m unity 

com parison group w hich w as com prised o f  well-functioning older adults, b) a  

psychiatric outpatients group w ith w hich a  special effort w as m ade to  im prove 

m ental health through mainly m edical treatm ent and c) a  geriatric outpatients 

group w hich w as com prised o f  older adults experiencing lim itations in life due to 

physical problem s and w ho w ere not targeted to  change its m ental health status 

over time. Tw o new  m easures w ere used in Study 2. The Hospital Depression 

and Anxiety (Zigm ond and Snaith, 1983) and the L ife Attitude Profile-Revised 

(Reker, 1992). The LA P-R , as the PIL, w as constructed based on F rankl’s 

logotherapeutic concepts (Reker, 1989).

Study 2 w as designed in order a) to establish differences betw een three sam ples 

o f  older adults on personal m eaning and psychological w ell-being, b) to explore 

the relationships betw een personal m eaning and w ell-being in three sam ples o f

i
In Study 2 purpose in  life w as also termed m eaning in  life  or personal m eaning..
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older adults over time, and c) to predict changes o f  personal m eaning from  

changes in well-being.

N o  significant deviations appeared  in th e  b iographical details am ong  the 

participants o f  the  th ree  groups. T he th ree  com parison  g roups w ere  found
;j

analogous in  term s o f  sex, relig ious activity, m arital status, co-habita tion  and 

life events. S ignificant d ifferences w ere  found  in age, socio -econom ic status, 

independence-se lf care and activities. The com m unity com parison group 

participants w ere found to be m ore independent and able to  se lf care than the 

psychiatric and geriatric participants w ho w ere m ore involved in hom e-oriented 

activities than the com m unity group participants.

9.3.1 Community comparison group

T he com m unity  com parison  scored significantly  better than  the  psychiatric  

and geriatric  groups on  m ental health , w ell-being , personal m ean ing  and life 

attitude at tim es 1 and 2. It is rem inded  at th is po in t tha t m ental health  is a  

com ponent o f  w ell-being  (see T able  4 .1) and tha t personal m ean ing  and life 

attitude are  both  com posite  scales (see Table. 6 .1) o f  the  L A P -R  (R eker, 

1992). T he in tercorrela tions betw een  the  variab les o f  SF-36, H A D  and L A P- 

R  m easurem ent instrum ents w ere  rep licated  across tim e fo r the  com m unity  

com parison  group. M ental health  w as significantly  and positively  correlated  

w ith  personal m eaning  and w ell-being  w as significantly  and  positively 

correlated  w ith  life attitude at both  tim es. A t tim e 1, the  best p red ic to r o f  

personal m eaning  w as m ental health  w h ilst a t tim e 2 energy/fatigue w as 

found to  be the best p red ictor o f  personal m eaning. It is rem inded  tha t 

energy/fatigue is a  com ponent o f  the  w ell-being  scale, as is m ental health  (see 

also T able  4.1). T he best p red ictor o f  life attitude at tim es 1 and 2 w as found 

to  be w ell-being. N o  associations w ere  noted  betw een  changes in personal 

m eaning  and changes in m ental health  o r changes in w ell-being  and changes
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in life attitude. Furtherm ore, no variab les pred icted  changes in personal 

m eaning  or changes in life attitude in the  com m unity  group. T h is supports 

Z ik a  and C ham berla in ’s (1992) speculation  that personal m ean ing  w ill no t 

undergo  significant changes over tim e in  a  w ell-function ing  g roup o f  o lder 

adults a lthough a  m easure  o f  purpose in life w as no t used  over tim e in their
;i

study. In the  com m unity  group, w here  neither physical health  o r m ental health  

w ere  being  targeted  fo r intervention, no significant pattern  o f  correlations 

appeared  w ith  changes in personal m eaning  o r changes in life attitude w ith  

o ther variables.

9.3.2 Psychiatric comparison group

O f  particu lar in terest in Study 2 w as the  relationship  betw een  w ell-being , 

m ental health  and personal m eaning  in the  psychiatric group.

A t tim e 1 the  psychiatric  group scored significantly  the  low est than  the  

com m unity  and geria tric  g roups on m ental health , w ell-being , personal 

m eaning  and life attitude. A t tim e 2  a  num ber o f  these d ifferences (see 

section 9 .6 .2) d isappeared. T he significant d ifferences in  m ental health  and 

personal m ean ing  that w ere  noted  betw een  the  psychiatric and geria tric  

com parison g roups a t tim e 1 w ere  no t p resen t at tim e 2. In  o ther w ords, the 

psychiatric g roup w as found m ore closely (i.e .: its m ean d ifference from  the 

com m unity  g roup  w as decreased) to  the  com m unity  com parison  g roup  at tim e 

2 in term s o f  personal m ean ing  and w ell-being  (see F igures 7 .2  and  7.3). 

O verall, the  psychiatric group at tim e 2 had  im proved on  anxiety, depression, 

locus o f  control, personal m eaning  and life attitude.

W hat stands out is that the  psychiatric group has im proved significantly  on 

both  m ental health  and personal m ean ing  at tim e 2 w hen  com pared  to  tim e 1.
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T his w as expected  since the  psychiatric g roup w as targeted  w ith  treatm ent 

th rough  the  m ental health  care services in o rder to  im prove its m ental health  

status.

T he above resu lts testify  tha t in term s o f  d ifferential im provem ent, the 

psychiatric  g roup has im proved significantly  over tim e in  w ell-being , m ental 

health , personal m ean ing  and life attitude w hen  com pared  to  the  com m unity  

com parison group. T he psychiatric group w as also im proved  in term s o f  

coherence and death  acceptance over the  com m unity  group.

D ifferential im provem ent o f  the psychiatric  g roup w as also  observed  in 

personal m ean ing  and life attitude w hen  com pared  to  the  geria tric  group. T he 

psychiatric g roup w as also im proved in  the variab les o f  coherence  and goal 

seeking over the  geria tric  group.

O f  particu lar no te  is that changes in m ental health , w ell-being  and  'personal 

m eaning  in the  psychiatric  g roup w ere  significantly  g rea ter than  changes in 

the  com m unity  and geriatric  g roup (see also T ables 7 .10 and 7.11). W ith  

reference to  the psychiatric group, the  results have show n significant 

im provem ents in personal m eaning, life attitude, m ental health  and  w e ll­

being. In addition, changes in personal m ean ing  w ere  found  to  be best 

p red icted  from  changes in m ental health. T he conclusion  is tha t the 

psychiatric group has show ed significant im provem ent on m ental health  and 

personal m ean ing  over tim e w hich  suggests tha t an in tervention  w hich  

im proves m ental health  also im proves personal m eaning  and life attitude. 

T herefore  a  direction o f  effect betw een  personal m eaning  and w ell-being  is 

speculated  (see also  section 9.2.4).
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N otab le  by their absence are patterns o f  rela tionsh ips w ith  depression. W hen  

pred icting  personal m ean ing  fo r the  psychiatric com parison  g roup  the  best 

p red icto r a t tim es 1 and 2 w ere  changes in  m ental health  (o r w hen  predicting  

life attitude balance the  best p red icto r w as w ell-being). M ore  specifically, fo r 

the  psychiatric g roup the  best p red icto rs a t tim e 1 w ere  m ental health , role 

lim itations attribu ted  to  em otional p roblem s and pain  w h ilst a t tim e 2 the  best 

p red ictor o f  personal m eaning  w as solely m ental health  exp lain ing  .3 5 percen t 

o f  the  variance in personal m eaning.

P red icto rs o f  change in personal m ean ing  initially  included changes in 

physical function ing  as the  best p red icto r and then  changes in m ental health  

(see T able  7.20). C hanges in m ental health  d id  no t appear as the  best 

p red ictor o f  changes in personal m ean ing  due to  the p resence  o f  an outlier 

score in th e  physical function ing  change scores. W hen  the  outlier score w as 

separated  from  the  data, change in m ental health  appeared  to  be the  best 

p red icto r o f  change in personal m eaning. In  sum m ary, in  regards to  the 

psychiatric group: a) m ental health  is found  to  be  a  consisten t p red icto r o f  

personal m eaning , b) w ell-being  is found  to  be  a  consisten t p red icto r o f  life 

attitude and c) changes in m ental health  are found  to p red ic t changes in 

personal m eaning. A gain, these results suggest that an in tervention  w hich  

im proves m ental health , and w ell-being , also im proves personal m ean ing  and 

life attitude (see also section 9.2.4).

9.3.3 Geriatric comparison group

In  general, the  geriatric  group has show n a  significant im provem ent in 

general health  status over tim e. The geriatric  com parison  g roup w as found to  

score significantly  w orse  than  the  com m unity  g roup and significantly  better 

than  the  psychiatric g roup in  term s o f  anxiety, m ental health , w ell-being  

personal m eaning  and life attitude at tim es 1 and 2. A t tim e 2 the  d ifferences
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in  anxiety, personal m ean ing  and life attitude d isappeared  w h en  com pared  

w ith  the psychiatric  group. The positive  associations betw een  personal 

m eaning  and w ell-being  in the  geriatric  g roup at tim es 1 and  2 w as found  to  

be  m oderate  (see  F igure  7.3).

In  the  geriatric  g roup changes in personal m ean ing  w ere  found  to  be 

significantly  associated  w ith  changes in  ro le lim itations attribu ted  to  physical 

problem s. C hanges in life attitude w ere  associated  w ith  changes in general 

health  status. In terestingly, changes in general health  status w ere  negatively  

associated  w ith  changes in  anxiety.

T he best p red ictors o f  personal m ean ing  at tim e 1 w ere  energy/fatigue and 

m ental health  (bo th  com ponents o f  w ell-being) w h ilst a t tim e  2 the  best 

p red icto rs o f  personal m eaning  w ere  energy/fatigue and  physical functioning. 

T he best p red ictors o f  life attitude w ere  found to  be w ell-being  and 

functional status a t bo th  tim es. Finally, the  best p red ictor o f  changes in  

personal m ean ing  in the  geria tric  g roup w ere  changes in  the  ro le  lim itations 

attribu ted  to  physical problem s. In  the  geria tric  group, overall, it appears that 

a t an individual level, changes in  life attitude w ere  significantly  associated  

w ith  changes in general health  status w h ich  in turn  w as negatively  associated  

w ith  changes in  anxiety.

Is th is  im proving personal m ean ing  indirectly  by reducing  a  so u rc e 'o f  

anxiety? It appears, and th is is only speculative, that im provem ents o r 

deteriorations in general health  are associated  w ith  changes in  anxiety, w hile  

im provem ents o r deteriorations in role lim itations attributed to  physical 

problem s are then  associated  w ith  changes in personal m ean ing  and life 

attitude. Indeed , changes in  personal m ean ing  fo r the geria tric  group w ere  

best p red icted  from  changes in ro le  lim itations attribu ted  to  physical
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problem s. In terestingly, change in ro le lim itations attribu ted  to  physical 

p roblem s is no t associated  w ith  change in physical function ing , perhaps due 

to  im provem ents w h ich  m ay resu lt e.g. from  better m anagem ent o f  

sym ptom s.

9.3.4 Methodological criticisms and conclusions from Study 2

T he psychiatric and geria tric  g roup participants en tered  the  study at d ifferen t 

po in ts in their treatm ent. A n ideal and potential m ethod o f  recru itm ent could  

have involved choosing  patients from  sim ilar d iagnostic  g roups and  from  

sim ilar po in ts o f  trea tm ent (e.g.: first consultation, end o f  intervention). 

Further, only a  subgroup o f  o lder peop le  w ith  psychiatric  conditions v isit 

psychiatrists (K im m el, 1996). It m ay be that the  psychiatric  patien ts are 

prim arily  anxious o r tha t the  com bination  o f  anxiety w ith  depression  o r o ther 

conditions contribu tes to  their referral to  specialist services.

Considering the purpose and m eaning in life m easure, it w as felt that the Life 

Attitude Profile is particularly long and tim e-consuming. A lthough the 

com pletion o f  48 items, by itself, does not im pose a  serious tim e dem and, there 

are often situations for w hich a  shorter scale w ould be m ore desirable particularly 

w ith older adults and in situations requiring m ultiple m easurem ents. It w ould 

have been ideal to  use a  shorter form  o f  the LA P-R  or a  num ber o f  its subscales 

as for exam ple the purpose (7 items) and coherence (7 items) subscales (see 

Table 6.1) that com prise the personal m eaning com posite scale (PMI).

Z ika  and C ham berlain  (1992) reported  a  consisten t association  betw een  

m eaning  in  life and psychological w ell-being. Com paring the overall 

conclusions o f  the tw o studies to those o f  Z ika and Cham berlain (1992), w ho 

exam ined the associations betw een m eaning in life and psychological well-being 

in a  sam ple o f  well-functioning older adults, it w as dem onstrated that a  consistent



Chapter 9: General discussion 176

relationship exists betw een psychological w ell-being and m eaning in life over a  

range o f  w ell-being dim ensions and m eaning measures. The well-functioning 

elderly participants from  Z ika and C ham berlain’s (1992) study w ere located 

through a  variety o f  comm unity based organisations for senior citizens. Similar 

results w ere found inspite possible cultural differences, but the sam pling (i.e.: 

active older adults, well-functioned, involved in com m unity w ork) w as sim ilar for 

comparison.

W ell-being m easures w ere collected at all three tim es at Z ika and C ham berlain’s 

study (1992) but, m eaning m easures w ere collected on one occasion only because 

the authors believed that stability w as expected in these particular m easures. In 

other words, the well-functioning group w as not expected to change its purpose 

in life m eaning status. This w as dem onstrated empirically in Study 2  w here 

participants from  the com m unity group show ed stability over a  range o f  m eaning 

and well-being m easures over a  period o f  three months. In Study 2 the LA P-R  

m easure w as adm inistered tw ice to all participants from  all three groups. It w as 

dem onstrated that the comm unity group did not change in term s o f  personal 

m eaning and w ell-being over tim e, as w as expected, but the psychiatric group, 

w hich w as targeted w ith therapy to  change its m ental health status did change in 

term s o f  m ental health and personal meaning. The geriatric group on the other 

hand, w hich w as not targeted to change its m ental health status has changed not 

in term s o f  m ental health but, in term s o f  physical functioning and energy/fatigue.

Also, Z ika and Cham berlain (1992) reported that the relations betw een the life 

m eaning and w ell-being m easures w ere significantly associated w ith each other. 

Similarly, the relations betw een the m eaning in life variables and well-being 

m easures in the present study indicated that m eaning in life and w ell-being w ere 

significantly associated to  each other at low  to high levels in all three groups. 

Highly similar correlations w ere obtained on the second occasion indicating that
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the relationship betw een personal m eaning and w ell-being is consistent and that 

the pattern repeated itself in all three groups and in both occasions. O verall, the 

low est associations betw een  personal m ean ing  and  m ental health  indicated  

m em bersh ip  to  the  psychiatric  group, the  h ighest associations indicated  

m em bersh ip  to  the  com m unity  g roup  and the  m oderate  associations to  the 

geriatric  group. Personal m eaning w as also found to be the m ost consistent 

predictor o f  m ental health. These findings have im portant im plications for 

understanding the foundations o f  psychological health and w ell-being since 

personal m eaning appears to be one o f  the critical factors in developing and 

m aintaining a  strong sense o f  well-being in older adults.

The relationships betw een personal m eaning and depression w ere o f  particular 

interest. A lthough depression has been identified as the closest construct to 

personal m eaning (Crum baugh, 1968), no significant correlations betw een the 

tw o w ere found. This suggests that the participants o f  the psychiatric group (or 

the clinically depressed group) m ight not experience high levels o f  depression 

due to  the treatm ent they w ere receiving at the tim e o f  recruitm ent or that the 

H A D  w as not picking up levels o f  depression.

Elaborating further on the  possib le explanations for th is phenom enon  it m ay 

be  speculated  that im provem ents in  m ental health  in the  psychiatric; g roup  - 

attributed to  the  pharm aceutical and therapeu tic  treatm ent the  g roup  w as 

receiving at that tim e - facilitated  im provem ents in personal m eaning.

O verall, personal m ean ing  appears to  be a  significant com ponent o f  m ental 

health , psychological w ell-being  and general health  status. It has to  be noted 

here  tha t due to  the  correlational natu re  o f  the  findings it canno t be speculated  

that im provem ents in m ental health  or w ell-being  cause a  sense o f  m ean ing  in 

life. W hat is hypothesised is that these  variab les are in terdependent o r that 

they  operate interactively.
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T he appearance o f  an  outlier score a t Study 2 (see also F igu re  7.4), 

encouraged  the  em ploym ent and app lication  o f  id iographic  research  m ethods 

(in th is case  in th e  form  o f  sem i-structured  in terview s) in  o rder to  study 

qualitatively  the  connection  betw een  personal m eaning  and w ell-being  in a) 

individual cases w ho w ere not troubled by psychological dysfunction but w ho
3 ■

lacked personal m eaning (RyfT; 1992,1996) and b) in individual cases w ho w ere 

troubled by psychological dysfunction but did not lack personal meaning. The 

first category has been identified (Ryff; 1992,1996) as a  neglected category o f  

people in term s o f  research. W hat m akes individuals w ho are troubled from  

m ental and even physical dysfunction to  have m eaning and purpose in their lives? 

There is also another category o f  individuals w ho are not troubled from  mental 

(or physical dysfunction) but do not experience personal m eaning. W hat m akes 

these individuals, w ho are not troubled from  m ental and even physical 

dysfunction, no t to have m eaning and purpose in their lives? In order to address 

these questions, S tudy 3 w as designed. T he b road  aim  o f  S tudy 3 w as  to  

investigate using  qualitative possib le  sources o f  m eaning  in 6 participants 

(tw o from  each  com parison  group); their selection  based  on ex trem e h igh or 

low  scores (i.e.: outliers) on personal m ean ing  and life attitude.

T he strength and  w eaknesses o f  a  com bined  quantitative and qualitative 

research  approach  deserves som e discussion. C ontem porary  researchers tend  

to  show  a  g row ing  preference fo r using  a  m ethodology w h ich  in tegrates both 

quantitative and qualitative research  approaches (S ilverstein , 1988). A  

com bined  approach  avoids the  one-sideness o f  traditional positiv ists w h ich  is 

m ainly concerned  w ith  internal validity  and som etim es lacks the  authenticity  

and subjective m ean ing  o f  external reality. A nalysing data  in  a  num erical- 

m athem atical w ay  on one hand (D ebats, 1996) and com prehending  m ore the 

personal experiences o f  the  subjects on  the  o ther allow s results to  be  derived
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both  in a  hypothetical-deductive w ay  and  inductively  (D ebats, 1996) 

p rovid ing  a  m ore holistic  p icture o f  the  a rea  under investigation.

9.4 Findings and methodological issues o f Study 3

The results o f  Study 3 suggested reasons w hy a  num ber o f  participants, despite
¡1 '

their poor or fairly poor m ental and physical health (i.e.: well-being) reported 

extrem e scores o f  personal m eaning or life attitude. Study 3 explored how  

m eaning in life is associated w ith physical limitations, physical change or 

deterioration in m ental and physical state. T he find ings suggested  tha t a  sense 

o f  m eaning  is a  source o f  m otivation and life satisfaction th a t “ transcends” 

both  m ental and physical constraints. T he participants m ainly  reported  to  find  

m ean ing  in  life through various sources such a  s religion, helping others, 

rem iniscing, and living in the “here and now ” .

The theoretical im portance o f  som e individual sources o f  m eaning and h o w  these 

arise  have been suggested in the past by W ong (1989). W o n g  (1989)-identified  

fou r possib le  m ean ing-enhancing  strategies relevant to  the  elderly; 

rem iniscence, com m itm ent, optim ism  and  religiosity. R e k e r’s (1989) 

defin ition  o f  personal m eaning  also suggests tha t both  b e lie f  and value 

system s give rise to  m ean ing  in life. Study 3 has th row n ligh t on  the  k ind o f  

m eaning  in life sources o lder adults experience even u nder unfavourab le  

conditions o f  m ental and physical health  suffering.

Sources o f  m eaning included the belief in a  higher order such as God. Three out 

o f  six interviewees did not regard religious belief or other beliefs to be prim e 

sources o f  m eaning in their lives although they did not underestim ate the value o f  

religious belief as a  source o f  hope and o f  m eaning in life. Such religious beliefs 

or beliefs in higher orders seem to m ake death m ore approachable because a  life 

after death is anticipated. It appears then, that death seem s to  prom pt the quest for
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m eaning in life through religious beliefs. This supports Frankl (1971) and Y alom  

(1980) w ho theorised that the prospect o f  death m otivates individuals to respond 

to opportunities and assum e personal responsibilities. It appears that one can 

reduce existential despair by transform ing ... “a  given reality into a possibility fo r  

accomplishing something. An apparent obstacle or a limitation in life may 

become a source o f  personal meaning and self-realisation. Thus, fo r  Frankl, 

death is not the end but rather the beginning or the birth o f  meaning in human 

life ” (Kovacs, 1982, p. 202).

P revious em pirical ev idence supports the  p resen t find ings by find ing  relig ious 

beliefs to  rela te  to  death  acceptance. P ersons w ho  reported  a  h igh  purpose 

and  m ean ing  in life tended  to  have less fear o f  death  and  a  m ore  positive  and 

accepting  attitude tow ards dying than  persons w ho  reported  less m ean ing  and 

purpose in  their life (B lazer, 1973). A nother study (C ham berlain  and  Z ika, 

1988), exam ined  relig iosity  as a  p red icto r o f  d ifferent com ponents o f  w ell­

being  in a  sam ple o f  w om en and dem onstrated  a  variab le b u t consistently  

positive relationship  betw een  relig ion  and w ell-being. G esser, W ong  and 

R eker (1988) explored  the  relationship  betw een  death  attitudes across the 

life-span and reported  that the fear o f  death  and  dying w as relatively h igh 

am ong the  young, peaked  during m iddle age, and fell to its low est point 

am ong  the  elderly.

It has been  theorised  tha t w hen  several sources o f  m ean ing  have been 

accom plished  at old age, then  G od  becom es a  w ay  to  resist m ean ing lessness 

and despair (Fow ler, 1981). T here is som e evidence tha t relig ious beliefs are 

related  to  m eaning  in life and tha t individuals w ho  are intrinsically  m otivated, 

com m itted  and true  believers had  significantly  h igher purpose in life than 

those w ho  are  not intrinsically  m otivated , com m itted  and  true  believers 

(Soderstorm  and  W right, 1977). Y alom  (1980) has also suggested that
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involvem ent in a  m eaningful group or cause increases one’s sense o f  meaning. A  

few  studies have exam ined this concept and have dem onstrated that a  high 

Purpose in L ife (PIL) score is correlated w ith involvem ent in organised groups 

either religious, ethnic, political or com m unity service (Doerries, 1970) and 

involvem ent in sports or hobbies. The evidence for the association betw een death 

acceptance and m eaning in life in older adults serves as a  basis for the further 

exploration o f  the relation betw een  relig ious beliefs and m ean ing  in life in 

o lder adults since relig ion  appears to  be a  m ajor source o f  m eaning.

Tw o out o f  three individuals w ho reported high levels o f  psychological w ell­

being and low  levels in personal m eaning did not believe in a  higher order or 

God. In addition, m aking the best o f  the present m om ent seem s to be a  very 

im portant factor o f  self-satisfaction and a  source o f  m eaning in life and seem s to 

be a  distinct feature in both self-satisfaction and m eaning in life. D eath seem s to 

prom pt not only the quest for m eaning in life through religious beliefs but also 

through life review  and rem em bering the past. T he theoretical im portance o f  

rem iniscence in the  elderly  has been identified  fo r som e tim e n o w  (B irren, 

1964; B utler, 1963) and  has been considered  as a  p rocess triggered  by the 

realisation  o f  death. A ccord ing  to  the  life accounts o f  the  in terv iew ees from  

the  psychiatric group, it appears that rev iew ing  life and death  w ith  peace  o f  

m ind  provides a  sense o f  fu lfilm ent that com es from  a  reso lu tion  o f  personal 

conflicts (either by confronting a  conflict o r keeping  a  jou rna l th a t provides 

opportunities fo r self-reflection and self-evaluation). It appears that 

psychological w ell-being  can be prom oted  th rough  rem in iscence and the  

rev iew  o f  life and  death.

Generally, w hat stands out from  the present findings is that although the 

interviewees m ight be limited in their everyday life roles due to emotional or 

physical problem s they are able to find m eaning in their lives. This is the hard
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core o f  existential philosophy: to m ake the best o f  the w orld in w hich an 

individual is “throw n” (Sartre, 1946, p. 16). A s Sartre w rote (1946, p .3 2 )  “M an 

is nothing but what he makes fo r  himself. Such is the fir s t principle o f  

existentialism  It follows that it is very im portant to encourage older adults even 

m ore during treatm ent to  find m eaning and purpose in their lives by setting goals
;i

and targets.

Five out o f  six participants reported finding m eaning attem pting to m ake the m ost 

o f  their eveiyday lives w ithin the limitations o f  their life situation. The 

anticipation o f  sim ple events (i.e. the  v isit o f  a  fam ily m em ber, go ing  to  

church  o r b ingo) provide m otivation and  enable the experience o f  having 

m ean ing  and pu rpose  in life and o f  v iew ing  life w ith  optim ism . In  the 

p resence o f  pessim ism  older adults m ay give up  hope and becom e depressed  

due to  the p resence o f  everyday ro le  lim itations attributed to  em otional and 

physical problem s, illness o r disability. It is im portant tha t a  sense o f  hope 

and optim ism  are restored  w hen  no t p resen t in  order to  p rom ote  a  sense o f  

purpose and m ean ing  in life.

Vitality o f  body appeared to be a  factor connected w ith w ellness and m eaning in 

life. Financial security w as also view ed as an im portant factor in m aintaining 

m eaning in life and psychological well-being in life. These connections betw een 

well-being, vitality o f  the body and financial security seem  a  vital link for 

enhancing m eaning in life and it is w orth w hile to think o f  further investigating 

this link in older adults.

Interestingly, one participant pointed out that he had never thought about the 

m eaning or purpose in life before. H e found such a  m atter “ speculative” and 

therefore not w orth thinking about or time-wasting. The life attitude balance 

score o f  the particular individual is extremely high but his m ental health score
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appears to be comparatively low  although no previous m ental health illness or 

problem  have been reported. It w ould be o f  empirical interest to see i f  this case 

(or similar cases) will present future fluctuations o f  w ell-being and m ental health. 

O n the other hand it is possible that this individual chooses not to  think about the 

m eaning in life in order to  prevent the existential anxiety that m ight arise w hen
:i ■

confronting the existential conflict o f  w hether or not life has any meaning.

Helping others appears to be another source that gives life satisfaction. Helping 

others or contributing to the com m unity seem s to provide the giver w ith feelings 

o f  self-worth, self-esteem  and m eaning in life. C om m itm ent to  activities, social 

cause or he lp ing  others has been  poin ted  out to  provide m ean ing  to  an 

individual regard less o f  age (Y alom , 1980). F rankl (1963) and M addi (1970), 

have em phasised  the  im portance o f  com m itm ent to  a  ta sk  as an im portant 

rou te  to  personal m eaning. C om m itm ent im plies a  dedication  to  a  task  o f  

personal sign ificance and absence o f  alienation. It also im plies personal 

choice and includes the  additional m eaning  o f  investing tim e and energy to  a  

task  (W ong, 1989).

Taking into consideration the above it appeared that sources o f  m eaning for these 

individuals m ay play an im portant role in attaining life-satisfaction and 

psychological well-being even under unfavourable m ental and physical 

conditions. Participants w ho suffer from  m ental or physical problem s appear to 

be finding m eaning in the anticipation o f  simple events (i.e.: play bingo, w atch 

the trees) and eveiyday activities (i.e.: DIY). Copying and adjusting successfully 

to  the already given life-situation seem s to  play a  beneficial role in the attainm ent 

o f  psychological well-being and finding m eaning in life in older adults. In  

conclusion, com m itm ent in activities w h ich  provide m ean ing  and purpose in 

life appear to  play a  significant ro le tow ards the  overall w ell-being  (physical, 

m ental and spiritual) o f  the o lder adult individual even under unfavourable
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m ental and physical conditions. T he find ings im ply th e  im portance o f  the 

inclusion o f  even m ore therapeutic  strategies and m ethods tha t enhance 

m ean ing  and purpose in life in the  health  care o f  o lder adults. T he data  o f  

S tudy 3 could  have been enriched  by recru iting  a  larger num ber o f  

participants from  each  group and investigate w hether or n o t significantly
3

differen t categories o f  m eaning  in life them es appear in each group.

9.5 Current status o f the present research and clinical relevance

The overall results o f  the present research lead to  the conclusion that there is a  

substantial and consistent relation betw een m eaning and psychological w ell­

being in older adults. In accordance w ith earlier investigations this study shows 

that m eaning in life correlates significantly w ith aspects o f  w ell-being (Reker, 

Peacock and W ong; 1987; Z ika and Cham berlain, 1992) in different functioning 

groups o f  older adults. This supports theorists such as Frankl (1963), Y alom  

(1980) and M addi (1973) w ho postulated that m eaningfulness relates to positive 

well-being outcom es, w hereas m eaninglessness relates to pathological ones. 

A ccording to Frankl (1963 ,1967) w hen a  person fails to find m eaning in life and 

a  state o f  vacuum  o f  perceived m eaning in personal existence is present, the 

individual m ight be confronted w ith existential frustration w hich is characterised 

by the feeling o f  boredom  (Crum baugh, 1968, C rum baugh and M aholick, 1964). 

A lthough the occurrence o f  existential vacuum  does not necessarily lead to 

existential neuroses (Frankl, 1976), it has been contended that existential vacuum  

is an aetiological factor o f  psychopathology and that w hen there is a  vacuum  in 

existence, m ental problem s fill in the vacuum  (Dyck, 1987; Frankl, 1967). In 

summ aiy, the existentialists’ proposals that absence o f  m eaning in life is related 

to psychopathology is plausible and that presence o f  m eaning in life is related to 

psychological well-being are im portant ones w hen clinical im plications are 

concerned.
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The participants o f  the psychiatric group w ere not receiving existential 

psychotherapy per se, therefore it cannot be claim ed that the change in personal 

m eaning w hich w as observed in the period o f  three m onths is due to any 

particular existential therapy intervention. It w ould be interesting though to focus 

research efforts on older adults w ho do receive existential therapy intervention
;i

and/or to older adults w ho quest for m eaning and purpose in life w hile are treated 

for mental or physical problems. The Purpose in Life test (Crum baugh and 

M aholick, 1968) for exam ple can be a  useful tool to assess the degree o f  m eaning 

in life in com bination w ith other screening m easures in psychiatric or clinical 

practice. The Purpose in L ife has been recently used in a  study (Debats, 1996) 

w hich exam ined the clinical relevance o f  the m eaning in life construct by 

evaluating its ability to  predict patients’ general and psychological w ell-being and 

their post treatm ent functioning. Evidence w as obtained for the notion that 

m eaning in life: a) w ould affect both positive and negative aspects o f  well-being, 

b) that it w ould be related to  im provem ent during psychotherapy, and c) that it 

w ould predict the outcom e o f  psychotherapy, independently o f  the patients’ pre­

treatm ent levels o f  well-being.

Study 3 dem onstrated  that sources o f  m ean ing  (such as areas o f  w o rk  and 

play, education, personal developm ent, relationships, com m unity  w ork) are 

im portant in the  process o f  d iscovering and m ain tain ing  a  sense o f  personal 

m eaning. It becom es ev ident tha t the  a rea  o f  m eaning  in  life can be a  

legitim ate concern  o f  health  carers and a  p a tien t’s loss o r po ten tia l loss o f  a  

sense o f  m eaning  in life is a  potential focus fo r therapeu tic  intervention. To 

in tervene effectively in th is m ode, the  health  carer needs som e know ledge 

abou t how  m eaning  in  life is experienced  from  the  o lder adult. I f  a  generic 

form  o f  such an experience in an o lder adult could  be identified , the  structure 

could  be used  as a  starting poin t fo r p lanning  health  care that could  further 

assist individuals to  foster and m aintain  o r regain  a  sense tha t life is indeed
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m eaningful. In  o rder to  prom ote, m ain tain  and resto re  m ental health  in o lder 

adults, w ho  are  a t risk  o f  m eaning  loss, it is im portan t tha t m ean ing  in life is 

fostered  th rough  the  engaging  o f  m eaningfu l subjective experiences from  the 

part o f  the patien ts or client. T his process can be fostered by em ploying and , 

applying existential o f  hum anistic  types o f  therapy  (i.e. logotherapy, 

existential psychotherapy, client-centred  therapy) to clients o r patien ts w ho 

overtly express their quest fo r pu rpose  o r m ean ing  in life.

T oday a  large num ber o f  ageing  individuals live 20-30 years beyond 

retirem ent (K im m el, 1996). It is im portan t tha t w e exp lore  fu rther w ays to 

ex tend  m eaningfu l involvem ent at a  societal level and to  reduce the  risk  o f  

loss o f  m ean ing  in life fo r adults as they  age. Ideally w hat is needed  are 

efforts to  increase the  options available to  o lder adults in the  areas o f  w ork  

and play, education, personal developm ent, relationships, com m unity  w ork  

(i.e., sources o f  m eaning).

9.5.1 On existential psychotherapy and meaning in life

Psychotherapeutic treatm ent can aim  to support and guide older individuals in a 

search for m eaningful values and purposive goals in life. It has been suggested 

(Debats, 1996) that generally, regular psychotherapy fails to be effective in 

patients with low  initial levels o f  m eaning in life. Providing treatm ent and 

prolonging life w ithout facilitating a  struggle for m eaning m ay not be the only 

answ er to  the challenges o f  grow ing old (W ong, 1989). Com ponents o f  

existential psychotherapy is one m ethod o f  fostering m eaning in life strategies 

and enriching the w hole spirituality o f  the individual (Trice, 1990).

Behavioural and psychoanalytic techniques m ay benefit from  a  consideration o f  

the concepts used w ithin existential psychotherapy. Part o f  the difficulty in 

distinguishing betw een existential therapy and other types o f  therapy lies in the
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fact that existential therapy has been resistant to systematisation and the 

developm ent o f  one particular set o f  techniques and applications (Hoeller, 1990). 

Rollo M ay (1960) in “Existential Psychology” (p. 18-19) wrote:

“In psychology cmdpsychiatry, the term existential demarcates an attitude, 

an approach to human beings, rather than a special school or group. It is 

doubtful whether it makes sense to speak o f “an existential psychologist or 

psychotherapist ” in contradistinction to other schools; it is not a  system o f 

therapy, but an attitude towards therapy, not a set o f new techniques but a 

concern with the understanding o f the structure o f the human being and his 

experience that must underlie all techniques. This is why it makes sense, i f  I  

may say so without being misunderstood, to say that every psychotherapist 

is existential to the extent that he is a good therapist”.

Existential psychotherapy is influenced by both psychoanalytic and behaviourist 

approaches to treatm ent but in certain aspects disagrees w ith both. Generally, it 

view s behaviourism  as underestim ating the com plicated personality o f  the 

individual and psychoanalysis as taking a  relatively pessim istic view  o f  the hum an 

potential for developm ent (Lowenstein, 1993). Existential therapy though is open 

to possible contributions from  other schools o f  thought including psychoanalysis, 

E llis’s (1977) rational-em otive therapy and R oger’s (1951) non-directive or 

client-centred therapy. It mainly focuses on the person in the “here-and-now ” and 

com pared w ith other therapies less, but not least, attention is given to  past 

experiences, past events and unresolved conflicts (Correnti, 1965; H avens, 1976; 

Jones, 1990). Existential psychotherapy w ith its aw areness o f  concerns o f  

profound im portance to each individual m ay provide guidance to therapists and 

other carers (Baird, 1985) concerned w ith finding out w hat m ight be m eaningful 

for older patients, including perhaps, their ow n death (Yalom , 1980).
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C lin icians are encouraged  by the  p resen t study’s resu lts to  consider the  

health-fostering  aspects o f  the  m eaning  in life d im ension  m ore  in  their 

d iagnoses and treatm ents. C ertainly, a  num ber o f  c lin ic ians have probably  

m ore than  once been  confronted  by a  patien t asking: “W h at is the m eaning  o f  

life?, “W hy does th is happen  to  m e?” . E xpressions o f  th is k ind  reveal a  basic
3

hum an need  to  question  and com prehend o n e ’s personal ex istence and  these 

questions need  to  be taken  into fu rther consideration  and respected  even 

m ore, even w hen  defin ite  answ ers cannot be g iven or found. Such  questions 

convey an absence o f  m eaning  as w ell as a  need  fo r m ean ing  in  p a tien ts’ life. 

Y alom  (1980), ve iy  interestingly stated tha t such issues are  generally  

circum vented  in regu lar psychotherapy, because  the c lin ic ians them selves feel 

inadequate  (D ebats, 1996) to hand le  them  (including  issues on m ean ing  in 

life and death). “Such therapists are rem inded o f  their personal incomplete 

quest fo r  m eaning in life. How is it possible, the therapist wonders, fo r  one to 

solve som ething fo r  someone else one cannot solve fo r  oneself? The therapist 

m ay well conclude that the problem  is insoluble, and fin d  ways to circum vent 

it in therapy”. Y alom , 1989, p. 461). It should  be rem em bered  how ever that 

the  anxiety o f  m eaninglessness is n o t in itse lf  an  abnorm al condition , 

a lthough peop le  often  respond to  it in psycho-pathological w ays, th rough  

drug o r alcohol use  etc. (R uffin , 1984).

In  general the  study and treatm ent o f  severe psychological d isorders and 

research  on abnorm ality  are relatively un influenced  by the  existential m odel. 

W ith  regard  to  recen t efforts to  in tegrate theories, m any existential ideas are 

n o t considered  sufficient causes o f  psychopathology and are  typically not 

g iven  prom inence in in tegrative m odels. T his needs to  be  investigated  further, 

g iven the accum ulated  strong ev idence tha t m eaning  in life and m ental health  

are significantly  linked. A nother w ay  to  establish  the links betw een  m eaning
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in life and w ell-being  is to  investigate the  w ays in w h ich  m ean ing  in life 

strategies are enhanced  during  hum anistic  and existential types o f  

psychotherapeutic  treatm ent.

9.6 Proposals for further research
0

A  num ber o f  potential directions for future research can be identified from  recent 

studies and the current research. Future research on the relationship betw een 

personal m eaning and the activities in w hich older adults are involved will be 

useful in order to identify other activities and sources o f  m eaning that potentially 

equip older adults w ith a  sense o f  purpose and m eaning in life. F u tu re  research  

can  focus on  how  exactly  sources o f  m eaning , such as activ ities, have an 

im pact on m ental and physical health. H o w  does com m itm ent to  a  task  or 

help ing  others and  contribu ting  to the  com m unity  benefit the  m ental health  

status o f  an individual? H ow  do these sources o f  m ean ing  con tribu te  to  the  

a tta inm ent o f  a  m eaningfu l life and in tu rn  to  psychological and general w e ll­

being? R em iniscence, life rev iew  and death  rev iew  appear to  have  a 

therapeutic  effect on  health  and to  be  m eaning  p roducing  processes. H ow  

does rem iniscence affect m eaning  in life and subsequently  psychological 

w ell-being? It w ou ld  be in teresting to  see ho w  therapeu tic  trea tm en t enhances 

m ean ing  in life strategies. H ow  do therapies, i f  any, affect the  developm ent o f  

purpose and m eaning  in life strategies in  o lder adults? W hat are particu lar 

type o f  therap ies or m ethods (i.e. existential psychotherapy, c lien t-centred  

therapy) that affect the creation and developm ent o f  personal sources o f  

m eaning  and how ? W hat is the ro le o f  anxiety as a  banner in  the  appearance 

o f  existential conflicts ? A lso, further research  into m ean ing  in  life could 

investigate how  peop le  explain  their experiences o f  m eaning , w h a t language 

they  use, and how  their accounts are personally  and socially  constructed.

2 Confrontation with the givens of human existence (i.e.: meaning in life) can give rise to 
existential anxiety (Yalom, 1980).

189
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T he biographical da ta  co llected  in th e  p resen t research  w ere  used  to  m ake 

sure tha t no  significant b iographical deviations existed  betw een  the  groups. 

Future research  m ay focus on the  relationship  betw een  m ean ing  in life, age, 

sex, occupational status, involvem ent in activities. L ife  events m ay-confirm , 

invalidate o r resto re  sources o f  m ean ing  in life and therefo re  can  be been
;t

considered  as m ediators o f  w ell-being  and personal m eaning. T here  is g round  

fo r fu ture studies to  explore further the  relationships o f  life events to  changes 

in levels o f  m ean ing  in life, cognitions and affects. H unter (1981) for exam ple 

reported that those individuals w ho reported low  self-esteem  had also reported 

poorer health and higher scores on depression and anxiety - factors that can affect 

one’s m eaning in life. Self-worth, self-value and self-esteem  have also been 

considered inseparable aspects o f  loss o f  m eaning (Becker, 1985). Self-esteem  

has been  claim ed to  be a  prerequisite  o f  m ean ing  in life (B attis ta  and 

A lm ond, 1973) and further research  can focus on  their rela tionship  betw een  

these tw o  factors.

9.7 C o n c lu s io n

M eaninglessness has been  recognised  as a  m odern  m alaise  that, i f  left 

unresolved, m ay lead to  sym ptom s o f  anxiety, depression  o r physical decline. 

O n  the o ther hand, the  presence o f  m eaning in life has been recognised to  be 

linked w ith psychological well-being and to be an im portant elem ent o f  mental 

health. T he broad aim  o f  the  p resent research  w as to explore fu rther th is 

relationship  betw een m eaning  in life and psychological w ell-being  in  o lder 

adults. It has been  show n that m eaning  in life is consistently  associated  w ith  

m ental health  and w ell-being  and tha t changes in m ental health  are p red icted  

from  changes in personal m ean ing  in a  g roup o f  non w ell-function ing  adults 

targeted  to  change their m ental health  status. T he overall resu lts o f  th is 

investigation lead strongly to the conclusion  tha t there  is a  substantial and 

consisten t relation  betw een  m ean ing  in life and psychological w ell-being  in
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older adults. The present research has only begun to address som e o f  the areas o f  

the im portant theoretical issues in the area o f  m eaning in life w ithin the older 

adults population.
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Telephone enquiries, please contact

Ann Prothero 429
'— -—    ----------------------------- Ext: — -------------------

n AP/LSD
0ttrH -   _______________ Your Ref:-----------------------

Dat(; 26 April 1993

Ms G Koutsopoulou,
Research Student in Psychology, 
Psychology Department, 
University of Leeds,
Leeds LS2 9JT.

L e e  d s
H ealthcare

For the good of your health

Dear Ms Koutsopoulou,
Project no 1589: The clinical applications of adult 
developmental psychology
The Clinical Research (Ethics) Committee has accepted your 
project but would like you to amend the letter to potential 
participants to make it clear that they are being invited to 
participate with no obligation to do so and to give more 
information about the nature of the questions and thé time 
involved to complete the questionnaire.
Yours sincerely,

A x \ r \  ^ r o V W e r o

P R F DEAR 
Chairman
Leeds Healthcare/St James's University Hospital NHS Trust 

Clinical Research (Ethics) Committee

Leeds Health A uthority
St. M ary’s House, Si. M ary’s Road, LEEDSLS73JX  

Telephone 0532 781341. Fax 0532 620246
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M y nam e is Gina Zografo Koutsopoulou and l a m a  research student in 
Psychology a t the University o f  Leeds. This stu dy’s  aim  is to contribute 
to the im provem ent o f  the quality o f  life o f  elderly peop le  in our society. 
The fo cu s  w ill be on the em otional problem s that m any peop le  face.

B y fillin g  in this questionnaire you  w ill help a lo t in th is f ie ld  o f  
research. You are invited to participate in this study with no obligation  
to do so  and you  are f r e e  to withdraw fro m  it  any tim e and w ithout 
giving a reason fo r  withdrawal

The questions in general ask you r views about you r health and how you  
f e e l  I t  w ill take approxim ately 20-30 m inutes to f i l l  in the 
questionnaire.

The information you  w ill provide w ill be treated confidentially and you r  
right fo r  anonymity w ill be strictly according to the Clinical Research  
Ethics Committee.

Then y o u  very  m u ch  f o r  y o u r  help.
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M y nam e is Gina Zografo Koutsopoulou and l a m a  research student in 
Psychology a t the University o f  Leeds. This stu dy’s  aim  is  to contribute 
to the im provem ent o f  the quality o f  life o f  elderly peop le  in our society. 
The fo cu s w ill be on the em otional problem s that m any peop le  face.

B y fd lin g  in this questionnaire you  w ill help a lot in th is f ie ld  o f  
research. You are invited to participate in this study with no obligation 
to do so and you  are f r e e  to withdraw fro m  it  any tim e and without 
giving a reason fo r  withdrawal In  addition, i f  you  decide to withdraw  
yo u r fu tu re  care w ill not be affected

The questions in general ask you r views about you r health and how you  
f e e l  I t  w ill take approximately 20-30 m inutes to f i l l  in the 
questionnaire.

The information you  w ill provide w ill be treated confidentially and you r  
right fo r  anonymity w ill be strictly according to the Clinical Research  
Ethics Committee.

Then y o u  v ery  m u ch  f o r  y o u r  help.
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P A R T IC IP A N T 'S  C O N S E N T  F O R M

T IT L E  O F  P R O JE C T :

Have you re a d  th e  p a r t i c i p a n t ' s  in fo rm a t io n  s h e e t? ____YES/NO

Have you had th e  o p p o r tu n i t y  t o  a sk  q u e s t io n s  and and  
d i s c u s s  t h i s  s tu d y ? _________________________________________ YES/NO

Have you r e c e i v e d  enough in fo rm a t io n  a bou t t h i s
s tu d y ? _______________________________________________________ _YES/NO

Who have you spoken to ?

Do you u n ders tan d  t h a t  you a re  f r e e  t o  w ith draw  from th e  
s tu d y :  * * a t  any tim e?

* w ith o u t  h a v in g  t o  g i v e  a re a so n  f o r  w ith draw in g?  
■■ ............ ■ .............. .............. .............................................  YES/NO

Do you a g ree  t o  ta k e  p a r t  in  t h i s  s tu d y ?  ____________ YES/NO

S ig n ed  ( o p t i o n a l ) :_________________________________________________

D a te :_____________________________________________________________ _

Name in  b lo c k  l e t t e r s  ( o p t io n a l )  : ___________________ __
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Q U E S T IO N N A IR E  N o: (___ )

P lease p ro v id e  th e  fo llow ing  in fo rm a tio n :

SEX: M ale/Female

DATE OF BIRTH:_________ ;_____________

PREVIOUS OCCUPATION, ( i f  a p p l i c a b l e )  : _________________________________

CURRENT OCCUPATION, ( i f  a n y ) : ____________________________________________

MARITAL STATUS:________________________________________________________________

RELIGION:________________________________________________________________________

ACTIVELY RELIGIOUS:__________________________________________________YES/NO

LIVING ARRANGEMENTS: - A lo n e _________________ ___________________ YES/NO

- W i th  s p o u s e ____________________________ YES/NO

- W i th  f a m i l y __________________________ _Y E S/N O

- O t h e r , ( p l e a s e  s p e c i f y ) :_________________

ACTIVITIES:

LEVEL OF INDEPENDENCE: -G o in g  o u t  a lo n e ________________  YES/NO

- S e l f  c a re  YES/NO
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SF-36 HEALTH STATUS QUESTIONNAIRE

^ U l jESE QUESTIONS

^ivv ̂ Uest*°ns ask for your views about your health, how you feel and how well you are able to do your usual 
1 es. would like you to think carefully about each question and to answer it as honestly as you can.

ifV0U ar
6 Unsure about bow to answer any questions, please give the best answer you can and write your 

bts beside the question.
| your
^  atTle anc* a<̂ clress does H°t appear anywhere on this booklet. The information that you give will not be used 

^ay that could identify you personally.



GENERAL H E A L T H  For questions 1 and 2, please circle th e  num ber that b e s t  describes your health .

E In general, would you say your health is:

Excellent Very good Good Fair Poor

1 2 3 4 5

^ Compared to one year ago, how would you rate your health in general no .

Much Somewhat About Somewhat **uch
better better the same worsc WOrSC

1 2 3 4 5

HeALTH AND DAILY ACTIVITIES

3- The following questions are about activities you might dotin a y° Ur hCalth h n ° Î .
you in these activities? I f  so, how  m uch? Please circle o n e  num ber on  each  une.

Y es, lim ited  Y es, lim ited  
a lo t  a litt le

N o , not 
lim ited  a t  a ll

a. V igorous activ ities, such as running, lifting heavy 1 2 
objects, participating in strenuous sports.

3

b. M o d era te  activ ities, such as m oving a table, 1 2  
pushing a vacuum cleaner, bow ling o r playing golf.

3

c. Lifting or carrying groceries. 1 2 3

d. Climbing several flights o f  stairs. 1 2 3

e- C lim bing one flight o f  stairs. 1 2 3

f- Bending, kneeling or stooping. 1 2 3

g. W alking m ore th an  a  m ile. 1 2 3

h. W alking ha lf a  m ile. 1 2 3

i- W alking 100 y a rd s . 1 2 3

J- Bathing or dressing yourself. 1 2 32



During the past 4 weeks, have you had any of the following problems with your work or other daily
activities as a result of your physical health? Please circle 1 for Yes or 2 for No on each line.

Yes No

•
a* C u t dow n on the a m o u n t o f  tim e  you spen t on  w o rk  o r  o th er 

activ ities.
1 2

b. A ccom plished  less than you w ould have liked. 1 2

t
c- W ere  lim ited  in  the k ind  o f  w ork o r o ther activities. 1 2

d. H ad  d ifficu lty  perform ing the w ork o r o ther activ ities (fo r 
exam ple, it  took extra effort).

* . ,, 2

D uring the  p a s t  4 w eeks, have you had any o f  the fo llow ing  p rob lem s w ith  your w ork  o r o ther 
regu lar da ily  activities a s  a  re su lt o f  an y  em o tiona l p ro b le m s  (su ch  as fee ling  depressed  o r 
anxious). Please circle 1 for Yes or 2 for No on each line.

Yes No

a. C u t dow n on the a m o u n t o f tim e  you spent on w ork  o r  o ther 
activities.

1 2

b- A ccom plished  less than you w ould have liked. 1 2

c- D id  not do w ork o r other activities as ca re fu lly  as usual. 1 2

k ^ ’̂ t io n s  6,7 and 8, please circle the number that best describes you and your health.

D uring  the p a s t  4 w eeks, to w hat extent has your physica l health  o r  em otional problem s in terfered  
vdth your norm al social activities w ith fam ily, friends, neighbours o r  groups?

N ot  
at all

Slightly Moderately Q uite  
a  bit

E xtrem ely

1 2 3 4 5

How m uch bod ily  pain have you had over the p a s t 4  w eeks?

N on e Very Mild M oderate S evere Very



during the past 4 weeks, how much did pain interfere with your normal work (including both work 
outside the home and housework)?

Not A lid e
bit

Moderately Quite 
a bit

Extremely

1 2 3 4 5

f e e l in g s

* Tire following questions axe about how you feci and how things have
month. For each question, please circle the num ber that best describes the way you have been feeling. 
Make sure that you circle one number on each line.

How much time during 
the past month:

Ail Most A good Some A little None
of the of the bit of o f the o f the o f the
time time time the tim e time time

Did you feel full of life? 2 3 4  5 6

b. Have you been a very 
nervous person?

2 3 4  5 6

Have you felt so down in the 
dumps that nothing could 
cheer you up?

2 3 4  5 6

d. Have you felt calm and 
peaceful?

2 3 4  5 6

Did you have a lot of energy? 1 2 3 4 5 6

f- Have you felt downhearted 
and low?

2 3 4  5 6

Did you feel worn out? 1 2 3 4  5  6 1

h. Have you been a happy 
person?

1 2 3 4  5 6

i. Did you feel tired? 1 2 3 4 5 6

J- Has you health limited your 
social activities (like visiting 
friends or close relatives)?

2 3 4 5 ' 6



He a l t h  i n  g e n e r a l

10. Please choose the answer that best describes how true or false each o f the following statements is
for you. Please circle one number on each line.

Definitely
true

Mostly
true

Not
sure

Mostly
false

Definitely
false

a. I seem to get ill more easily 
than other people. ,

1 2 3 4 5

b. I am as healthy as anyone I 
know.

1 2 3 4 5

c. I  expect my health to get 
worse.

1 2 3 4 5

d. My health is excellent. 1 2 3 4 5
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Please, for each o f the items below tick the appropriate box next to it, 
according to how often the statement occurs to you.

Date

SAS index

None or a little 
o f the time

Some o f Good part Most or all
the time of the time of the time

l- I feel m ore  nervo us  a n d  a n x io u s  t h a n  u su a l  

1  1 feel a f r a id  for  no  reason  a t  all

3- I get  upset  easily  or feel  panicky

4- I feel like pm  falling  a pa r t  a n d  going  
To  PIECES

s- 1 FEEL t h a t  everything  is all  rig h t
a n d  NOTHING BAD WILL HAPPEN

6- my arms AND LEGS SHAKE AND TREMBLE

7- I AM BOTHERED BY HEADACHES,
NECK a n d  BACK PAINS

I FEEL WEAK AND GET TIRED EASILY

9- I FEEL CALM AND CAN SIT STILL EASILY

10- i can  feel m y  heart  beating  fast

11- I AM BOTHERED BY DIZZY SPELLS

IJ- i have  fa in tin g  spells or feel like it

13- i can  breath e  in  and  o u t  easily

* GET feeling s  o f  num bness a n d  
tingling  in  m y  fingers, toes

ls- I AM BOTHERED BY STOMACH ACHES 
OR INDIGESTION

16- i have  to  em pty  my bladder  o ften

17- my h a n d s  a r e  usually  dry  a n d  warm

’8- my Face  GETS HOT AND BLUSHES

i9- i fall asleep  easily a n d  g et  a g o o d  
n ig h t s  rest

J°- i have  nig h tm ares
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Please, for each o f the items below tick the appropriate box next to it, 
according to how often the statement occurs to you.

Aec Sex Date

None OR 
a Little 

of the Time
Some of 
the Time

Good Part 
of the Time

Most OR All 
of the Time

1 feel  d o w n -hearted , blu e  a n d  sa d

2- Mo r n in g  is w hen  i feel t h e  best

3- i h a v e  c r y in g  spells or  feel  like it

4- i h a v e  t r o u b l e  sleeping  
t h r o u g h  t h e  night

S- I e a t  a s  m u c h  as I used  to

6- i enjoy  looking  at , talking  to  a n d  
being  w ith  attractive w o m en / men

7- I NOTICE THAT I AM LOSING WEIGHT

8- i h a v e  t r o u b l e  with constipation

9- m y  HEART BEATS FASTER THAN USUAL

10- I g e t  t ir e d  for  no reason

n - MY MIND IS AS CLEAR AS IT USED TO BE

,2- I FIND IT EASY TO DO THE THINGS I USED TO

l3- I AM RESTLESS AND C A N T KEEP STILL

,4- I FEEL HOPEFUL ABOUT THE FUTURE

Is- I AM MORE IRRITABLE THAN USUAL

l6- I FIND IT EASY TO MAKE DECISIONS

,7- I FEEL THAT I AM USEFUL AND NEEDED

l8- MY LIFE IS PRETTY FULL

l9- I FEEL THAT OTHERS WOULD BE BETTER 
OFF IF I WERE DEAD

20- I STILL ENJOY THE THINGS I USED TO DO

Sds raw score 

Sds index
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For each of the following statements, circle the number that would be most nearly 
true to you. Note that the nunbers always extend from one extreme feeling to its 
opposite kind of feeling. "Neutral" implies no judgement either way. Try to use this 
rating as little as possible.

J  am u s u a l l y :  
1

c o m p le te ly
b o re d

2 3 4 5  
( n e u tr a l )

6 7
e x u b e ra n t

L i f e  t o  me seem s:

7
a lw a ys

e x c i t i n g

6 5 4 3 
(n e u tr a l )

2 1
c o m p le t e l y
r o u t in e

In l i f e  I  have:

2.
no g o a l s  o r  
aim s a t  a l l

2 3 4 5 
(n e u tr a l )

6 7
v e r y  c l e a r  
g o a l s  and  
aim s

My p e r s o n a l  e x i s t e n c e i s :

1 2 
u t t e r l y  m e a n in g le ss  
w ith o u t  pu rp o se

3 4 5  
(n e u tr a l )

6 7
v e r y  p u rp o ­
s e f u l  and 
m ean in gfu l

E very  day  i s :

'' ' 7
c o n s t a n t l y  new 

and d i f f e r e n t

6 5 4 3 
(n e u tra l )

2 1
e x a c t l y  th e  
same



5 6

I f  I  c o u ld  ch oose  I  would:

p r e f e r  n e v e r  
t o  h ave  been  
born

3 4
( n e u t r a l ) l i k e  n in e  

more l i v e s  
j u s t  l i k e  
t h i s  one

A f t e r  r e t i r i n g ,  I  would:.

7 6 5 4 3 2 1
do some o f  th e  ( n e u t r a l ) l o a f  c o m p l e t e l y

e x c i t i n g  t h in g s th e  r e s t  o f  my
I  have  a lw a y s l i f e

wanted; t o

In a c h ie v in g  l i f e  g o a ls I  h ave :

1 2 3 4 5 6 7
made no p r o g r e s s ( n e u t r a l ) p r o g r e s s e d  t o

w h a te v e r c o m p le te
f u l f i l l m e n t

My l i f e  i s :

1 2 3 4 5 6 7
em pty , f i l l e d  

o n ly  w i th  
d e s p a i r

( n e u t r a l ) ru n n in g  o v e r  
w i th  e x c i t i n g  
good  th in g s

I f  I  sh o u ld  d i e to d a y ,  I  would f e e l t h a t  my l i f e  h a s  been :

7 6 5 4 3 2 1
v e r y

w o r th w h ile
( n e u t r a l ) c o m p l e t e l y

w o r t h le s s

In th in k in g  o f  my l i f e ,  I :

1 2 3 4 5
o f t e n  wonder ( n e u t r a l )

why I  e x i s t

6 7
a lw a y s  s e e  
a re a s o n  f o r  
my b e in g  h e re



As I  v ie w  th e  w o r ld  in r e l a t i o n  t o  my l i f e , . th e  w o r ld :

1 2 
c o m p le te ly  

c o n fu s e s  me

3 4 5 
( n e u t r a l )

6 7
f i t s  m eaning­
f u l l y  w i th  my 
l i f e

I  am a: •

1 2 
v e r y

i r r e s p o n s i b l e
p erson

3 4 5 
( n e u tr a l )

6 7
v e r y
r e s p o n s i b l e
p e rso n

C o n c e r n in g  p e o p l e ' s  f r e e d o m  t o  m ake t h e i r  own c h o i c e s ,  I  
b e l i e v e  p e o p le  a r e :

7
a b s o l u t e l y  f r e e  

t o  make a l l  
l i f e  c h o ic e s

6 5 4 3
( n e u t r a l )

2 1
c o m p le te ly  
bound b y  l i ­
m i t a t io n s  o f  
h e r e d i t y  and  
en v iron m en t

With r e g a rd  to  dea th  I am:

7 6 
p re p a re d  and 

u n a fra id

5 4 3 
( n e u tr a l )

2 1
un prepared
and
f r ig h te n d e d

With r e g a rd  to  s u i c i d e , I  have:

2 2 
thou gh t o f  i t  

s e r i o u s l y  a s  a 
way o u t

3 4 5 
( n e u tr a l )

6 7
n e v e r  g iv e n  
i t  a secon d  
th ou gh t

I  r e g a r d  my a b i l i t y  t o  f i n d  a m eaning, p u r p o s e ,  o r  m is s io n  
in  l i f e  as :

7
v e r y  g r e a t

6 5 4 3
(n e u t r a l ) p r a c t i c a l l y

none



6 5 3

M y  l i f e  is:

7
i n  m y h a n d s  a n d  
I  am i n  c o n t r o l

4
(n e u tr a l ) o u t  o f  my 

hands and  
c o n t r o l l e d  
b y  e x t e r n a l  
f a c t o r s

F ac in g  my d a i l y  t a s k s  i s :

7 6 
a s o u r c e  o f  

p l e a s u r e  and 
s a t i s f a c t i o n

5 4 3 
( n e u tr a l )

2 1
a p a in f u l  
and b o r in g  
e x p e r ie n c e

I  have  d i s c o v e r e d :

1 2 
no m is s io n  o r  

p u rp o se  i n  l i f e

3 4 5 
( n e u tr a l )

6 7
c l e a r  c u t  
g o a l s  and a 
s a t i s f y i n g  
l i f e  pu rp o se
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429 o
O  n  0 Ji

Date; 24 February 1994

L e e d s
Ms G Koutsopoulou, 
Psychology Department, 
University of Leeds, 
Leeds LS2 9JT.

H ealthcare
For the good o f your health

Dear Ms Koutsopoulou,
Project no 1589 (Resubmission): Meaning in life and 
psychological well-being of the elderly
The Ethics Committee has no objection to the study in 
principle but we do feel that it would help if the language 
was simplified. For example, in the first paragraph of the 
patient information sheet terms such as 'perceptive' and 
'perception' are not particularly clear. Also, we would like 
to draw your attention to the following points which need 
correction:

1. Patient information sheet - paragraph four should be 
moved to become the second paragraph.

2. Consent form, paragraph six - for 'conduct' we 
suggest the word 'contact' is used.

3. Questionnaire No 1, section explaining the questions, 
line 2 - 'you' omitted after 'like'.

4. Questionnaire No 2, introduction - last sentence 
does not read well.

5. Questionnaire No 3, - errors in paragraphs 1 and 2 
of the introduction and in questions 9, 19, 30, 40 
and 43.

Although these are proof reading errors, we feel that they 
require correction before submitting the questionnaires to 
elderly people who may otherwise be confused and therefore 
unco-operative.

Cont/__

Leedj Health Authority
St. Mary's House, St. M ary’s Road, LEEDS LS7JJX  

Telephone 0532 781341. Fax 0532 620246



We would be very interested to receive a report of your 
findings at some future date.
Vours sincerely,

Í uÁ jCu \ OäAyh^
P R F DEAR
Chairm anLeeds Healthcare/St James's 

Clinical Research (Ethics)
University Hospital NHS Trust 
Committee
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A STUDY ON PURPOSE AND MEANING IN LIFE 

IN F O R M A T IO N  S H E E T

M y nam e is G ina Z. Koutsopoulou and I work at the 
Departm ent of Psychology, University of Leeds, LS2 9JT. I am  
interested in studying how elderly people view  purpose and 
meaning in life and how those views are related to their well-being.

Please, it is very important to notice that you are invited to 
participate in this study with NO obligation to do so and you are  
free to withdraw from it at any time and without giving a  reason for 
withdrawal. This will not affect your present and future medical care.

By filling in the following questionnaires you will help a  lot in 
this particular field of research. Th e  questions ask your views about 
your health and how you feel. All you have to do is to read and think 
carefully about each question and circle or tick the most 
appropriate answer for you. Please try to be as honest as possible 
when answering the questions and please try to answer a ll o f them. 
It will take approximately 30 - 45  minutes to fill in the questionnaires.

After three months I would like to give you the sam e set of 
questionnaires.

Th e  information you will provide will be treated strictly 
confidentially and your right for anonymity will be strictly 
respected. Consent has been obtained from the Leeds Eastern  
Health Authority Clinical Research (Ethics) Committee for this study 
to take place.

If you are interested I will be glad to send you the results of 
this study when it will be completed.

Thank you very much for your time and valuable help.
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A STUDY ON PURPOSE AND MEANING IN LIFE 

IN F O R M A T IO N  S H E E T

M y nam e is Gina Z. Koutsopoulou and I work at the 
Departm ent o f Psychology, University of Leeds, LS2 9JT. I am  
interested in studying how elderly people view  purpose and 
meaning in life and how those views are related to their well-being.

Please, it is very important to notice that you are invited to 
participate in this study with NO obligation to do so and you are  
free to withdraw from it at any time and without giving a  reason for 
withdrawal.

By filling in the following questionnaires you will help a  lot in 
this particular field o f research. Th e  questions ask your views about 
your health and how you feel. All you have to do is to read and think 
carefully about each question and circle or tick the most 
appropriate answ er for you. Please try to be as honest as possible 
when answering the questions and please try to answer a ll o f them. 
It will take approximately 30 - 45  minutes to fill in the questionnaires.

The information you will provide will be treated strictly 
confidentially and your right for anonymity will be strictly 
respected. Consent has been obtained from the Leeds Eastern 
Health Authority Clinical Research (Ethics) Committee for this study 
to take place.

If you are interested I will be glad to send you the results of 
this study when it will be completed.

Thank you very much for your time and valuable help.
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PARTICIPANT'S CONSENT FORM

I have been informed that the present study is on the elderly's views  
of purpose and m eaning in life and how those views are related to 
well-being.

I have been informed about the nature o f the questions asked.

I have been informed that the information I will provide will be  
treated strictly confidentially and that my right for anonymity will be  
strictly respected.

I have been informed that the investigator will answ er any questions 
regarding the outcom e of the study w hen this will be com pleted.

I have been informed that I am  free not to participate in the study and  
w ithdraw  from it a t any tim e without giving any reason for withdrawal.

I have been informed that the investigator would wish to contact me  
again after a  period of three months by sending m e the sam e  
questionnaire at my residence in a self - addressed envelope which 
I'll send back to her after completion.

I agree to participate in this study.

Concerns about any aspects o f this study m ay be referred to the  
D epartm ent o f Psychology, University o f Leeds, LS2 9JT.

(Investigator) (Participant)

Date:
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PARTICIPANT'S CONSENT FORM

I have  been informed that the present study is on the elderly s views  
of purpose and m eaning in life and how those views are  related to 
well-being.

I have  been informed about the nature o f the questions asked.

I have been informed that the information I will provide will be treated  
strictly confidentially and that my right for anonymity will be strictly 
respected.

I have  been informed that the investigator will answ er any questions  
regarding the outcom e o f the study w hen this will be com pleted.

I have been informed that I am  free not to participate in the study and  
w ithdraw  from it a t any tim e without giving any reason for w ithdrawal.

I ag ree  to participate in this study.

Concerns about any aspects of this study m ay be referred to the  
D epartm ent of Psychology, University o f Leeds, LS2 9JT.

(Investigator) (Participant)

Date:
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Questionnaire NO ( _ _ _ _ _  ).

accu rate ly  the following information:

W>ur name:__________________ __________________________________________________

Home address or address of contact:_______________________ . . . . : __________

°©x: Fem ale/M ale

* Date of birth:____ ___________ ------------- -------— --------------------------

Are you currently retired?...........Yes /  No
If NO what is your current occupation?__-------- -------------------------------------

* What was your main previous occupation? (Please be as specific as possible)

Are you actively religious? (Please circle)..................

What is your current marital status? (Please circle).
Married...........  Yes /  No
Single...........  Yes /  No
Divorced....... Yes /  No
Separated...... Y es /N o
Remarried...... Yes /  No
Widow/er....... Yes /  No

Do you live: (Please circle the correct answer each time)
Alone............. ................ Y es /N o
With spouse............. ......  Y es /N o
With friend..................... Yes /  No
With tenant..... ............... Yes /N o
With partner...................  Y es /N o

Are you able to go out by yourself?.................................................Yes/No

Afo you able to take care o f yourself without other people's help?...Yes/No



How would YOU characterize your MAIN activities? ( Please

indicate only ONE category)

Physical (ie: playing sports, swimming.golf).................................Yes /  No

Social (ie: going out with friends, visiting friends, going to pub)...Yes /  No

Home - Oriented (ie: watching TV, knitting, jigsaws)....................Yes /  No

Intellectual (ie: painting, drawing, writing).... ........... ..................Yes /  No

Voluntary - Community work (ie:charity shops,active member).... Yes /  No

Please specify tw o of your main activities:

1.______________________________________________________

■■ • 2.________________________ ______________ ______________

* Has any significant life event taken place in your life during the last three

months?............................................................................ ......... Y e s /N o

Please specify:_______________________________________________

Are you currently suffering from any serious physical or psychological

illness?........................................................................................Y e s /N o

Please specify:_____________ ________________ __________________
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ABOUT THESE QUESTIONS

These questions ask for your views about your health, how you feel and how well 
y°u are able to do your usual activities. Please, think carefully about each question 
and to answ er it as honestly as you can and please try to answ er a ll questions.

you are unsure about how to answer any questions, please give the best answer 
you can and write your comments beside the question.

The information that you give will not be used in any w ay that could identify you 
Personally.

t
[ ° r  q u estion s  1 an d  2, p lease  circle o r  tick th e  box th a t b es t d escrib es  y o u r
health.

In aeneral. w o u ld  yo u  sa y  y o u r health  is:

^JExcellent Very Good Good Fair Poor

0
* Compared to one year ago, h o w  w o u ld  vo u  rate v o u r  health  in q e n era l 

n o w ?  ■ ■ .........

» Much better Somewhat
better

About the same Somewhat
worse

Much worse



3« The following questions are about activities you might do in a typical 
dty- Poes vour health limit vou in these activities? If so, how much? Please 
tfrc/e or tick the appropriate box.

9. Vigorous activities, such as running, 
l^ÿjcipating in strenuous sports. ____

Yes, limited a lot Yes, limited a little

lifting heavy objects,

No, not limited at all

b. Moderate activities, such as moving a table, pushing a vacuum 
fegner, bowling or playing golf.___________ _

Yes, limited a lot l
Yes, limited a little No, not limited at all

r—  C. Lifting or carrying groceries.
Yes, limited a lot Yes, limited a little No, not limited at all

d. Climbing several flights of stairs.
Yes, limited a lot Yes, limited a little No, not limited at all

6. Climbing one flight of stairs.
Yes, limited a lot Yes, limited a little No, not limited at all

Bending, kneeling or stooping.
v___ Yes, limited a lot Yes, limited a little No, not limited at all

^  a. Walking more than a mile.
Yes, limited a lot Yes, limited a little No, not limited at all



h. Walking half a mile.
Yes, limited a lot Yes, limited a little No, not limited at all

— Ì. Walkina 100 yards.
Yes, limited a lot Yes, limited a little No, not limited at all

j. Bathing or dressing yourself.
Yes, limited a lot Yes, limited a little No, not limited at all

During the past 4 weeks, have you had any of the following problems 
¡̂th your work or other daily activities as a result of your physical health ?  
tease circle or tick the appropriate box.

9. Durinq the past 4 weeks have you cut down the amount of time you 
rH§nt on work or other activities as a result of your physical health?

YES NO

b . Durinci the past 4 weeks have you accomplished less than von
i^ u ld  have liked as a result of your physical health?

YES NO

C. During the past 4 weeks were work or other daily activities limited 
kind of work or other activities as a result of your physical health?

YES NO

d . During the past 4  weeks have you had difficulty performing the 
^ork or other activities (for example, it took extra effort) as a result of your
ra d ic a l health?

yes  . NO ■ ■



5. During the oast 4 weeks, have you had any of the following problems 
With your work or other regular activities as a result of any emotional problems 

I (such as feeling depressed or anxious). Please circle or tick the appropriate 
box.

a. During the past 4 weeks have you cut down on the amount o f time 
yguspent on work or other activities as a result of any emotional problems?

y e s  n o

b. During the past 4 weeks have you accomplished less than you
r̂ gujd have liked as a result of any emotional problems?_____________

YES NO

C. During the past 4 weeks have you not done work or other activities 
^carefully  as usual as a result of any emotional problems?

YES NO

t
0r questions 6, 7, and 8, please circle or tick the box that best describes you 

Your health.

6* During the oast 4 weeks, to what extend has your physical health or 
Motional problems interfered with your normal social activities with family,
W e n d *  n f l i n h h r w i r c  r\r n r m i n c  9

Not at all Slightly Moderately Quite a bit Extremely

r How much bodily pain have you had over the oast 4 weeks ?
" "  ............... . ' — 1 1 1 1    , | !sS= 2 = S a K I V -1

None Very mild Mild Moderate Severe Very severe

8 . During the oast 4 weeks, how much did pain interfere with your normal

Not A little bit Moderately Quite a bit Extremely



The following questions are about how you feel and how things have 
been with you during the last month. For each question, please circle or tick 
toe box that best describes the way you have been feeling. Please make sure 
you circle or tick only one box each time.

How much time during the oast month did you feel full of life ?
All of the 

time
Most of the 

time
A good bit of 

time
Some of the 

time
A little of the 

time
None of the 

time

b. Hnw m nr.h tim e  durina the oast month have vou been a very 
pOfyous person ?

All of the Most of the 
time

A good bit of 
time

Some of the 
time

A little of the 
time

None of the 
time

C. He
SHmps that n

>w much time during the p 
othinq could cheer you up

ast month have vou felt so down in th e  
?

All of the 
time

Most of the 
time

A good bit of 
time

Some of the 
time

A little of the 
time

None of the 
time

d. How much time during the past month have you felt calm and
Peaceful? __________________

All of the 
^__time

Most of the 
time

A good bit of 
time

Some of the 
time

A little of the 
time

None of the 
time

^  e. H o w  m uch time during the oast month did you have lot of energy?
All of the 

v__time
Most of the 

time
A good bit of 

time
Some of the 

time
A little of the 

time
None of the 

time

f.
^ Jo w ?

How much time during the past month have you fe lt d o w n h earte d

All of the 
------time

Most of the 
time

A good bit of 
time

Some of the 
time

A little of the 
time

None of the 
time



r  g. How much time during the oast month did you feel worn out?
All of the Most of the A good bit of Some of the A little of the None of the

time time time time time time

h. How much time during the oast month have you been a happy 
te o n ?

All of the 
time

Most of the 
time

A good bit of 
time

Some of the 
time

A little of the 
time

None of the 
time

i. How much time durina the oast month did you feel tired?
All of the 

time
Most of the 

time
A good bit of 

time
Some of the 

time
A little of the 

time
None of the 

time

i. How much time durina the o 
r5£jal activities (like visiting friends or

ast month has vour health limited y o u r  
dose relatives)?

All of the 
__time

Most of the 
time

A good bit of 
time

Some of the 
time

A little of the 
time

None of the 
time

Please choose the answer that best describes how true or false each of 
following statements is for you. Please circle or tick the appropriate box.

a. I seem to get ill more easily than other people.
In fin ite ly  true Mostly true Not sure Mostly false Definitely false

^ _b. 1 am as healthy as anyone 1 know.
v^ffinitely true Mostly true Not sure Mostly false Definitely false

C. 1 expect my health to get worse.
^ f in ite ly  true Mostly true Not sure Mostly false Definitely false

^_d. My health is excellent.
v ^ fin ite ly  true Mostly true Not sure Mostly false Definitely false
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ABOUT THESE QUESTIONS

Please read each item and place a firm tick in the box opposite the reply which 
^m es closest to how you have been feeling in the past week.

Don't take too long over your replies: your immediate reaction to each item will 
Probably be more accurate than a long thought-out response.

* tense or “w ound up”:

Most of the time

From time to time but not too often

Time to time, Occasionally

Not at all

still enjoy the things I used to  enjoy:

Definitely as much

Not quite as much

Only a little

Not at all

a sort o f frightened feeling as if som ething aw ful is a bout to happen:

Yes, definitely and quite badly

Yes, but not too badly

A  little but it doesn't worry me

Not at all

°3n laugh and see the funny side o f things:

As much as 1 always could

Not quite so much now

Definitely not so much now

Not at all



Worrying thoughts go through my mind
A great deal of the time

A lot of the time

From time to time but not too often

Only occasionally

* feel cheerful:
Not at all

Not often

Sometimes

Most of the time

Can sit at ease and feel relaxed:
Definitely

Usually

Not often

Not at all

1 feel as if I am slowed down:
Nearly all the time

Very often

Sometimes

Not at all

9et a sort of frightened feeling like "butterflies" in the stomach
Not at all

Occasionally

Quite often

Very often



* have lost interest in my appearance:
Definitely

1 don't take so much care as 1 should , ,

1 may not take quite as much care

1 take just as much care as ever

1 feel restless as if I have to be on the move:
Very much indeed

Quite a lot

Not very much

Not at all

feok forward with enjoyment to things:
As much as ever 1 did

Rather less than 1 used to

Definitely less than 1 used to

Hardly at all

9at sudden feelings of panic:
Very often indeed

Quite often

Not very often

Not at all

•can enjoy a good book or radio or TV programme:
Often

Sometimes

Not often

Very seldom
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I about THESE q u estio n s

I
 The following questionnaire contains a number of statements related to opinions 
ar>d feelings about yourself and life in general.

Please read each statement carefully. Then indicate the extent to which you agree 
0r disagree by circling or ticking only one of the alternative categories provided.

Please try to be as honest as possible when circling or ticking the alternative 
^tegories and please try to answer all of the questions. It is very important to note 
that there are NO  right or wrong answers.

Pinally, please try to use the undecided  category as little as possible. 
i UJenk you. ;

i
_My past achievements have g
Strongly

^ a g re e
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree

2 In my life 1 have clear goals and aims.
Wrongly

.^agree
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree

3[<_I regard the opportunity to direct my life as very important.
Strongly

v^agree
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree

^ __1 seem to change mv main ob ectives in life.
Strongly

-^agree
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree



__I have discovered a satisfying life purpose.
—---------------------------,----.----------------------- -------------------------- 1----

Strongly 
agree

Agree Moderately Undecided Moderately Disagree Strongly
agree disagree disagree

o
^ _I feel that some element which I can't quite define is missing from my life.

Strongly Agree Moderately Undecided Moderately Disagree Strongly
L o g re e agree disagree disagree

The meaning of life is evident in the world around me.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L_J*gree agree disagree disagree

8g* I think I am generally much less concerned about death than those 
®>und me.

Strongly 
__ agree

Agree Moderately
agree

Undecided Moderately
disagree

Disagree Strongly
disagree

Q I feel the lack of and a need to find real meaning and aurpose in my life.
Strongly

-^agree
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree

iS iN e w  and different things appeal to me.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree

1 lr^UVIy accomplishments in life are largely determined by my own efforts.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

k^agree agree disagree disagree



12. | have been aware of an all powerful and consuming purpose towards

Strongly Agree Moderately Undecided Moderately Disagree Strongly
_agree agree disagree disagree

13. I try new activities or areas of interest and then these soon lose their
attractiveness.

Strongly Agree Moderately Undecided Moderately Disagree Strongly
L^agree agree disagree disagree

i!j^ J would enjoy breaking loose from the routine of life.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L_agree agree disagree disagree

Death makes little difference to me one way or another.
Strongly Agree Moderately Undecided Moderately Disagree Strongly
_agree agree disagree disagree

have a philosophy of life that gives my existence significance.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree

1 7 determine what happens in my life.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

l^ ag ree agree disagree disagree

Basically, I am living the kind of life I want to live.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L_agree agree disagree disagree



Concerning my freedom to make my choice, I believe I am absolutely
free to make all life choices.

Strongly Agree Moderately Undecided Moderately Disagree Strongly
„__agree agree disagree disagree

I have experienced the feeling that while I am destined to accomplish
P__somel thina important, 1 cannot put my finger on just v/hat it is.

Strongly
^J*gree

Agree Moderately
agree

Undecided Moderately
disagree

Disagree Strongly
disagree

21.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L_agree agree disagree disagree

^ _ E ve n  though death awaits me, I am not concerned about it.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree

It is possible for me to live my life in terms of what I want to do.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree . agree-------- —----------- disagree disagree

^ I f e e l  the need for adventure and "new worlds to conquer".
Strongly Agree Moderately Undecided Moderately Disagree Strongly

l^ag ree agree disagree disagree

■ I would neither fear death nor welcome it.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree



1 know where my life is going in the future.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L_J*gree agree disagree disagree

1 i?ZiJn thinking of my life, I see a reason for my being here.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L_j*gree agree disagree disagree

8̂- Since death is a natural aspect of life, there is no sense worrying 
i-^aboutit. ___

Strongly Agree Moderately Undecided Moderately Disagree Strongly
_J*gree agree disagree disagree

I have a framework that allows me to understand or make sense of

Strongly
^Q gree

Agree Moderately
agree

Undecided Moderately
disagree

Disagree Strongly
disagree

My life is in my hands and 1 am in control of it.
,

Strongly
^jagree

Agree Moderately
agree

Undecided Moderately
disagree

Disagree Strongly
disagree

In achieving life's goals, 1 have felt completely fulfilled.
Strongly

v^agree
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree

^_Som e people are very frightened of death, but I am not.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

l _agree agree disagree disagree



I
i
?

1 daydream of finding a new place for my life and a new identity.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

_agree agree disagree disagree

i A new challenge in my life would appeal to me now.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree

5̂« | have the sense that parts of my life fit together into a unified
pattern.

Strongly Agree Moderately Undecided Moderately Disagree Strongly
^agree agree disagree disagree

I hope for something exciting in the future.
Strongly Agree Moderately Undecided Moderately Disagree Strongly
^agree agree disagree disagree

I have a mission in life that gives me a sense of direction.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

l _agree agree disagree disagree

^1 have a clear understanding of the ultimate meaning of life.
Strongly Agree Moderately Undecided Moderately Disagree Strongly
_J*gree agree disagree disagree

When it comes to important life matters, I make my own
decisions.

Strongly Agree Moderately Undecided Moderately Disagree Strongly
k^agree agree disagree disagree



1

find myself withdrawing from life with an "I don't care attitude".
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L_agree agree disagree disagree

Ì L l  am eager to get more out of life than I have so far.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

.^_agree agree disagree disagree

i?jL__Ufe to me seems boring and uneventful.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

l __agree agree disagree disagree

i ? * !  am determined to achieve new goals in the future.
Strongly Agree Moderately Undecided Moderately Disagree Strongly
_agree agree disagree disagree

ftj^The thought of death seldom enters my mind.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree

55^ I accept personal responsibility for the choices i have made in my life.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree

My personal existence is orderly and coherent.
Strongly Agree Moderately Undecided Moderately Disagree Strongly

L^agree agree disagree disagree



I accept death as another life experience.
Strongly 

__ agree
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree

My life is running over with exciting good things.
Strongly

^J*gree
Agree Moderately

agree
Undecided Moderately

disagree
Disagree Strongly

disagree
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F r o m  th e  D e p a r tm e n t  o f  P sy c h o lo g y University of Leeds 
Leeds LS2 9JT UK

Telex 556473 unilds g 
Fax 0113 233 5749 
Telephone +44 (0)113 243 1751
Direct line

D ate____________________

M r . X X  
A d d re s s  
L e e d s

D ear M r./M rs. X X ,

I h o p e  y o u  rem em b er m e. M y  nam e is G ina  Z . K o u tso p o u lo u  an d  w e hav e  m et 
a t the  T e a  P arty  a t L eeds w h en  y o u  are v e ry  k in d ly  accep ted  to  fill in  a 
q u es tio n n a ire  fo r  the  s tu d y  on  “P u rpose  and  M ean in g  in  L ife” . T h an k  y o u  fo r 
accep tin g  to  fill in  the  q uestionna ire . Y our help  w as m uch  ap p rec ia ted .

S ince a lm o st th ree  m on ths  have  p a sse d  since I rece iv ed  the  f illed  in  
qu es tio n n a ire  I am  send ing  to  y o u  the  sam e q u estio n n a ire  again .

I w ill ap p rec ia te  it v e ry  m u ch  i f  y o u  can  p lease  fill it in  and  send  it b ack  to  m e 
in  the  en c lo sed  s e lf  - ad d ressed  envelope . Y our he lp  is e ssen tia l and  w ill 
co n trib u te  to  th is  resea rch  w h ich  aim s to  investiga te  h o w  e ld e rly  p e o p le  v iew  
p u rp o se  and  m ean in g  in  life  an d  h o w  those  v iew s are  re la te d  to  th e ir  w e ll­
being.

I w o u ld  like to  th ank  y o u  ve ry  m uch  again  fo r y o u r  tim e  and  y o u r  help . 

W ith  b es t regards,

G ina  Z o g ra fo  K o u tso p o u lo u
P h .D  R esea rch e r in  H ea lth  P sy ch o lo g y



Table 1. Correlation matrix for age, sex SF-36, HAD and LAP-R variables for the community
comparison group at Time 1 (N=50)

AGE FUNS PHYSF SOCF RLATP RIDATE WBEING MENT ENER PAIN GENII CHAN
age -.2560 -.4589 -.4090 -.3427 -.3664 -.1717 -.3462 -.2377 -.3757 -.1706 -.3666 -.1698

_SEX -.2560 .3503 .4667 .1589 .1066 -.1076 .2062 .1726 .2219 -.0514 .4490 .1857
FUNS -.4589 .3503 .8724 .8013 .7107 .5219 .6657 .6136 .6137 .0290 .4808 .3295

JPHYSF -.4090 .4667 .8724 .4968 .3541 .1649 .4309 .3052 .4745 .1313 .4380 .2517

_SOCF -.3427 .1589 .8013 .4968 .6561 .5610 .6119 .6541 .5179 -.2239 .3077 .3498

JILATPP -.3664 .1066 .7107 .3541 .6561 .5951 .6103 .6272 .4915 .0274 .4002 .2750

J ieatep -.1717 -.1076 .5219 .1649 .5610 .5951 .6751 .7787 .4656 -.0420 .2019 .1079

J U i.i\ g -.3462 .2062 .6657 .4309 .6119 .6103 .6751 .9079 .9103 .1700 .5688 .2369
MRiVT -.2377 .1726 .6136 .3052 .6541 .6272 .7787 .9079 .6717 -.0261 .4175 .2353

JENER -.3757 .2219 .6137 .4745 .5179 .4915 .4656 .9103 .6717 .1482 .6287 .1940

-.1706 -.0514 .0290 .1313 -.2239 .0274 -.0420 .1700 -.0261 .1482 .0852 .0382
_genh -.3666 .4490 .4808 .4380 .3077 .4002 .2019 .5688 .4175 .6287 .0852 .2969

„change -.1698 .1857 .3295 .2517 .3498 .2750 .1079 .2369 .2353 .1940 .0382 .2969

„ANXi .2447 -.2903 -.4262 -.3353 -.4006 -.2569 -.3707 -.5666 -.5696 -.4752 -.0014 -.2354 -.2663

J>epres .1253 .1412 .1198 .1168 .2408 -.0251 -.0712 -.0115 .0278 -.0381 -.0701 .0246 .0379

-5L -.1267 .0267 .4013 .2468 .3882 .3738 .4162 .5027 .5217 .3529 .2402 .1872 .0605
_co .1916 -.3216 .0021 -.0601 .0909 -.0095 .1521 .1181 .1005 .0714 .2264 -.1416 -.1249
JC _ -.2578 -.0801 .2195 .1641 .2437 .1349 .1565 .3487 .3190 .2647 .2971 .1939 .0538

-.0418 .2940 .0502 .0502 .0141 .0261 .0623 .2131 .1634 .2157 .0901 .0563 .0868
Ev .3297 -.1990 -.5418 -.2924 -.6265 -.5119 -.5606 -.6251 -.7241 -.4608 .1956 -.3878 -.3441

-.2394 -.1181 .0893 .1439 .0115 .0805 -.1898 -.0462 -.2676 .1162 .4160 .0231 -.3196

_PMt .0504 -.1809 .2053 .0895 .2516 .1845 .3026 .3265 .3257 .2223 .2570 .0111 -.0432
_labi -.0974 .0843 .3545 .1679 .4318 .3031 .4917 .5792 .6651 .3853 .0431 .2085 .2471

r — anx DEPRES PU CO LC DA EV GS PMI | LABI
„AGE .2447 .1253 -.1267 .1916 -.2578 -.0418 .3297 -.2394 .0504 -.0974

„SEX -.2903 .1412 .0267 -.3216 -.0801 .2940 -.1990 -.1181 -.1809 .0843

_FUNS -.4262 .1198 .4013 .0021 .2195 .0502 -.5418 .0893 .2053 .3545

„PgYSF -.3353 .1168 .2468 -.0601 .1641 .0502 -.2924 .1439 .0895 .1679

„SOCF -.4006 .2408 .3882 .0909 .2437 .0141 -.6265 .0115 .2516 .4318

J flatpp -.2569 -.0251 .3738 -.0095 .1349 .0261 -.5119 .0805 .1845 .3031

JHatep -.3707 -.0712 .4162 .1521 .1565 .0623 -.5606 -.1898 .3026 .4917

J obbing -.5666 -.0115 .5027 .1181 .3487 .2131 -.6251 -.0462 .3265 .5792

R ental -.5696 .0278 .5217 .1005 .3190 .1634 -.7241 -.2676 .3257 .6651

„energy -.4752 -.0381 .3529 .0714 .2647 .2157 -.4608 .1162 .2223 .3853

„UlN -.0014 -.0701 .2402 .2264 .2971 .0901 .1956 .4160 .2570 .0431
„genii -.2354 .0246 .1872 -.1416 .1939 .0563 -.3878 .0231 .0111 .2085

„change -.2663 .0379 .0605 -.1249 .0538 .0868 -.3441 -.3196 -.0432 .2471

„ANX -.1506 -.2856 .0571 -.2517 -.2511 .5446 .2419 -.1122 -.4810

J2JPRES -.1506 -.0172 .1337 -.0708 -.1423 -.1307 .0276 .0704 .0183
-.2856 -.0172 .6355 .6180 .2012 -.3028 .0879 .8884 .7935
.0571 .1337 .6355 .3986 .2438 .0992 .2839 .9190 .5523

JLC -.2517 -.0708 .6180 .3986 .0985 -.1104 .2652 .5524 .5620
^A -.2511 -.1423 .2012 .2438 .0985 .0132 -.0415 .2475 .4709
J£V .5446 -.1307 -.3028 .0992 -.1104 .0132 .4046 -.0959 -.5696
„cs .2419 .0276 .0879 .2839 .2652 -.0415 .4046 .2137 -.3020
„pmi -.1122 .0704 .8884 .9190 .5524 .2475 -.0959 .2137 .7335
.U bi -.4810 .0183 .7935 .5523 .5620 .4709 -.5696 -.3020 .7335



Table 2. Correlation matrix for age, sex, SF-36, HAD and LAP-R variables for the psychiatric
outpatients’ group at Time 1 (N=50)

SEX FUNS PHYSF SOCF RLATP RIATE WBEEVG MENT ENER PAIN GENU CHAN

age -.3210 -.3875 -.4056 -.3293 -.1053 -.1658 -.3324 -.2053 -.4080 -.0039 -.0920 .0602

-.3210 .4196 .4623 .2648 .2166 .0516 .4292 .2486 .5148 .1484 .1081 .0556

funs -.3875 .4196 .9702 .7403 .7242 .3292 .6404 .4796 .7156 -.0899 .5915 .3817

PliYSP -.4056 .4623 .9702 .6163 .6705 .2623 .5936 .4076 .6957 -.0467 .4962 .3176

SOCF -.3293 .2648 .7403 .6163 .2842 .1470 .6943 .6422 .6426 -.0883 .6701 .4138

SLATPP -.1053 .2166 .7242 .6705 .2842 .2084 .1809 .0607 .3026 -.1218 .3334 .2564

RLatep -.1658 .0516 .3292 .2623 .1470 .2084 .3757 .3519 .3650 -.1541 .2821 .1604

WBEING -.3324 .4292 .6404 .5936 .6943 .1809 .3757 .8973 .9028 .1259 .6218 .4353

-.2053 .2486 .4796 .4076 .6422 .0607 .3519 .8973 .6388 -.0733 .5549 .3578

ener -.4080 .5148 .7156 .6957 .6426 .3026 .3650 .9028 .6388 .1105 .5810 .4021

Fain -.0039 .1484 -.0899 -.0467 -.0883 -.1218 -.1541 .1259 -.0733 .1105 .0002 .1809

genii -.0920 .1081 .5915 .4962 .6701 .3334 .2821 .6218 .5549 .5810 .0002 .5977

change .0602 .0556 .3817 .3176 .4138 .2564 .1604 .4353 .3578 .4021 .1809 .5977

ANXi .2849 -.0817 -.2661 -.2323 -.3254 -.0219 -.2803 -.2748 -.2995 -.2717 .3550 -.2662 -.1318

DEPRES .1734 -.0964 -.2839 -.2214 -.3842 -.1573 -.0599 -.1782 -.2604 -.1148 .2777 -.0933 -.1216

PU .0084 .0586 .3708 .2974 .4772 .0779 .4113 .6467 .6215 .5237 .1578 .5893 .3656

CO -.0041 .0650 .4617 .3714 .5453 .1761 .4764 .7023 .7119 .5451 .0924 .6400 .4466

EC -.1067 .0502 .4121 .2752 .6918 .1041 .3143 .6613 .6725 .4919 .1795 .6307 .4324

da .1502 .0462 -.1267 -.1613 .0788 -.2851 .1579 .0829 .2119 -.0781 .0342 -.0439 .1953

-.1223 .0310 -.0748 .0273 -.2736 -.0473 -.1179 -.1834 -.2967 -.0515 .1127 -.3236 -.2681

GS -.3621 .1365 .4786 .4900 .5156 -.0454 .3520 .6859 .6733 .5868 -.0583 .3716 .1519

PMl .0020 .0638 .4307 .3460 .5284 .1326 .4588 .6965 .6891 .5515 .1280 .6340 .4201

¿ abi .1385 .0235 .2189 .0938 .4572 .0370 .3394 .4809 .5509 .2928 .1221 .5091 .4490

------- ------ UEPRKS DA GS PMI LABI

AGE .2849 .1734 .0084 -.0041 -.1067 .1502 -.1223 -.3621 .0020 .1385

SEX -.0817 -.0964 .0586 .0650 .0502 .0462 .0310 .1365 .0638 .0235

funs -.2661 -.2839 .3708 .4617 .4121 -.1267 -.0748 .4786 .4307 .2189

Physe -.2323 -.2214 .2974 .3714 .2752 -.1613 .0273 .4900 .3460 .0938

SOCF -.3254 -.3842 .4772 .5453 .6918 .0788 -.2736 .5156 .5284 .4572

Rlatpp -.0219 -.1573 .0779 .1761 .1041 -.2851 -.0473 -.0454 .1326.; .0370

Ju.vi H* -.2803 -.0599 .4113 .4764 .3143 .1579 -.1179 .3520 .4588 .3394

JVBEING -.2748 -.1782 .6467 .7023 .6613 .0829 -.1834 .6859 .6965 .4809

.C ental -.2995 -.2604 .6215 .7119 .6725 .2119 -.2967 .6733 .6891 .5509

Energy -.2717 -.1148 .5237 .5451 .4919 -.0781 -.0515 .5868 .5515 .2928

pain .3550 .2777 .1578 .0924 .1795 .0342 .1127 -.0583 .1280 .1221

_genh -.2662 -.0933 .5893 .6400 .6307 -.0439 -.3236 .3716 .6340 .5091

„CHANGE -.1318 -.1216 .3656 .4466 .4324 .1953 -.2681 .1519 .4201 .4490

.ANX -.0647 -.2355 -.2701 -.2348 -.3468 .1442 -.2335 -.2613 -.3007

J'lPRHS -.0647 -.0937 -.1249 -.2570 -.0098 .1657 -.1302 -.1133 -.1473

Pu -.2355 -.0937 .8799 .7037 .1769 -.4055 .4005 .9676 .8011

CO -.2701 -.1249 .8799 .7550 .2427 -.4167 .4915 .9714 .8185

Lc -.2348 -.2570 .7037 .7550 .2934 -.3656 .3877 .7531 .7943

_»A -.3468 -.0098 .1769 .2427 .2934 -.1833 -.0123 .2175 .5706

i l v l i l i l i .1442 .1657 -.4055 -.4167 -.3656 -.1833 -.0357 -.4242 -.6326

-.2335 -.1302 .4005 .4915 .3877 -.0123 -.0357 .4615 .1255

_PMI -.2613 -.1133 .9676 .9714 .7531 .2175 -.4242 .4615 .8355

JA B I -.3007 -.1473 .8011 .8185 .7943 .5706 -.6326 .1255 .8355
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Table 3. Correlation matrix for age, sex, SF-36, H A D  and L A P-R  variables for the geriatric
outpatients’ group at Time 1 (N = 50)

—
AGE SEX FUNS PHYSF SOCF RIATP RIFATE WBEING MENT ENER PAIN GENH CHAN

AGE -.0493 -.1861 -.2162 .0187 -.0490 -.1324 .0045 .0638 -.0859 .0070 .0885 -.1499

SEX -.0493 -.2111 -.1230 -.1946 -.2275 -.1578 -.1118 -.0840 -.1421 .0753 -.2097 -.0822

FUNS -.1861 -.2111 .8889 .6843 .4915 .2929 .4706 .3360 .4975 .1500 .4493 .3508

fiiysf -.2162 -.1230 .8889 .3407 .2485 -.0307 .1904 .0381 .2916 .2589 .2433 .2109

SOCF .0187 -.1946 .6843 .3407 .3988 .3617 .5596 .4933 .5699 -.2505 .6244 .3504

RLA.TPP -.0490 -.2275 .4915 .2485 .3988 .2558 .3677 .3362 .2902 .0805 .1359 .2836

Rlatep -.1324 -.1578 .2929 -.0307 .3617 .2558 .6075 .6386 .3577 .1309 .3119 .2602

JVBEING .0045 -.1118 .4706 .1904 .5596 .3677 .6075 .9200 .8431 -.0102 .6048 .3674

ment .0638 -.0840 .3360 .0381 .4933 .3362 .6386 .9200 .5895 -.1562 .5260 .3112

kner -.0859 -.1421 .4975 .2916 .5699 .2902 .3577 .8431 .5895 -.0637 .5974 .2777

Fain .0070 .0753 .1500 .2589 -.2505 .0805 .1309 -.0102 -.1562 -.0637 -.1635 .2603

genh .0885 -.2097 .4493 .2433 .6244 .1359 .3119 .6048 .5260 .5974 -.1635 .4422

change -.1499 -.0822 .3508 .2109 .3504 .2836 .2602 .3674 .3112 .2777 .2603 .4422

ANXI -.0895 -.0533 -.3439 -.1417 -.4656 -.1367 -.4349 -.5370 -.5329 -.4270 .1212 -.4471 -.2951

DEPRES -.1652 -.1957 .0953 .1369 -.0317 .1013 -.0706 -.1725 -.1421 -.1940 .0914 -.2450 -.0596

PU .0818 -.0911 .1468 -.0067 .2586 .0919 .3484 .6656 .6315 .5961 -.2396 .4627 .1787

CO .2353 -.1962 -.0695 -.1707 .1307 .0471 .0711 .4574 .4022 .4535 -.1535 .3466 .1826

LC .0067 -.0504 .0621 -.0761 .1632 .1320 .3004 .3949 .3187 .3904 .0267 .3371 .2445

»A .1661 -.0020 -.1435 -.1443 -.1452 -.0370 .0932 .1290 .2138 -.0565 .0917 .0706 .0086

EV -.3450 -.0679 .0489 .2370 -.3767 -.0423 -.0383 -.2954 -.3561 -.2508 .4664 -.3399 -.0442

GS .0320 -.0580 -.1240 -.0576 -.1224 -.0471 -.2136 .0066 -.0328 .0753 -.0466 .0953 .0773

PMl .1633 -.1490 .0473 -.0891 .2099 .0749 .2302 .6006 .5539 .5598 -.2106 .4318 .1911

JLABI .2456 -.0680 .0174 -.1754 .2664 .0944 .3185 .5941 .6006 .4775 -.2129 .4486 .1775

------------- :kíaí̂ ís! í í ;: DEPRES ^ 1 1 1 1 K E ilf i l ! íP M Ílli: LABI

age -.0895 -.1652 .0818 .2353 .0067 .1661 -.3450 .0320 .1633 .2456

SEX -.0533 -.1957 -.0911 -.1962 -.0504 -.0020 -.0679 -.0580 -.1490 -.0680

funs -.3439 .0953 .1468 -.0695 .0621 -.1435 .0489 -.1240 .0473 .0174

PliYSF -.1417 .1369 -.0067 -.1707 -.0761 -.1443 .2370 -.0576 -.0891 -.1754

SOCF -.4656 -.0317 .2586 .1307 .1632 -.1452 -.3767 -.1224 .2099 .2664

Reatpp -.1367 .1013 .0919 .0471 .1320 -.0370 -.0423 -.0471 .0749 .0944

JRLATEP -.4349 -.0706 .3484 .0711 .3004 .0932 -.0383 -.2136 .2302 .3185

JVVBEING -.5370 -.1725 .6656 .4574 .3949 .1290 -.2954 .0066 .6006 .5941

R ental -.5329 -.1421 .6315 .4022 .3187 .2138 -.3561 -.0328 .5539 .6006

. energy -.4270 -.1940 .5961 .4535 .3904 -.0565 -.2508 .0753 .5598 .4775

fain .1212 .0914 -.2396 -.1535 .0267 .0917 .4664 -.0466 . -.2106 -.2129

genh -.4471 -.2450 .4627 .3466 .3371 .0706 -.3399 .0953 ; .4318 .4486

JlIlANGE -.2951 -.0596 .1787 .1826 .2445 .0086 -.0442 .0773 .1911 .1775

.1775 -.3565 -.1092 -.2096 -.1500 .3452 .2213 -.2538 -.4177

Hi PRES .1775 -.1774 -.1339 -.0972 .1592 .3282 -.2239 -.1661 -.1121

PU -.3565 -.1774 .7839 .5302 .2443 -.3383 .3142 .9506 .8087

CO -.1092 -.1339 .7839 .6147 .4147 -.1888 .4921 .9379 .7891

LC -.2096 -.0972 .5302 .6147 .2993 -.1599 .4030 .6035 .6765

J>A -.1500 .1592 .2443 .4147 .2993 .0791 -.0082 .3438 .5899

EV .3452 .3282 -.3383 -.1888 -.1599 .0791 .0081 -.2834 -.4839

GS .2213 -.2239 .3142 .4921 .4030 -.0082 .0081 .4216 .0951

J*MI -.2538 -.1661 .9506 .9379 .6035 .3438 -.2834 .4216 .8463

J-ABI -.4177 -.1121 .8087 .7891 .6765 .5899 -.4839 .0951 .8463
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Table 4 .  Correlation matrix for age, sex  SF-36, H A D  and L A P-R  variables for the community
comparison group at Time 2  (N = 50)

AGE SI \ FUNS pm  sf SOCF RLATP RIDATE WBEING Mf>r ENER PAIN GENH CHAN
_AGE -.2560 -.4988 -.4843 -.4339 -.1802 -.2087 -.3184 -.2633 -.3721 .1638 -.3279 r.2786
.SEX -.2560 .4440 .4883 .2107 .2464 -.0692 .3200 .2878 .2690 .1562 .4496 .3037
JTINS -.4988 .4440 .9459 .7111 .6538 .3149 .7624 .5641 .7946 .3029 .6696 .3816
physf -.4843 .4883 .9459 .5168 .4579 .1958 .6640 .4678 ; .7188 .2625 .5967 .3210

JOCF -.4339 .2107 .7111 .5168 .4685 .2742 .6668 .5889 .6108 .1693 .5499 .3897

.RlATPP -.1802 .2464 .6538 .4579 .4685 .1487 .5078 .3256 .5466 .3610 .5088 .3193

_blatep -.2087 -.0692 .3149 .1958 .2742 .1487 .3869 .3667 .3471 .0139 .2173 -.0189

„WBEINC -.3184 .3200 .7624 .6640 .6668 .5078 .3869 .8972 .9089 .2195 .6903 .3203

_ment -.2633 .2878 .5641 .4678 .5889 .3256 .3667 .8972 .6541 -.0395 .5046 .2500

_ener -.3721 .2690 .7946 .7188 .6108 .5466 .3471 .9089 .6541 .2314 .7113 .3312

Ü Ü i l P .1638 .1562 .3029 .2625 .1693 .3610 .0139 .2195 -.0395 .2314 .4499 .0786
CRN» -.3279 .4496 .6696 .5967 .5499 .5088 .2173 .6903 .5046 .7113 .4499 .3445

. change -.2786 .3037 .3816 .3210 .3897 .3193 -.0189 .3203 .2500 .3312 .0786 .3445
_ANXI .1767 -.0518 -.1316 -.0635 -.2987 -.0043 -.2400 -.4071 -.3816 -.3744 .0035 -.2508 -.1384

^ epres -.0903 -.0359 .0504 .0756 .0639 .0590 -.3665 -.0300 .0561 -.1055 -.0681 -.1346 .1200
PV .0514 -.0058 .3042 .2343 .2955 .2856 .1339 .4976 .4445 .4800 .0058 .3156 .1821
CO .1280 -.1990 .1550 .1203 .1371 .1298 .1359 .3092 .2331 .3108 .1500 .1693 -.0695

.Lc -.1393 .0262 .3785 .3459 .3882 .1956 .0436 .5433 .5236 .4798 .0108 .2412 .2700
_&A .0336 .1100 .1605 .0633 .2982 .2221 .0419 .3428 .3616 .2768 -.0309 .2275 .1859
EV .2735 -.2857 -.3185 -.2879 -.3122 -.1758 -.0734 -.5423 -.5726 -.4461 .0851 -.4312 -.2433
GS -.0623 -.2164 .1357 .1313 .0135 .1330 .1230 -.0580 -.2114 .0764 .1914 .0275 -.1810
PMI .1024 -.1252 .2347 .1813 .2197 .2107 .1449 .4182 .3470 .4111 .0950 .2461 .0405
LABI -.0311 .1167 .2867 .2209 .3516 .2133 .0750 .5754 .5943 .4757 -.0388 .3487 .2467

anx DEPRES PU CO LC DA EV GS PMI LABI
_age .1767 -.0903 .0514 .1280 -.1393 .0336 .2735 -.0623 .1024 -.0311

_SEX -.0518 -.0359 -.0058 -.1990 .0262 .1100 -.2857 -.2164 -.1252 .1167

JfUNS -.1316 .0504 .3042 .1550 .3785 .1605 -.3185 .1357 .2347 .2867

J ’hysf -.0635 .0756 .2343 .1203 .3459 .0633 -.2879 .1313 .1813 .2209

JIOCF -.2987 .0639 .2955 .1371 .3882 .2982 -.3122 .0135 .2197 .3516

Jy-ATPP -.0043 .0590 .2856 .1298 .1956 .2221 -.1758 .1330 .2107 .2133

¿ catep -.2400 -.3665 .1339 .1359 .0436 .0419 -.0734 .1230 .1449 .0750

J o e in g -.4071 -.0300 .4976 .3092 .5433 .3428 -.5423 -.0580 .4182 .5754

.Mental -.3816 .0561 .4445 .2331 .5236 .3616 -.5726 -.2114 .3470 .5943

.Energy -.3744 -.1055 .4800 .3108 .4798 .2768 -.4461 .0764 .4111 .4757

JMjn .0035 -.0681 .0058 .1500 .0108 -.0309 .0851 .1914 .0950 -.0388
^genh -.2508 -.1346 .3156 .1693 .2412 .2275 -.4312 .0275 .2461 .3487

. change -.1384 .1200 .1821 -.0695 .2700 .1859 -.2433 -.1810 .0405 .2467
_anx .2790 -.3721 -.2032 -.2786 -.3522 .3375 .2470 -.2955 -.4589

JJepres .2790 -.1124 .0276 .0360 -.0765 .0668 -.0284 -.0344 -.0396
•ÜP -.3721 -.1124 .7297 .7158 .6683 -.2919 -.1044 .9071 .8755
_Co -.2032 .0276 .7297 .4890 .5984 .0507 .3009 .9498 .6178
J c -.2786 .0360 .7158 .4890 .6525 -.3075 -.0135 .6288 .7798
_0a -.3522 -.0765 .6683 .5984 .6525 -.1012 .0775 .6743 .7365
_Ev .3375 .0668 -.2919 .0507 -.3075 -.1012 .5671 -.1024 -.5808

.2470 -.0284 -.1044 .3009 -.0135 .0775 .5671 .1375 -.3574
-.2955 -.0344 .9071 .9498 .6288 .6743 -.1024 .1375 .7812

J-abi -.4589 -.0396 .8755 .6178 .7798 .7365 -.5808 -.3574 .7812
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Table 5. Correlation matrix for age, sex, SF-36, H A D  and L A P-R  variables for the psychiatric
0utpatients’ group at Tim e 2  (N = 50)

AGE SEX FUNS PHYSF SGCF R IA T P RLATE WBEING MENT ENER PAIN GENH C l IAN 1

AGE -.3989 -.4748 -.4631 -.3713 -.3488 -.1531 -.3743 -.3132 -.3532 .0184 -.0894 .0797

.SEX -.3989 .3789 .4252 .2568 .2809 -.1487 .1725 .0182 .2687 .1836 .1349 -.0587

J V K S -.4748 .3789 .9562 .7818 .7922 .3567 .6734 .5586 .6390 -.0225 .6736 .3446

_p h y s f -.4631 .4252 .9562 .6079 .6793 .2068 .5212 .4055 .5140 .0394 .5910 .2690

_SOCF -.3713 .2568 .7818 .6079 .6346 .3399 .7916 .6981 .7285 -.1547 .6923 .3830

JU A T P P -.3488 .2809 .7922 .6793 .6346 .1775 .5275 .3684 .5745 .0034 .5117 .2349

JH A T E P -.1531 -.1487 .3567 .2068 .3399 .1775 .4784 .5844 .2665 -.1425 .3763 .3276

" 'b e in g -.3743 .1725 .6734 .5212 .7916 .5275 .4784 .9093 .8831 -.1615 .6198 .3157

^m e n t -.3132 .0182 .5586 .4055 .6981 .3684 .5844 .9093 .6231 -.2266 .5128 .3806

J n e r -.3532 .2687 .6390 .5140 .7285 .5745 .2665 .8831 .6231 -.2360 .6197 .2132

p a in .0184 .1836 -.0225 .0394 -.1547 .0034 -.1425 -.1615 -.2266 -.2360 -.2029 -.2626

JS E n r -.0894 .1349 .6736 .5910 .6923 .5117 .3763 .6198 .5128 .6197 -.2029 .5292

.CHANGE .0797 -.0587 .3446 .2690 .3830 .2349 .3276 .3157 .3806 .2132 -.2626 .5292

_a n x i .1422 .0198 -.2935 -.2523 -.2483 -.1693 -.3385 -.3936 -.4292 -.3410 .4554 -.2174 [” -.1605

JW.PRES -.0068 -.1147 -.3984 -.3381 -.4249 -.2909 -.2167 -.2816 -.3970 -.1075 .1376 -.2431 -.1440

.PU -.0395 -.0595 .3435 .2578 .4206 .1716 .4072 .6048 .6415 .4213 -.0456 .4325 .3158

_CO -.0097 .0311 .2976 .2082 .4466 .1460 .2851 .5125 .5201 .3931 -.0901 .4395 .2891

-.1692 .0093 .3970 .2822 .4687 .2299 .5562 .5590 .5979 .3817 -.0315 .4244 .3783

_d a .1562 -.1266 -.4250 -.4276 -.3229 -.3850 .0348 -.3163 -.1571 -.4383 .1146 -.3709 .0034

J y .0383 -.0122 -.1773 -.0796 -.3379 .0947 -.5762 -.3755 -.4735 -.2271 .2960 -.3789 -.2438

_Gs -.1942 .1146 .3353 .2441 .4706 .3100 .1080 .4973 .4127 .4869 -.0981 .2766 .1915

JPM l -.0253 -.0137 .3341 .2426 .4531 .1655 .3598 .5821 .6048 .4247 -.0714 .4533 .3154

_ U m .0160 -.0671 .1485 .0539 .2843 -.0595 .5296 .3897 .5133 .1684 -.0799 .3139 .3196

ANX DEPRES PCI CO LC DA EV GS PM I LABI

JVGE .1422 -.0068 -.0395 -.0097 -.1692 .1562 .0383 -.1942 -.0253 .0160

.SEX .0198 -.1147 -.0595 .0311 .0093 -.1266 -.0122 .1146 -.0137 -.0671

j p N S -.2935 -.3984 .3435 .2976 .3970 -.4250 -.1773 .3353 .3341 .1485

J2TYSF -.2523 -.3381 .2578 .2082 .2822 -.4276 -.0796 .2441 .2426 .0539

JSOCF -.2483 -.4249 .4206 .4466 .4687 -.3229 -.3379 .4706 .4531 .2843

_HlATPp -.1693 -.2909 .1716 .1460 .2299 -.3850 .0947 .3100 .1655 -.0595

a t  i;p -.3385 -.2167 .4072 .2851 .5562 .0348 -.5762 .1080 .3598 .5296

JYBEINq -.3936 -.2816 .6048 .5125 .5590 -.3163 -.3755 .4973 .5821 .3897

J4E N T A L -.4292 -.3970 .6415 .5201 .5979 -.1571 -.4735 .4127 .6048 .5133

J A 'h u .y -.3410 -.1075 .4213 .3931 .3817 -.4383 -.2271 .4869 .4247 .1684

j ’AEV .4554 .1376 -.0456 -.0901 -.0315 .1146 .2960 -.0981 -.0714 -.0799

^GENH -.2174 -.2431 .4325 .4395 .4244 -.3709 -.3789 .2766 .4533 .3139

^c h a n g e -.1605 -.1440 .3158 .2891 .3783 .0034 -.2438 .1915 3 1 5 4 .3196

_ANX .0462 -.2590 -.2259 -.1900 .0168 .3894 -.1337 -.2527 -.2783

JH2PRES .0462 -.3209 -.2543 -.3060 .2407 .2244 -.1834 -.2994 -.2085

_PU -.2590 -.3209 .8347 .7738 .0346 -.4381 .2896 .9556 .8364

-.2259 -.2543 .8347 .7090 .0963 -.4387 .5615 .9599 .7740

-.1900 -.3060 .7738 .7090 .0438 -.4176 .3378 .7732 .7933

_0A .0168 .2407 .0346 .0963 .0438 -.0698 -.0249 .0691 .3889

_EV .3894 .2244 -.4381 -.4387 -.4176 -.0698 -.0966 -.4577 -.6819

- S i -.1337 -.1834 .2896 .5615 .3378 -.0249 -.0966 .4478 .1354

_PMl -.2527 -.2994 .9556 .9599 .7732 .0691 -.4577 .4478 .8399

J A B I -.2783 -.2085 .8364 .7740 .7933 .3889 -.6819 .1354 .8399
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Table 6. Correlation matrix for age, sex, SF-36, H A D  and L A P -R  variables for the geriatric
outpatients’ group at T im e 2  (N -5 0 )

AGE SIX FUNS PHYSF SO CF RIaATP RLATE WBEING MENT ENER PAIN GENH CHAN

_AGE -.0773 -.1868 -.2259 -.0595 .0056 -.0682 .0913 .1815 -.1077 .0885 -.0034 -.0355

SEX -.0773 -.0338 .0077 -.0371 -.1031 -.0605 -.0553 -.0289 -.0642 -.0594 -.1378 -.0695

FUNS -.1868 -.0338 .8864 .7606 .5502 .3413 .4743 .3799 .4924 -.1028 .3710 .0352

PHYs f -.2259 .0077 .8864 .4520 .2666 .0258 .1722 .0864 .2727 -.0795 .1149 -.1323

JO C K -.0595 -.0371 .7606 .4520 .4939 .3743 .6262 .5025 .6504 -.1431 .5601 .2831

JU A T PP .0056 -.1031 .5502 .2666 .4939 .2525 .3923 .3366 .3650 -.0612 .3544 .0859

RLa t e p -.0682 -.0605 .3413 .0258 .3743 .2525 .5970 .6671 .2734 .0339 .3781 .1781

WBFJNG .0913 -.0553 .4743 .1722 .6262 .3923 .5970 .9207 .7844 .0214 .7342 .4567

.1815 -.0289 .3799 .0864 .5025 .3366 .6671 .9207 .5002 -.0733 .6249 .3513

JENER -.1077 -.0642 .4924 .2727 .6504 .3650 .2734 .7844 .5002 -.0875 .6793 .5249

JA IN .0885 -.0594 -.1028 -.0795 -.1431 -.0612 .0339 .0214 -.0733 -.0875 -.0674 -.2063

_g e n h -.0034 -.1378 .3710 .1149 .5601 .3544 .3781 .7342 .6249 .6793 -.0674 .5557

. c h a n g e -.0355 -.0695 .0352 -.1323 .2831 .0859 .1781 .4567 .3513 .5249 -.2063 .5557

.ANXI .1013 -.0149 -.4573 -.2137 -.5402 -.4249 -.4394 -.6499 -.5920 -.5268 .0128 -.5807 -.2970

J ^ e p r e s -.2372 -.1779 .1200 .1175 .1293 -.1151 .1164 -.0338 -.0793 .0689 -.0699 -.0617 -.1026

- f y .1621 -.0339 .1577 .0018 .2951 .1147 .2945 .7008 .5574 .6806 .0577 .5532 .5885

_co .3219 -.1132 -.0549 -.1912 .1354 .1473 .0825 .5024 .3298 .5572 .2119 .4360 .4473

- £ c .0739 -.1502 .0481 -.1036 .1291 .1757 .3019 .4420 .3341 .4248 .1843 .3737 .3135

.1397 -.0045 -.1622 -.1595 -.1487 -.0679 .0318 .1934 .1154 .1984 .2179 .1600 .0807

jev -.3121 -.0780 -.1754 .0479 -.3921 -.4652 -.0744 -.4154 -.4323 -.2776 .1177 -.5445 -.2456

- £ s -.1080 .1584 -.0445 .0212 -.0511 -.0451 -.2158 .0100 -.0964 .1545 .0941 .1531 .2770

_£M l .2477 -.0741 .0624 -.0917 .2324 .1362 .2064 .6395 .4748 .6547 .1354 .5239 .5493

_La BI .3071 -.0940 .0514 -.1427 .2252 .2279 .2609 .6245 .5139 .5647 .1364 .5363 .4066

a n x DKPRES PU 1 CO LC DA EV GS PMI 1 LABI

_a g e .1013 -.2372 .1621 .3219 .0739 .1397 -.3121 -.1080 .2477 .3071

_SEX -.0149 -.1779 -.0339 -.1132 -.1502 -.0045 -.0780 .1584 -.0741 -.0940

.FUNS -.4573 .1200 .1577 -.0549 .0481 -.1622 -.1754 -.0445 .0624 .0514

J7 IY S F -.2137 .1175 .0018 -.1912 -.1036 -.1595 .0479 .0212 -.0917 -.1427

_SOCF -.5402 .1293 .2951 .1354 .1291 -.1487 -.3921 -.0511 .2324 .2252

JU 'A TPP -.4249 -.1151 .1147 .1473 .1757 -.0679 -.4652 -.0451 .1362 .2279

J U a t e p -.4394 .1164 .2945 .0825 .3019 .0318 -.0744 -.2158 .2064 .2609

J o e i n g -.6499 -.0338 .7008 .5024 .4420 .1934 -.4154 .0100 .6395 .6245

.M e n t a l -.5920 -.0793 ,5574 .3298 .3341 .1154 -.4323 -.0964 .4748 .5139

. e n e r g y -.5268 .0689 .6806 .5572 .4248 .1984 -.2776 .1545 .6547 .5647

„PAIN .0128 -.0699 .0577 .2119 .1843 .2179 .1177 .0941 .1354 .1364

_ 3 n h -.5807 -.0617 .5532 .4360 .3737 .1600 -.5445 .1531 .5239 .5363

^CHANGE -.2970 -.1026 .5885 .4473 .3135 .0807 -.2456 .2770 .5493 , .4066

_ANX -.0834 -.2573 -.1130 -.1511 -.0698 .2882 .0332 r . 2 0 0 1 -.2507

. d e p r e s -.0834 -.0435 -.0868 .0927 -.0436 .2592 .0010 -.0667 -.0980

JN J -.2573 -.0435 .8137 .6245 .4374 -.1925 .1699 .9595 .8281

_ c o -.1130 -.0868 .8137 .6705 .4994 -.2609 .2241 .9446 .8556

-.1511 .0927 .6245 .6705 .4054 -.1900 .2419 .6778 .7314

J U -.0698 -.0436 .4374 .4994 .4054 .0507 -.0757 .4893 .6861

E v .2882 .2592 -.1925 -.2609 -.1900 .0507 -.0207 -.2353 -.4166

J G S J .0332 .0010 .1699 .2241 .2419 -.0757 -.0207 .2046 -.0712

_PMl -.2001 -.0667 .9595 .9446 .6778 .4893 -.2353 .2046 .8825

J a b í -.2507 -.0980 .8281 .8556 .7314 .6861 -.4166 -.0712 .8825
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Table 7. Correlation matrix for age, sex, condition, SF-36, H A D  and L A P-R  variables for the
^ombined groups at Time 1 ( N = 1 5 0 )_______|_______ |______ ]_______  ̂ i_______

AGE SEX ADUM BDUM FUNS p m  sk SOCF RLATP RLATE WBEING MENT ENER PAIN

a g e -.1749 .2598 -.2541 -.2731 -.3177 -.1527 -.2399 .0578 -.0804 .0179 -.1892 -.0593

.SEX -.1749 .1140 -.0285 .2043 .2560 .1116 .0744 .0228 .2035 .1521 .2335 .0592

ADUM .2598 .1140 -.5000 .2637 .1328 .3242 -.0253 .6961 .5403 .5906 .4064 -.0315

-.2541 -.0285 -.5000 .3503 .3309 .2936 .5136 -.2105 .1123 .0319 .1980 .0315

jU N S -.2731 .2043 .2637 .3503 .9257 .8335 .7387 .4672 .7241 .6253 .7542 .0175

.WfYSF -.3177 .2560 .1328 .3309 .9257 .6248 .5882 .2286 .5366 .4050 .6209 .0987

_SOCF -.1527 .1116 .3242 .2936 .8335 .6248 .5587 .4961 .7606 .7194 .7378 -.1414

fcl-ATPP -.2399 .0744 -.0253 .5136 .7387 .5882 .5587 .2675 .4524 .3793 .4895 -.0067

Jg A T E p .0578 .0228 .6961 -.2105 .4672 .2286 .4961 .2675 .7194 .7663 .5626 -.0141

JVBEING -.0804 .2035 .5403 .1123 .7241 .5366 .7606 .4524 .7194 .9483 .9237 .0551

_MENT .0179 .1521 .5906 .0319 .6253 .4050 .7194 .3793 .7663 .9483 .7659 -.0787

_ßVER -.1892 .2335 .4064 .1980 .7542 .6209 .7378 .4895 .5626 .9237 .7659 .0463

_PAJN -.0593 .0592 -.0315 .0315 .0175 .0987 -.1414 -.0067 -.0141 .0551 -.0787 .0463

„GENII -.1208 .1631 .2875 .3578 .7045 .5688 .7155 .5306 .4251 .7347 .6547 .7435 -.0120

.CHANGE -.1041 .0606 .0443 .3294 .4963 .4072 .4997 .4268 .2071 .4414 .3813 .4324 .1632

_ANxr .0277 -.1804 -.4961 .0066 -.5031 -.3582 -.5610 -.2368 -.6021 -.6556 -.6688 -.5762 .1485

3 ; p r e s -.0343 -.0985 -.2766 .1463 -.1187 -.0490 -.1819 -.0289 -.2348 -.2398 -.2638 -.1997 .1340

_£U .0513 .0437 .3723 .0639 .4698 .3166 .5336 .2802 .5359 .7181 .7076 .6309 .0152

CO .2104 -.0717 .4460 -.1166 .3098 .1793 .4122 .1180 .4551 .5838 .5830 .5005 .0314

_l c -.0288 .0314 .3982 -.0276 .3968 .2484 .5192 .1908 .4651 .6171 .5992 .5338 .1334

.1488 .1396 .3393 -.0293 .1176 .0355 .1865 -.0079 .3259 .3428 .3934 .2195 .0556

_e v -.0565 -.1300 -.3822 -.1261 -.4340 -.2234 -.5879 -.3669 -.4679 -.5910 -.6355 -.4924 .2244

-.1476 .0102 .2129 -.0206 .2489 .2516 .2428 .0573 .1223 .3218 .2561 .3491 .0911

_p m i .1400 -.0179 .4301 -.0304 .4076 .2583 .4957 .2065 .5199 .6834 .6775 .5935 .0234

J-A lil .1610 .0707 .4849 .0082 .4167 .2145 .5605 .2471 .5927 .7120 .7467 .5728 -.0238

L IM I CHAN ANX DEPRES PU CO LC DA EV GS PMI LABI

_a g e -.1208 -.1041 .0277 -.0343 .0513 .2104 -.0288 .1488 -.0565 -.1476 .1400 .1610

_SEX .1631 .0606 -.1804 -.0985 .0437 -.0717 .0314 .1396 -.1300 .0102 -.0179 .0707

_a d u m .2875 .0443 -.4961 -.2766 .3723 .4460 .3982 .3393 -.3822 .2129 .4301 .4849

J O U M .3578 .3294 .0066 .1463 .0639 -.1166 -.0276 -.0293 -.1261 : -.0206 -.0304 .0082

JjU N s .7045 .4963 -.5031 -.1187 .4698 .3098 .3968 .1176 -.4340 .2489 .4076 .4167

PliVSF .5688 .4072 -.3582 -.0490 .3166 .1793 .2484 .0355 -.2234 .2516 .2583 .2145

J>OCF .7155 .4997 -.5610 -.1819 .5336 .4122 .5192 .1865 -.5879 .2428 .4957 .5605

jy -A T p p .5306 .4268 -.2368 -.0289 .2802 .1180 .1908 -.0079 -.3669 .0573 .2065 .2471

JlL A T E P .4251 .2071 -.6021 -.2348 .5359 .4551 .4651 .3259 -.4679 .1223 .5199 .5927

A 5 ? e i n g .7347 .4414 -.6556 -.2398 .7181 .5838 .6171 .3428 -.5910 .3218 .6834 .7120

.M e n t a l .6547 .3813 -.6688 -.2638 .7076 .5830 .5992 .3934 -.6355 .2561 .6775 .7467

„En e r g y .7435 .4324 -.5762 -.1997 .6309 .5005 .5338 .2195 -.4924 .3491 .5935 .5728

JPAIN ■ -.0120 .1632 .1485 .1340 .0152 .0314 H l3 3 4 .0556 .2244 .0911 .0234 -.0238

_g e n h .5648 -.4935 -.1535 .5507 .3860 .5009 .2058 -.5497 .2341 .4907 .5490

„c h a n g e .5648 -.2971 -.0691 .3206 .2484 .3291 .1765 -.3323 .0399 .2983 .3786

„a n x -.4935 -.2971 .1381 -.4781 -.3392 -.4227 -.4052 .5395 -.0709 -.4284 -.5877

J ^ e p r e s -.1535 -.0691 .1381 -.1964 -.1763 -.2442 -.0744 .2104 -.1626 -.1977 -.2120

_PH .5507 .3206 -.4781 -.1964 .8071 .6950 .3407 -.5050 .3341 .9494 .8462

„co .3860 .2484 -.3392 -.1763 .8071 .6834 .4130 -.3340 .4640 .9517 .7845

J jc .5009 .3291 -.4227 -.2442 .6950 .6834 .3678 -.3843 .4060 .7246 .7614
.2058 .1765 -.4052 -.0744 .3407 .4130 .3678 -.2152 .0698 .3961 .6302

J5V -.5497 -.3323 .5395 .2104 -.5050 -.3340 -.3843 -.2152 .0142 -.4396 -.6819

_GS .2341 .0399 -.0709 -.1626 .3341 .4640 .4060 .0698 .0142 .4197 .1039

¿ M i .4907 .2983 -.4284 -.1977 .9494 .9517 .7246 .3961 -.4396 .4197 .8574

„1AIII .5490 .3786 -.5877 -.2120 .8462 .7845 .7614 .6302 -.6819 .1039 . .8574
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Table 8. Correlation matrix for age, sex, condition, SF-36, HAD and LA P-R  variables for the
combined erouos at lime ¿ un- o u i

a g e SEX ADUM BDUM FUNS PHYSF SOCF RLATP RLATE WBEING MENT ENER PAIN

a g e -.1749 .2598 -.2541 -.3442 -.3909 -.2117 -.2522 .0317 -.0959 -.0206 -.1919 .0884

SEX -.1749 .1140 -.0285 .2669 .3102 .1625 .1329 .0301 .1779 .1397 .1820 .0849

adtjm .2598 .1140 -.5000 .2139 .0868 .3401 -.0638 .6401 .5166 .5332 .4133 -.0220

-.2541 -.0285 -.5000 .3533 .3197 .2769 .5353 -.1319 .1081 .0289 .1921 -.0042

FUNS -.3442 .2669 .2139 .3533 .9362 .8271 .7517 .4401 .7189 .6009 .7434 .0370

p h y s f -.3909 .3102 .0868 .3197 .9362 .6223 .6131 .2281 .5305 .4049 .5911 .0649

SOCF -.2117 .1625 .3401 .2769 .8271 .6223 .6154 .5134 .7981 .7138 .7837 -.0594

Rl a t p p -.2522 .1329 -.0638 .5353 .7517 .6131 .6154 .1807 .4944 .3645 .5622 .0891

h l a t e p .0317 .0301 .6401 -.1319 .4401 .2281 .5134 .1807 .6826 .7347 .5105 -.0452

WBE1NG -.0959 .1779 .5166 .1081 .7189 .5305 .7981 .4944 .6826 .9402 .9098 .0012

m e n t -.0206 .1397 .5332 .0289 .6009 .4049 .7138 .3645 .7347 .9402 .7264 -.1063

e n e r -.1919 .1820 .4133 .1921 .7434 .5911 .7837 .5622 .5105 ; .9098 .7264 -.0408

.0884 .0849 -.0220 -.0042 .0370 .0649 -.0594 .0891 -.0452 .0012 -.1063 -.0408

GENH -.1449 .1908 .2815 .3561 .7372 .6064 .7422 .6003 .4705 ,7657 .6573 .7731 .0201

c h a n g e -.1027 .0789 .0814 .2529 .3993 .2945 .4536 .3567 .2486 .4287 .3911 .4273 -.1222

a n x i .0787 -.0688 -.3749 -.1688 -.4866 -.3360 -.5629 -.3289 -.5378 -.6545 -.6381 -.5941 .1541

u e p r e s -.1296 -.1575 -.1910 -.0134 -.2020 -.1436 -.2089 -.1599 -.2177 -.2384 -.2618 -.1703 .0082

p u .0640 .0189 .2656 .1923 .4367 .3022 .5078 .3236 .4360 .6874 .6425 .6309 -.0038

CO .1781 -.0686 .3029 -.0212 .2537 .1435 .3525 .1650 .3318 .5170 .4641 .4839 .0821

LC -.0445 .0218 .3395 .1199 .4594 .3248 .5139 .3077 .5077 .6503 .6209 .5774 .0258

fi&lflii: .1204 .0128 .1338 .0046 -.0654 -.1263 .0149 -.0281 .1249 .1513 .1733 .0819 .0892

WMmm .0100 -.1822 -.3291 -.1997 -.4315 -.2829 -.5410 -.3086 -.4483 -.6170 -.6277 -.5276 .1509

G S -.1035 -.0191 .1201 ,1263 .2575 .2163 .2527 .2262 .1131 .2385 .1379 .3136 .0769

PMr .1287 -.0267 .3012 .0897 .3648 .2353 .4548 .2581 .4061 .6369 .5852 .5896 .0418

_LABI .1067 .0538 .3416 .1057 .3485 .1991 .4615 .2378 .4710 .6493 .6493 .5455 -.0108

-------------
g e n i i i ^ P l P DEPRES CO L C DA EV GS PM I LABI

AGE -.1449 -.1027 .0787 ; -.1296 .0640 .1781 -.0445 .1204 .0100 -.1035 .1287 .1067

SEX .1908 .0789 -.0688 -.1575 .0189 -.0686 .0218 .0128 -.1822 -.0191 -.0267 .0538

AOIJM .2815 .0814 -.3749 -.1910 .2656 .3029 .3395 .1338 -.3291 .1201 .3012 .3416

b d u m .3561 .2529 -.1688 -.0134 .1923 -.0212 .1199 .0046 , -.1997 .1263 .0897 .1057

EONS .7372 .3993 -.4866 -.2020 .4367 .2537 .4594 -.0654 -.4315 .2575 .3648 .3485

PHYSF .6064 .2945 -.3360 -.1436 .3022 .1435 .3248 -.1263 -.2829 .2163 .2353 .1991

SOCF .7422 .4536 -.5629 -.2089 .5078 .3525 .5139 .0149 -.5410 .2527 .4548 .4615

RLATPP .6003 .3567 -.3289 -.1599 .3236 .1650 .3077 -.0281 -.3086 .2262 .2581 .2378

Rl a t e p .4705 .2486 -.5378 -.2177 .4360 .3318 .5077 .1249 -.4483 .1131 .4061 .4710

WBEING .7657 .4287 -.6545 -.2384 .6874 .5170 .6503 .1513 -.6170 .2385 .6369 .6493

m e n t a l .6573 .3911 -.6381 -.2618 .6425 .4641 .6209 .1733 -.6277 .1379 .5852 .6493

En e r g y .7731 .4273 -.5941 -.1703 .6309 .4839 .5774 .0819 -.5276 . .3136 .5896 .5455

p a in .0201 -.1222 .1541 .0082 -.0038 .0821 .0258 .0892 .1509 .0769 .0418 -.0108

c e n h .5565 -.5485 -.2288 .5807 .4004 .5108 .1037 -.6181 .2358 .5177 .5451

n i w c i .5565 -.3155 -.1029 .4501 .2410 .4019 .1209 -.3543 .1253 .3650 .3916

a n x -.5485 -.3155 .1610 -.4549 -.3075 -.4000 -.1820 .5199 -.0773 -.4030 -.4859

d e p r e s -.2288 -.1029 J .1610 -.2241 -.1660 -.1693 .0037 .2608 -.1066 -.2063 -.1968

I p u l i t l l ! .5807 .4501 -.4549 -.2241 .7838 .7529 .4101 -.4579 .1823 .9435 .8654

.4004 .2410 -.3075 -.1660 .7838 .6530 .4441 -.2980  . .3810 .9453 .7573

LC .5108 .4019 -.4000 -.1693 .7529 .6530 .3846 -.4752 .2431 .7436 .8105

Da .1037 .1209 -.1820 .0037 .4101 .4441 .3846 -.1115 .0366 .4524 .6158

EV -.6181 -.3543 .5199 .2608 -.4579 -.2980 -.4752 -.1115 .0743 -.3996 -.6597

GS .2358 .1253 -.0773 -.1066 .1823 .3810 .2431 .0366 .0743 .2990 -.0318

PMI .5177 .3650 -.4030 -.2063 .9435 .9453 .7436 .4524 -.3996 .2990 .8584

JLABI .5451 .3916 -.4859 -.1968 .8654 .7573 .8105 .6158 , -.6597 -.0318 .8584
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Table 9 . Correlation matrix for age, sex  SF-36, H A D  and L A P-R  variables o f  difference scores for the
community com parison group (N = 50)

F u n s PIIYSF SOCF RLATP RLATE WBEING M ENT ENER PAIN GENII C l  IAN

JTINS .5233 .6138 .6472 .4813 .0960 .2714 -.2533 .1717 -.1480 .1666

p h y s f .5233 -.0774 -.1695 .0601 .2583 .3825 -.0230 .1041 -.1383 -.0485

_SOCF .6138 -.0774 .4814 .1064 -.3602 -.2032 -.4198 -.1183 -.0874 .4371

_RLa t p p .6472 -.1695 .4814 .3304 .0043 .0432 -.1828 .2430 .0541 .1255

Rl a t e p .4813 .0601 .1064 .3304 .3291 .3943 .0776 .1617 -.2211 -.1677

^ w bexng .0960 .2583 -.3602 .0043 .3291 .8561 .7589 .3646 .2424 .0105

_m e n t .2714 .3825 -.2032 .0432 .3943 .8561 .4135 .1006 .1263 .0409

_e n e r -.2533 -.0230 -.4198 -.1828 .0776 .7589 .4135 .0758 : .2458 -.0168

.PAIN .1717 .1041 -.1183 .2430 .1617 .3646 .1006 .0758 .1851 -.0276

_g b n h -.1480 -.1383 -.0874 .0541 -.2211 .2424 .1263 .2458 .1851 .2979

.CHANGE .1666 -.0485 .4371 .1255 -.1677 .0105 .0409 -.0168 -.0276 .2979

_a n x i .2965 .1331 -.1065 .4565 .1632 .1900 .1568 .1396 .0914 .0904 -3)829

JTEPRES .0990 -.0370 .3712 -.0379 -.0450 -.2316 -.1839 -.1733 -.1234 -.2048 -.0471

j v -.0415 -.1285 -.1305 .2164 -.0484 -.0454 -.1709 -.0175 .2679 .1610 -.0428

-.0475 -.0885 .0158 .0703 -.1334 -.1710 -.1978 -.1379 .0752 .1528 .1082

L c -.0959 .0764 -.1971 -.0813 -.1002 .2919 .2269 .1991 .2020 .2962 .2413

JTA -.2180 .0015 -.1442 -.1645 -.3367 .1867 .1861 .1942 -.0891 .3319 .2128

_EV -.3723 -.1296 -.4214 -.1564 -.1889 .0282 -.0495 .0750 .0893 .3997 -.1317

- 2 s -.0702 -.3009 -.0538 .2356 .1079 -.0035 -.1320 .0872 .1445 .2615 -.2330

_PlVtI -.0516 -.1244 -.0586 .1557 -.1019 -.1285 -.2104 -.0929 .1846 .1801 .0421

J a b í .0011 .1055 .0017 -.0386 -.1919 .0981 .1011 .0412 .0546 .0983 .3113

ANX DEPRES PU CO LC BA EV GS PMI LABI

f u n s .2965 .0990 -.0415 -.0475 -.0959 -.2180 -.3723 -.0702 -.0516 .0011

p h y s f .1331 -.0370 -.1285 -.0885 .0764 .0015 -.1296 -.3009 -.1244 .1055

J50C F -.1065 .3712 -.1305 .0158 -.1971 -.1442 -.4214 -.0538 -.0586 .0017

_Rl a t p p .4565 -.0379 .2164 .0703 -.0813 -.1645 -.1564 .2356 .1557 -.0386

RLa t e p .1632 -.0450 -.0484 -.1334 -.1002 -.3367 -.1889 .1079 -.1019 -.1919

We e in g .1900 -.2316 -.0454 -.1710 .2919 .1867 .0282 -.0035 -.1285 .0981

J w e n t a l .1568 -.1839 -.1709 -.1978 .2269 .1861 -.0495 -.1320 -.2104 .1011

J í n e r g y .1396 -.1733 -.0175 -.1379 .1991 .1942 .0750 .0872 -.0929 .0412

JPA.IN .0914 -.1234 .2679 .0752 .2020 -.0891 .0893 .1445 .1846 .0546

_pENH .0904 -.2048 .1610 .1528 .2962 .3319 .3997 .2615 .1801 .0983

CHANGE -.0829 -.0471 -.0428 .1082 .2413 .2128 -.1317 -.2330 .042,1 .3113

ANX -.2637 -.0865 .0043 -.0185 .0555 .1132 .2153 -.0402 -.1158

JHGPRES -.2637 -.1753 -.1038 -.2496 -.3202 -.1960 -.0890 -.1530 -.1963

_PU -.0865 -.1753 .6217 .4446 .0901 .0518 .3015 .8874 .5366

C o .0043 -.1038 .6217 .2758 .2701 .0167 .1238 .9128 .6270

LC -.0185 -.2496 .4446 .2758 .3214 .1545 .1232 .3900 .5843

- 2 5 .0555 -.3202 .0901 .2701 .3214 .1793 -.1126 .1970 .5797

_EV .1132 -.1960 .0518 .0167 .1545 .1793 .4195 .0345 -.3318

c s .2153 -.0890 .3015 .1238 .1232 -.1126 .4195 .2267 -.3619

_PMl -.0402 -.1530 .8874 .9128 .3900 .1970 .0345 .2267 .6489

_l a b i -.1158 -.1963 .5366 .6270 .5843 .5797 -.3318 -.3619 .6489
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Table 10. Correlation matrix for age, sex, SF-36, H A D  and L A P-R  variables o f  difference scores
for the psychiatric outpatients’ group (N = 50)

F IN S r m . s r SOCF RLATP RLATE WBEING MENT ENER PAIN GENH CHAN 1

JTJNS .8834 .2963 .5154 .4277 .2959 .2522 .2806 .0540 .2518 .2040

_p h y s f .8834 .0550 .1850 .1871 .1208 .1220 .0742 .0812 .2810 .1042

_SOCF .2963 .0550 .1101 -.1237 .4235 .3599 .4482 -.1071 .3493 .2468

_5.l a t p p .5154 .1850 .1101 .3020 .0450 -.0510 .1573 .0328 -.1209 .0244

.R l a t e p .4277 .1871 -.1237 .3020 .3604 .3502 .2901 .0390 .1272 .2351

J o e i n g .2959 .1208 .4235 .0450 .3604 .9284 .8844 .0230 .2629 .5030

Me n t .2522 .1220 .3599 -.0510 .3502 .9284 .6695 -.1214 .2566 .3436

e n e r .2806 .0742 .4482 .1573 .2901 .8844 .6695 -.0328 .2561 .6050

H ü i ü .0540 .0812 -.1071 .0328 .0390 .0230 -.1214 -.0328 -.1466 .0390

GENH .2518 .2810 .3493 -.1209 .1272 .2629 .2566 .2561 -.1466 .2879

JCIU N G E .2040 .1042 .2468 .0244 .2351 .5030 .3436 .6050 .0390 .2879

_ANJCt -.3817 -.2939 -.2162 -.1378 -.2662 -.3775 -.2616 -.4929 .1496 -.4111 -.4517

_&EPRES -.2002 -.2741 -.0324 -.0084 .0989 -.0733 -.0907 -.0623 .1125 .0 8 8 2 .0030

J V -.0365 -.1788 .3279 -.0291 .1193 .3532 .3845 .2565 -.0752 , .1925 .2068

C o -.3768 -.4865 .0987 -.1291 .0482 .0923 .1232 .0563 -.1005 -.0073 -.0200

t c -.0368 -.1713 .2220 -.0385 .2192 .0700 .1402 .0056 -.1834 -.0714 .1726

_{h -.1669 -.2214 .0951 -.0597 -.0121 .0082 .0060 -.0084 .0725 -.1396 -.0608

EV .0269 .0766 -.1865 .0268 .0306 -.2711 -.3233 -.1808 .1469 -.1470 .0687

_GS .1082 .1967 .0507 -.2212 .0156 .2412 .1391 .3206 .0355 .0472 .1732

PMl -.2135 -.3521 .2404 -.0827 .0938 .2519 .2858 .1774 -.0949 .1132 .1097

La b i -.2073 -.3685 .2627 -.0307 .0898 .1851 .2605 .0769 -.1303 .0316 .0225

ANX DEPRES PU CO LC DA EV GS PM I LABI

j t I N S -.3817 -.2002 -.0365 -.3768 -.0368 -.1669 .0269 .1082 -.2135 -.2073

jra iY S F -.2939 -.2741 -.1788 -.4865 -.1713 -.2214 .0766 .1967 -.3521 -.3685

SOCF -.2162 -.0324 .3279 .0987 .2220 .0951 -.1865 .0507 .2404 .2627

jtf-A T P P -.1378 -.0084 -.0291 -.1291 -.0385 -.0597 .0268 -.2212 -.0827 -.0307

jlL A T E P -.2662 .0989 .1193 .0482 .2192 -.0121 .0306 .0156 .0938 .0898

JO E IN G -.3775 -.0733 .3532 .0923 .0700 .0082 -.2711 .2412 .2519 .1851

. m e n t a l -.2616 -.0907 .3845 .1232 .1402 .0060 -.3233 .1391 .2858 .2605

^e n e r g y -.4929 -.0623 .2565 .0563 .0056 -.0084 -.1808 .3206 .1774 .0769

Pa in . 1496 .1125 -.0752 -.1005 -.1834 .0725 .1469 .0355 -.0949 -.1303

_GENII -.4111 .0882 .1925 -.0073 -.0714 -.1396 -.1470 .0472 .1132 .0316

.C h a n g e -.4517 .0030 .2068 -.0200 .1726 -.0608 .0687 .1732 .1097 .0225

.ANX -.0368 -.0684 .0781 -.0734 -.1312 .1796 -.2514 .0002 -.0610

.OEPRES -.0368 .0114 .0427 .1836 .1387 -.0814 -.0716 .0284  ; .1493

_PU -.0684 .0114 .6812 .3742 .2794 -.4096 .2008 .9275 .7582

JCO .0781 .0427 .6812 .4684 .5264 -.3462 .2012 .9055 .8289

_LC -.0734 .1836 .3742 .4684 .3393 .0151 .1253 .4561 .5763

. d a -.1312 .1387 .2794 .5264 .3393 -.1123 .1432 .4308 .6335

j:v .1796 -.0814 -.4096 -.3462 .0151 -.1123 .0462 -.4142 -.5791

_GS -.2514 -.0716 .2008 .2012 .1253 .1432 .0462 .2191 -.0488

.P M t .0002 .0284 .9275 .9055 .4561 .4308 -.4142 .2191 .8628

JL a b i -.0610 .1493 .7582 .8289 .5763 .6335 -.5791 -.0488 .8628
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Table 11. Correlation matrix for age, sex, SF-36, H A D  and L A P-R  variables o f  difference scores
for the geriatric outpatients’ group (N = 50)

n  n s PI1YSF SOCF RLATP RLATE WBEING MENT ENER PAIN GENH CHAN

. f u n s .8585 .6222 .3417 .2259 .2469 .1137 .3294 -.1581 .1395 .0286

_PH \SF .8585 .2239 .0985 .0452 .2021 -.0387 .3584 -.0372 .1480 .0600

SOCF .6222 .2239 .2214 .0351 .1069 .1350 .1512 -.2882 -.0476 -.0119

RLATPP .3417 .0985 .2214 -.1046 .0561 .1543 .0217 -.2062 .2273 -.0492

JRl a t e p .2259 .0452 .0351 -.1046 .2156 .2847 -.0055 .1381 .0197 -.0055

JVBEING .2469 .2021 .1069 .0561 .2156 , .6776 .7371 .2948 .0836 .1042

MENT .1137 -.0387 .1350 .1543 .2847 .6776 .0835 -.0538 .1330 .0722

e n e r .3294 .3584 .1512 .0217 -.0055 .7371 .0835 .0830 .0223 .0010

J “AIN -.1581 -.0372 -.2882 -.2062 .1381 .2948 -.0538 .0830 -.0580 .2099

_GENII .1395 .1480 -.0476 .2273 .0197 .0836 .1330 .0223 -.0580 .1513

c h a n g e .0286 .0600 -.0119 -.0492 -.0055 .1042 .0722 .0010 .2099 .1513

ANXI -.1877 -.0070 -.2197 -.3800 -.0879 -.2680 -.2621 -.1437 -.0220 -.4295 .1541

d e p r e s .0831 .0728 .1743 -.0556 -.1518 .0166 .1270 -.0043 -.2241 .0390 -.0314

PU .0850 -.0115 .1637 .1852 -.0498 .2440 .1262 .2739 -.0640 .1976 .0649

C o -.0167 -.2774 .3006 .3901 -.0583 -.0965 .1189 -.1282 -.3189 .2714 .0708

h e .2329 .2919 .1178 -.1239 -.0342 .2451 -.0787 .4927 -.1168 .1400 -.1424

J>A -.0193 -.0887 .0664 .1225 -.0261 -.0644 -.0507 -.0618 .0319 .4848 .0778

EV .0199 .1378 -.1516 -.1031 .0009 -.0282 -.3009 .1881 .1427 -.1255 .2241

GS -.0633 -.1247 .0199 .1625 -.0589 -.0649 -.1012 -.0063 .0136 .0486 -.2290

PMI .0425 -.1609 .2663 .3291 -.0626 .0949 .1428 .0956 -.2159 .2708 .0788

l a b i .1026 -.0241 .2404 .1490 -.0291 .1354 .1749 .1049 -.1979 .3874 .0295

ANX DF.PRES PU CO 1C n \ EV GS PMI LABI

AGE -.2335 .0337 -.0859 -.0476 .0089 .1650 -.0126 .1894 -.0786 -.0403

SEX -.0650 -.2318 -.0769 -.1066 .0953 -.1030 -.0886 -.2284 -.1060 .0575

f u n s -.1877 .0831 .0850 -.0167 .2329 -.0193 .0199 -.0633 .0425 .1026

_p h y s f -.0070 .0728 -.0115 -.2774 .2919 -.0887 .1378 -.1247 -.1609 -.0241

SOCF -.2197 .1743 .1637 .3006 .1178 .0664 -.1516 .0199 .2663 .2404

RLATPP -.3800 -.0556 .1852 .3901 -.1239 .1225 -.1031 .1625 .3291 .1490

r l a t e p -.0879 -.1518 -.0498 -.0583 -.0342 -.0261 .0009 -.0589 -.0626 -.0291

JWBEING -.2680 .0166 .2440 -.0965 .2451 -.0644 -.0282 -.0649 .0949 .1354

JUENTAL -.2621 .1270 .1262 .1189 -.0787 -.0507 -.3009 -.1012 .1428 .1749

En e r g y -.1437 -.0043 .2739 -.1282 .4927 -.0618 .1881 -.0063 .0956 .1049

p a in -.0220 -.2241 -.0640 -.3189 -.1168 .0319 .1427 .0136 -.2159 -.1979

_c e n h -.4295 .0390 .1976 .2714 .1400 .4848 -.1255 .0486 .2708 .3874

^CHANGE .1541 -.0314 .0649 .0708 -.1424 .0778 .2241 -.2290 .0788 .0295

ANX .2089 -.1614 -.2368 -.1776 -.2552 .3966 -.1036 -.2296 -.3720

JU P K F S .2089 -.1535 -.1083 -.1309 -.1930 .0377 .1229 -.1535 -.2537

PU -.1614 -.1535 .4770 .4342 .5196 -.2586 .3044 .8731 .7525

_ c o -.2368 -.1083 .4770 -.0468 .4493 -.3450 .3041 .8450 .5881

LC -.1776 -.1309 .4342 -.0468 -.0392 -.1540 .2753 .2388 .3590

J>A -.2552 -.1930 .5196 .4493 -.0392 -.1577 .0981 .5654 .6644

j : v .3966 .0377 -.2586 -.3450 -.1540 -.1577 -.0219 -.3488 -.6587

_l.S -.1036 .1229 .3044 .3041 .2753 .0981 -.0219 .353!? . -.0793

Pm i -.2296 -.1535 .8731 .8450 .2388 .5654 -.3488 .3539 .7900

JU .R I -.3720 -.2537 .7525 .5881 .3590 .6644 -.6587 -.0793 .7900
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Table 12. Correlation matrix for age, sex, condition, SF-36, H A D and LA P-R  variables o f  difference
S P A f t ì c  -TA — i l . «  -  L !  1 -___________ /"X T 1 C r \ \  •

____ _ ADUM BDUM n  v s PHYSF SOCF RLATP RLATE WBE1NG MENT ENER PAIN
_MJUM -.5000 .1232 .0543 .1107 .0748 .1047 .1773 .2236 .0681 .0050
J1DVM -.5000 .0625 .0866 .0693 .0008 -.1038 .0375 .0277 .0384 .0050
Tv n s .1232 .0625 .8071 .4738 .5210 .4020 .2696 .2691 .1832 .0409
ì’h y s f .0543 .0866 .8071 .0810 .0667 .1313 .1827 .1721 .1282 .0523
SOCF .1107 .0693 .4738 .0810 .2896 -.0125 .1420 .1700 .1279 -.1593

_R¿a t p p .0748 .0008 .5210 .0667 .2896 .2640 .0478 .0279 .0231 .1007
Rì a t e p .1047 -.1038 .4020 .1313 -.0125 .2640 .3310 .3507 .1800 .0995

J wbecvg .1773 .0375 .2696 .1827 .1420 .0478 .3310 .8809 .8169 .1921
m e n t .2236 .0277 .2691 .1721 .1700 .0279 .3507 .8809 .4987 -.0178

_e n e k .0681 .0384 .1832 .1282 .1279 .0231 .1800 .8169 .4987 .0370
Pa in .0050 .0050 .0409 .0523 -.1593 .1007 .0995 .1921 -.0178 .0370

J3EN H .0839 .0173 .0917 .0849 .0951 .0116 .0009 .2384 .2070 .2086 .0210
c m a n g e .0020 .0706 .1531 .0623 .2408 .0564 .0502 .2604 .1899 .2584 .0652

.AN j ìI -.1575 .1677 -.1597 -.1168 -.1791 .0401 -.1280 -.2041 -.1599 -.2335 .0690
DEPRES -.0791 .1038 -.0336 -.0994 .1632 -.0291 -.0214 -.0860 -.0562 -.0660 -.0952

-SIL .1819 -.1310 .0025 -.1247 .1432 .1020 .0637 .2405 .2105 .1939 .0580
CO .2709 -.1489 -.1600 -.2980 .1340 .0422 .0017 .0222 .0738 -.0249 -.0688

.1354 -.1928 -.0037 -.0125 .0228 -.0639 .0808 .1623 .1254 .1632 .0085
»A .2583 -.0063 -.0890 -.0891 .0434 -.0526 -.0943 .1103 .1246 .0650 -.0067
EV -.0828 .0812 -.0864 .0411 -.2544 -.0695 -.0509 -.1399 -.2375 -.0205 .1187

.G S .1771 -.2175 .0052 -.0384 -.0008 .0654 .0560 .0868 :0080 .1381 .0745
_PMl .2549 -.1521 -.0863 -.2342 .1551 .0809 .0373 .1472 .1592 .0947 -.0058
. l a b i .2400 -.0982 -.0513 -.1591 .1866 .0063 .0096 .1845 .2400 , .0857 -.0665

GENI! CHAN ANX } DEPRES PU  1 CO 1 LC DA EV GS PAH 1 J.Alii
_ADu m .0839 .0020 -.1575 -.0791 .1819 .2709 .1354 .2583 -.0828 .1771 .2549 .2400
J iü U M .0173 .0706 .1677 .1038 -.1310 -.1489 -.1928 -.0063 .0812 -.2175 -.1521 -.0982
JXJNS .0917 .1531 -.1597 -.0336 .0025 -.1600 -.0037 -.0890 -.0864 .0052 -.0863 -.0513
J'H Y S E .0849 .0623 -.1168 -.0994 -.1247 -.2980 -.0125 -.0891 .0411 -.0384 -.2342 -.1591
J O C F .0951 .2408 -.1791 .1632 .1432 .1340 .0228 .0434 -.2544 -.0008 .1551 .1866
_Rl a t p p .0116 .0564 .0401 -.0291 .1020 .0422 -.0639 -.0526 -.0695 .0654 .0809 .0063

r l a t e p .0009 .0502 -.1280 -.0214 .0637 .0017 .0808 -.0943 -.0509 .0560 .0373 .0096
JV BEING .2384 .2604 -.2041 -.0860 .2405 .0222 .1623 .1103 -.1399 .0868 .1472 .1845
.MENTAL .2070 .1899 -.1599 -.0562 .2105 .0738 .1254 .1246 -.2375 .0080 .1592 .2400
„ENERGY .2086 .2584 -.2335 -.0660 .1939 -.0249 .1632 .0650 -.0205 .1381 .0947 085 7
JP a in .0210 .0652 .0690 -.0952 .0580 -.0688 .0085 -.0067 .1187 .0745 -.0058 -0 6 6 5
J3E N H .2575 -.2262 -.0356 .1880 .1330 .1344 .1994 .0677 .1406 .1810 .1394
„CHANCE .2575 -.1318 -.0185 .0839 .0460 .0990 .0843 .0504 -.1177 .0725 1172
_ANX -.2262 -.1318 .0219 -.1284 -.0704 -.1135 -.1264 .2356 -.0883 - 1098 .  1861
.DEPRES -.0356 -.0185 .0219 -.1069 -.0711 -.0814 -.1237 -.0614 -.0266 -.0985 -.0915
- 1 ° .1880 .0839 -.1284 -.1069 .6316 .4220 .2925 -.2453 .2855 .9046 6<)87
. c o .1330 .0460 -.0704 -.0711 .6316 .3058 .4415 -.2282 .2312 .9018 .7251

.1344 .0990 -.1135 -.0814 .4220 .3058 .2453 .0070 .2012 .4020 .5336
J U .1994 .0843 -.1264 -.1237 .2925 .4415 .2453 -.0336 ' .0505 .4051 6384

E v .0677 .0504 .2356 -.0614 -.2453 -.2282 .0070 -.0336 .1348 -.2636 -.5175
^GS .1406 -.1177 -.0883 -.0266 .2855 .2312 .2012 .0505 .1348 .2852 -.1217
„ p m i .1810 .0725 -.1098 -.0985 .9046 .9018 .4020 .4051 -.2636 .2852 .7888
J a b í .1394 .1172 -.1861 -.0915 .6982 .7251 .5336 .6384 -.5175 -.1217 .7888



F r o m  th e  S c h o o l o f  P s y c h o lo g y  University of Leeds
Leeds LS2 9JT UK

Telex 556473 unilds g 
Fax 0113 233 5749 
Telephone+44 (0)113 243 1751

Dear Mr./Mrs. X X X , Direct line

My name is Gina Z. Koutsopoulou. I am 28 years old, and I work at the School of Psychology 
at the University of Leeds. Currently I am finishing a PhD research on “Meaning in life and 
Psychological Well-Being in Older Adults”. I am interested in finding out more about' the 
relationship between the meaning in life and well being in older adults.

We have met in the past and most specifically two years ago. I have asked you to complete a 
questionnaire on your perceptions on meaning in life and your health. You have filled in that 
questionnaire and very kindly you have sent it back to me. Lately, I have been looking through 
that questionnaire and I would like to meet you personally in order to ask you a few more 
questions.

To be more specific, I would like to ask you some more questions on how you view meaning in 
life. I shall be asking you questions like “Do you have a philosophy in life that gives you 
significance in your life?” or “Have you discovered a satisfying life purpose?”.

In order for this interview to take place I shall need your approval. If you do not mind and you 
give me your approval to do the interview then I can come and visit you at home on a day and 
time that it is convenient to you and have this chat over a cup of tea! The interview will not last 
more that 30 minutes.

I am sending you an already written letter (see next page) on which I am asking you to fill in 
some details. When you have filled in the gaps you can send me the letter back in the self- 
addressed and self-stamped envelope provided.

If you have any kind of concern please do not hesitate to contact the School of Psychology, 
University of Leeds, LS2 9JT (telephone: 0113-2335724) and even my supervisor. Dr. Jenny 
Hewison at the same address (telephone: 0113- 2335725).

Please do not hesitate to ring me too if you like to talk to me personally. I shall be glad to hear 
you. My telephone number at work is: 0113-2336690.

I am looking forward to hear from you and see you again. Thank you for your time and 
consideration. Your help is valuable.

With Best Regards,

Gina Z. Koutsopoulou
Ph.D Researcher in Health Psychology
Teaching Fellow in Psychology
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To: Gina Z. Koutsopoulou 
School o f Psychology 
University o f Leeds 
LS2 9JT

Your name:

Your telephone number:

Gina,

Yes, I would you like you to visit me on the following date and 
time:

Date: _________ ______________ _

Time:________________________________ _

Address:

or

Gina,

I would prefer if  you DO NOT visit me. □  Please tick the box

Signature:



APPENDIX 34

Interview 1

(1,4) Well, the meaning o f  the life certainly is an enormous question. It's the one that 

ought to  be at the front o f everybody's mind and something that everybody ought to  

be considering in every way. But I think it's something that veiy few people consider 

at all largely because they're frightened o f  the subject. They're afraid to  consider it. 

People are afraid, afraid o f  the subject because they don't like confronting it because 

the meaning o f  life also includes death and m ost people are very afraid o f  death and I 

think that they don't like to face up to  it. They like to  take each day as it comes and 

try to  get the maximum enjoyment out o f  their life on a day to  day basis. I suppose 

that they give thought to  the future by saving for old age and insuring against this and 

that but I don't think they like to  become down to anything so... positive as they think 

why are we here or what happens to  you when you die.. I think that Was something 

that most people feared and they don't talk about it because they don't like to  think 

about it.

(2,2) And whatever reason you think the reason for your life is, it can't be proved one 

way or the other, because it will always remain a theory. I think it depends very 

vastly whether you're an atheist, agnostic or whether you adhere to some kind o f 

religious group and if  you'd use some kind o f  religious belief then, then life, the 

meaning o f  life is an experience for the mortal part o f  us to  learn something. That's 

the simplistic way I can put it.

(2,4,6) The world is such a vast and complex thing and to  say it has no purpose to 

me is unbelievable. I think it's just not acceptable that it has no purpose. I mean the 

universe gets bigger and asrtonomers realise that the appears to  go on and on and on. 

The universe is so vast, to  say that great construction have no origins and no 

purpose. To my mind is, is so fantastic to  be utterly unbelievable. There has to  some, 

a  reason for such a vast creation.

(2,4,8) And then man himself is unique, not because he's got perhaps more know 

how than other forms o f  mammal, but because he can create things o f  exquisite 

beauty that no other animal has the power o f  original thought and capable o f  creating

\



art. They made, build nests, their burrows and things like that but they've no 

conception o f  art. They've no conception o f  beauty except the natural beauty that 

nature has been given them. And reality has found out that the only really ugly things 

in the world are man made. You think that if  it's natural there's no beauty to  it.

(3,1,4) Admittedly diseases are not beautiful and they are physical things but they 

come under a  different categoiy. I  think one o f  the things with critics o f  religious 

belief is why are people allowed, if  there is a living God why are people, to  from 

terrible? W hy are children abused and sometimes tortured to  death? Particularly you 

the third world countries: if  there's a loving God why isn't he there?. And o f  course 

that doesn't wash any more than it does when people have lost their child in a 

disaster. I've seen a m other come on and say don't give me any o f  that rubbish about 

a really loving God when a child has been killed at a really early age. I f  you think that 

er there's no God because a child is killed it doesn't have to  be your child does it?

That doesn't make sense.

God doesn't even intervene to  stop his own son dying from crucifiction. I f  one 

believes in the (3,1,24) Christian faith, then suffering is part o f  the education o f  your 

inner being. I think people's response to  suffering is probably more edifying than the 

most pleasurable experiences there are. A  time o f  suffering teaches you more than all 

the pleasure in the world. Suffering teaches you endurance how to  keep faculties 

alive and in order under great duress and it teaches you patience. I think it does have 

a use and it can't be dismissed as the fact that whoever created the universe 

(assuming one believes there is a creator) doesn't care what happens to  us. M ost 

people don't think things through do they? (4,1) They give a gut reaction.

(5,2) I miss work great lots. I'd still go back to  w ork tom orrow if  I could.

(5,6) (Sigh) Well I, I suppose religious belief is some people's, the greatest meaning 

in their life because (as I've already intonated) I can't see any point in life if  God 

doesn't exist. Maybe not in the exact form that we have been brought up to believe 

what it is (we've been brought up to  belief that God was a big man up in the sky 

somewhere) but I would think that he's obviously a powerful creative force in the 

world otherwise where did it come from and and what's the point o f  it all.



(6.4.3) You do lose (train o f  thought). That's one o f  the m ost irritating things about 

getting old; is you don't feel any different inside. You feel just the same as you did 

when you were young. It isn't until you tiy  to  do things that you realise that you've 

got strong limitations (bad back). You think I'll do a D IY  in a couple o f  hours and 

you find it's gonna take you more than a day to  it. It's the same with thought;: you 

suddenly realise you can't either think as fast and you can't recall things. Y ou can 

recall the past far more more vividly than you can recall what happened yesterday. 

It's one o f  the strange things, the past becomes more vivid and day to  day things 

become more away.

(7.3) I think that when you get older you get greater perception. You get a greater 

inward growth o f  things.

(12.1.3) I think, that people who have no religious belief when they get old do fear 

death very much more than people who have strong religious belief. That is a fact o f  

life.

(13.1.2) But everybody don't particularly welcome it (=death). Okay, they don't go 

around terrified o f  it, particularly those who have fairly strong religious belief. I have 

a fairly strong religious belief but I wouldn't say I  fear o f  no fear o f  death. But I 

wouldn't throw my hat in the air if somebody says you're gonna die tomorrow. I 

wouldn't go about clicking my heels together and dancing with joy which I ought to 

do really if  I believed it as much as I say I do but .that's one o f  the strangest things 

about it.

(13,2,6) But if  you were to  ask me what do I think the purpose o f  life is, then I can 

only give an opinion on that. I would say to  put it very, veiy concisely and perhaps 

too simplistic it is to  love. And when I say that I  mean it in it's broader sense o f  the 

word. N ot just love from man to  women, or parents for their child but love in every 

sense o f  the word. I'm afraid but I nevertheless would hope to  prove myself. I would 

think the purpose o f  life is love, is to  learn through experience.

(13.2) You learn love not only through loving relationships, and also love o f  the arts 

and things like that, but you learn about love through pain and suffering. (14,1) The



only thing  I can say about my own personal belief o f  what the meaning o f  life is life 

is, is to  learn the true meaning o f  love.

(14,1,22) A  tough adage to  live is that if you really love somebody you put their well 

being and happiness in front o f  your own every time. I f  you really love somebody 

they come first, you come second.

Interview 2

(1,1,1) Yeah well I'm an old person, I'm 73 years o f  age and it's very interesting 

growing old; absolutely fascinating you know. You're determined to  keep the years 

at bay and follow your own strong interests that you can pursue, these are very 

important to  me, but physical health you have to  conserve your vitality. You're like a 

glass o f  water which is full at the beginning o f  the day you know, so you let it go 

gently. And when you're older you get tired more quickly than when you were 

younger. And various aches and pains creep up on you. And you wonder what card 

you're gonna pick out when it comes to  your end, you know. E rm .. and I think with 

older people that they become preoccupied with physical health and financial security 

and these dominate them. And when you're a talking about a purpose in life they - it 

depends on their education to  a certain extent, obviously if  you've been blessed with 

the philosophical outlook it is a joy  to  grow older 'cos you can read and er pursue 

your favourite paths and life becomes richer altogether. And nowadays the mystery 

o f  the psychic studies, you should take an active interest in er what happens after you 

die. This is very, very important indeed because the soul is imprisoned in the body, 

during life, and with the dissolution o f  the body you're expanding consciousness, you 

move onto far richer grounds altogether so everybody should be looking forward to  

dying as I am you know.

(3,7) It's very important for people to  realise that there is a higher order and you see 

if  you take the word psychology it literally means psyche is a soul o f  course.

Is there any meaning? Or is there a purpose? (4,2) Yeah, you are down here. You 

are down here to  begin with before you come down here w e belong to  a group soul.



(7,3) And you pick out a script like an actor going on to  the stage. And there's a line 

down the middle, there's the times you are bom  and you can't do much about and 

there's free will which is sovereign. And you come down here to  develop your talents 

and contribute to  the harmony o f  mankind.

(5,2) And that is a big thing. Given that human beings have good and evil 

overlapping all the way through, they can be the most deadly creatures on the planet 

human beings. You've got greed, lust, hate, fear, all the sins if you like, so you've got 

to  try and cultivate at an inner level repose, integrity and benevolence, there are veiy 

important. I f  you can get these coming out, the world is a better place isn't it?

(6.1) What do other old people say then the purpose in life is? Are they preoccupied 

with the physical and the financial? (6,4) Yeah, well health and finance are the two 

big ones. I mean when you get old people.

(6.5) And when you are physically ill, when you're very tired or whatever you don't 

have a meaning in life, you're just there from one day to  another. And also you see 

because people haven't really done much in the way o f  studying the post life se, you 

know, when you're dead, you haven't got much to  look forward to. Wonderful to 

die.

(10,2,4) You have social constructions o f  reality, equally a person constructs reality 

o f  this sort o f  thing you know, but the whole thing as you are saying you know if 

people believe that you're down here for a purpose you know and that the level o f  

the interacting diad when I am talking o f  I hold your soul in your hand, la m  

responsible for how you feel, so it's up to  me to  give you warmth and 

encouragement.

(10, 8) I believe in higher orders.

(11.1) But I certainly believe in fairies and angels 'cos I've studied the subject in depth 

and I know that there is a whole mass o f  evidence.

(11.5) Well understandably so because there are not (the old) very pleasant to  look at 

for a start and they're a bit dull and they talk about the past and they're ill. And when 

you are in presence o f  somebody who is ill, the old are parasitic upon the young, 

have you noticed that? Old women with oh babies and things like that. And they will



seek - I'm feeding o ff you, am I not? I'm feeding o ff  your vitality (laugh). The old are 

parasitic upon the young. And it's not good for the young to  mix with the old.

(From where do you get meaning in life?) (14, 6) External stimuli. You see some 

people say psychic studies is concerned with out there. But psychic studies is 

concerned with here and now. The intersection o f  infinity and finality. This present
i*

moment. Aright? Here and now.

(14,10) M y biggest fans are between twenty and thirty, do you know  that? These are 

the ones I work most closely with, young people, 'cos they are fed up with the old, 

they are fed up with stufly academics, they're fed up with the Church o f  England, fed 

up politicians. Politics and religion are obsolete. Science and spirituality and on the 

way in. But if  you take this present moment, any time, you can live in psychic luxuiy 

any time at all. I like to  just walk along, very quietly, I can't always do it, and look at 

the clouds and I talk to  the clouds and I  talk to  the trees and leaves, every leaf on that 

tree is different, think o f  that.

(15,2) And also I have music. I've a  beautiful son and a beautiful daughter. Ia m  

divorced from my wife, who lives on Jersey and is in banking.

(15,3,4) I am confident that psychic studies is going to  come in with a rush and 

change the whole world within the next five years.

(16,5) N ot committee meetings or you know the informal interacting diad and that is 

important. And that is a matter o f  interpersonal relations, nd these cannot be taught, 

you can't teach interpersonal relations. These are innate, do you not think so? People 

are either empathic or they're not. (16,5,8) And Pm a missionary for psychic studies. 

But meaning in life depends on to  what extent you can live with the intersection o f  

here and now. It's to  what extent you can appreciate here and now. And get pleasure 

from the sunsets and get aesthetic pleasure from beauty and truth and goodness. And 

if  people concentrated on the present moment they would be happier would they 

not? And get more meaning from life wouldn't they?

(17,10) Because here and now is the most important thing o f  all and reminiscing - 

never know me yesterday. (18,1,5) And old people will reminisce often in that case.



And often they're self centred you know. They won't ask you how you feel. And 

poor things, sometimes - you see I'm an active elderly alright?

(18.2) And that is a big gap between the active elderly and the ones who are grey 

shaped in bed, they give weak little smiles you know, they have a hard time, those are 

the ones I'm sorry for.

(18.5) I'm a missionary for psychic studies. I inflict my believes to them.

(28.3) But you're into meta physics here you see when you're talking about the 

meaning o f  life.

(28.5) Meaning in life, it's at the very centre o f  physical existence. A  body is the claw 

o f  the soul. You see what you really want to  do, what you really feel, this will 

determine how  you act or what you do or what you don't do. So it's at an ordinary, 

everyday level that inner meanings have the greatest force. It's attitudes isn't it?

(28,5,12). Because I believe that the body is made by the soul.

(28.6) So what is important to me is to  feel good, to  have a clear conscience as far as 

possible, to  be light o f  heart and to  be - or whatever, you know what I mean. But 

physical fatigue is a big thing.

(29,2,2) But vitality and the preservation o f  vitality this is all important 'cos as you 

grow  older it assumes more and more importance. So that the meaning o f  life for old 

people is they go from day to  day often if  they're not very well, but when they feel 

well will they have enough money is very important. And I'm fortunate I'm not rich 

and I'm not poor. And also I mean I write, I have.

(29,5,9) So if  you're looking for the meaning o f  life in old people as I said it's very 

crude to  say bowels and bank balance, how their bodies are and how much money 

they've got. And when they haven't any money it is crucially important to  them you 

know. And that's what makes life for them. I f  they've got that they can then - 

M aslow’s hierarchy, do you know what I mean.

(will otherpeoplethink about meaning or not?) (30,1) Well this is an individual 

matter and an education matter you know. I f  you take somebody with no education, 

modest education, they will be more preoccupied with the physical level you know. 

They will talk their physical condition. I f  you engaged them in interviews they will



rattle on about their health and so forth. And their relatives and this sort o f  thing. So 

life is restricted, the meaning o f life is restricted to  health and family matters and 

health, family and financial you know. It's within this rather small area. And then 

when you go out to  the middle classes who are perhaps m ore philosophical in terms 

o f  what are we doing down here, where have we come from and where are we going 

to. And then you enter psychic studies 'cos you're talking about the non physical 

aren't you? The meta physical.

(31,5,4) But at 73 you know this is the best time o f  my life. And then what I  want to 

do o f  course is write musicals you know, write some songs and so forth. (3,5,7) 

Strong interests that you can pursue, that gives meaning to  life. Strong interests.

(3,2,1,7) The signs o f  the Zodiac are veiy, very important indeed to  me.

Interview 3

(1.2) (The meaning o f  life) it's like up to  you. It's what you make out o f  life isn't it?

(1.3) It's what you make out o f  your life I used - if you want to  get on you put 

yourself out and get on. It's really hard to  get out what I'm trying to  say. But you've 

no need to  have a lot o f  money to  be happy.

(1.4) You know what I mean? It's up to  you. Nobody is going to  do it for you. N o 

way. (1,4,2) When my son died, I went right down. I felt oh well life is not worth 

livingAnd then I studied oh well that's stupid, you've got to go on you know  so .. a 

couple o f  bad weeks - well a few bad weeks, I've had a few but, he hasn't been dead 

that long. But I just made my mind up I  was gonna get myself right and carry on and 

get myself right you know better than I was. And I think I'm doing it - I'm coming 

out o f  it now. But it's all up to you. You can't expect people to do things for you. I 

haven't. You want things you'll work for it. Don't expect anything given. You've to  

w ork for it. When you can't work - tough, do the best you can or forget about it 

what you want. But it's your life, it's up to  you. But you know there's a  lot o f  things 

you think oh it's not worth going on and you sit, sit down after and think oh well I've 

no money, I'm only working class, I've never had a load o f  money. I just make the 

best o f  what I've got. M ake it as nice as I can, and I don't envy anybody who's go t a



big house - 1 don't envy them. W hat's the good, do the best what you can. But don't 

sit down and expect people to  do things for you. D o what you can do, and what you 

can't get do without. Don't you think so?

(2,1) I just cany on. I like to  go out. I can't go out much now because I can't walk 

for long but it doesn't stop me going out. I walk to  the door and the taxi comes to  the 

door for me, I get a taxi. I only go to  the club for a game o f  bingo. It's does me. I 

have a drink, I go twice a week, I'm happy. You just try to  help other people. (2,1,6) 

You just make - be happy with what you've got. I f  you don't like it try and better it. I f  

you can't, give it up as a bad job. And you can stop in all the time and be miserable. 

But I like to  be happy. (2,1,11) You should take life as it comes and don't let it get 

you down. That's my bet at it anyway.

(Is there a purpose in life? ) (2,2) Well I'm getting a bit old now you know for 

purpose. I mean the purpose. I think you're just sent here to  do the best you can. I 

think if you, like I've said, you make yourself happy and if  you see anybody else that 

you can help them - help them. I f  you help other people you get a bit o f  happiness 

yourself I don't see any to  that, no you're all bom  aren't you, you don't ask to  be 

bom, you're just here, you make the best o f  it. Some's lucky, they have a good 

upbringing. I've never known it (ha) so I don't have to  w ony  over it. No, and I carry 

on. Anything else? I've got you beat now, have I?

Other people have found their purpose and meaning in life by believing in a  higher 

order, or God...(2,3) A  load o f  crap. Life is what you make it. It's what you make 

your life isn't it? You don't have to  depend on God above. There might be one and I 

don't know I believe in it, if  there is one - good luck to  it, I don't know. I like to  see 

things in black and white. I'm not bothered. Life is here today, not what's to  bloody 

come. I don't believe in - well you can't do ought when you're six foot under can 

you? It's up to you if  you want to  get on, making the most o f  your life. And I say be 

happy. I don't worry about what's gonna happen in ten years time or twenty - 1 know 

I won't be here. And I won't nothing about it. Has anybody ever come and told you 

what it's like? Have they?



Why do you think other people believe in God? (3,4) I think they're crackers. Well 

believe in it aren't they, some do, they're religious. They like that sort o f  thing let 

them do it. N ot costing me nothing. But some get by on that don't they? I'm not 

saying I don’t believe in God. I am a Christian. I've been christened I know  that. And 

I've been confirmed. But I'm not tied to  the church. It doesn't rule my life. I f  some 

want to  make it their life, they've nothing else to  do. It's all these with plenty o f  

money, nothing else to  do. I haven't patience with it. Live life today. N ot what has 

gone and what's gonna happen. No. I  believe in living for today. You might be dead 

tomorrow. And then you won't know nothing about.

(3,5) Well you have to  do the best o f  what you can. You've goc to  make the best o f  

what you've got. You've no need to  have a load o f  money to  be happy. I haven't got 

a  load o f  money. I'm working class, I've always been working class. B ut there's 

nothing wrong with this place is there? It's clean, it's tidy.

(4,2,8) N o debt, no worry over you. That's the main thing o f  life. W hen you're 

getting older you don't want worry, you don't want anything on your shoulders.

Don't get what you can't afford.

(5.3.2) You can't make a God out o f  money, no way. You don't have to  be bloody 

rich to be happy, and a meaning in life, you don't have to  have a load o f  money. D o 

what you want and what makes you happy. I do.

(6,1,18) I think life is what you make it. I don't believe in this here after and God 

knows what. It's what you make it. You make your own life. You have the say. 

You're in control. It's up to  you to  do the best and not expect people to  help you.

(7.5.3) It's up to  you what you do with your life. Isn't it? I f  you want to  be bloody 

miserable and sit in the chair all the time and mope about it, you'll get no where.

(8,1,14) It's up to  you what you make o f  life. I f  you want to  go on and be miserable, 

sit in a chair and mope about it, well carry on and do it. I f  you're happy that way. 

Some get happiness out o f  moaning so I've heard but I don't like it. (8,1,18) Takes 

me ages to get ready but I do it in my own time. (8,1,20) I f  you want to  make it 

miserable you'll be miserable. That's how -some people are like that. Got loads o f  

money and they just sit and moan about some'at.



(10,4,2) I go to  a day centre once a week, you know, I stopped going when my son 

was ill and when I lost him you know I said I wouldn't go any more, couldn't be 

bothered. And then I .. I sat one night I  thought what the hell am I  doing? And I 

realised it were all me. It were m e.(l 1,4,12) I like going to  the day centre on a 

Wednesday, you know it's a day out from here, I'm in a bit o f  company, I aren't 

bothered any way, others do. Said they've missed me. "Oh" she said "It's been awful 

without you". I said "Well what are you sat there with long faces for?" It's their own 

fault isn't it? No I believe in making the most o f  what you've got. I f  you can help 

anybody, help them, definitely help them. There's no need to  - you don't need money, 

there's other ways you can do it. That's my motto in life any way. I'll stick to  it. Once 

I can go out and get a couple o f  pints that'll do me. And I can't go out could I  at 

Jimmy's if  they put me in there (laugh).

(11,6) I've always believed in it. Always believed in it. M ake the best o f  what you've 

got. Don't moan and expect other people to come running and doing things for you. 

(12,1,4) I don't get no more than I'm entitled to. I make the most o f  it. Like I, you 

see I can't walk about a lot but er I can go round with a duster. I can't vacuum. I can't 

use a vac. But I go round with a duster, it looks tidy. And I make sure I don't make 

nothing on the floor 'cos I can't vacuum. Home help comes next w eek so I make sure 

it's kept clean.

Interview 4

(1.2) Accept, I've accepted the limitations, my limitations now. I  mean I've never 

been absolutely 100% but I  mean I've er I ’ve worked, and when erm David's dad 

died he was only 49 and I  had three other children besides David and I  used to go 

and do different jobs you know. I'd  go cleaning, I'd  work in shops, I  did all sorts to 

keep going.

(1.3) Analysing my depressive symptome was helpful because when you've written it 

all down and then it's very distressing, what I write down is very distressing and then 

I sort o f  think about it. (1,3,16) It's like talking to  a psychiatrist only you're sorting it 

out yourself, he's not sorting it out for you. Right, so that's that then.



(1.4.2) And I get sensitive over you know lots. You get sensitive, you get worried, 

you know, about different things that you possibly wouldn't w ony  about normally 

you know, things that's possibly nothing to  do with me but I can take anybody's 

problems on and you know such as my own health, I worry about that sometimes. 

Where do you fin d  meaning? ( 1 ,4 ,4).M y meaning o f  life e r ... I sort o f  - my life 

means... living and being able to  help my family erm my life revolves round my family 

and friends e rm .. you see the trouble is I'm down you see, so I haven't got a  great 

value on my life, you know what I mean G ?  E rm .. I .. don't value my life very much 

at all. It's only 'c o s .. for my family that I want to  live, it isn't for me. And yet I do 

like. I  do like you know going to  church. I'm religious. I get a  lot out o f  my beliefs. I f  

I didn't have those I  don't think it would be very good.

(5.2) M y life revolves around my family. You see I don't go out much or anything 

like that now 'cos I'm not well enough to  do it now. But I'm happy if I can achieve er 

- 1 like to  write you see. I write poetry - 1 have done poetry. And I like to  write 

letters so that I can read - you know that's a way o f  communicating. I like to  write 

letters and receive letters. I like to  read, you know, I love to  read and (2,6,9) I'm just 

trying to  think - you see I can't see any meaning o f  life because it doesn't mean, 

unfortunately the way I am with the depression it doesn't mean a right lot to  me, 

except for the children.

(3,1) I wouldn't have any meaning, no, without God.

(3.4) That has got my meaning - that is my meaning in life, yes, you know, the belief 

in God.

(4.5) When life finishes I know there's another place to  go to, so there's something to 

look forward to, that it's just not going to  be the end and that I'm - 1 know I've got to 

do everything I can in this life now to sort o f  make it right for when something you 

know when I do, when I die. But I'm talking about death now. But you've got to 

look at that logically because I'm over 70 now and er that's it. It's the most surest 

thing there is, that.

D id you use to fin d  meaning? (3,6) Well when my husband, when I had a husband er 

it was a looking forward. W e were looking forward to a holiday, we was



companionable, you've got someone to  .. that's your companion, someone to  talk to, 

er someone to  share your life with. But when you're on your own - well me 

personally enn I'm not unduly unhappy but I .. I just - 1 don't think I can put any 

meaning much on life expect with you know what means a lot and that is God and 

my religion and my family you know. So before, yeah, well you've a different outlook 

when you've got a partner and a husband. You've got your husband, you live for each 

other.

(3,6,9) When you're on your own I think it's just a day to  day - for me it's just a day 

to  d a y .. existence really isn't it? But I'm not miserable all the time, I can still - 1 go 

out. That's something to look forward to.

(4,1,6) I f  I was physically fit I would love to  have a meaning in life by helping, by 

going and sitting with somebody who was poorly in hospital. Being able to  give - this 

is what I mean. I miss not being able to  do something. (4,1,13) I'm not well enough 

physically now to  do things like that. I f  I was you'd being hearing a different story 

from me now because I'd have a meaning. That would be my meaning to  be able to 

do things, you know, go to - there's such a lot o f  people that I could help and this is 

what I miss in my life. N ot being able to. I've got to receive now.

(4.1.4) And er so do you understand what I mean that I'd love to  be able to be useful 

and when you're n o t .. when you're not it's a bit you know o ff putting. 'Cos you've 

always done something, always done, so it's a matter o f  adjusting to  do what you can 

do, what you're able to do such as the reading and the bit o f  writing and the talking 

on the phone and the writing o f  the letters. It's a totally different adjustment as you 

get older that the meaning o f  life. And as I say my children, you know 'cos my 

children they mean a lot to  me.

(6.1.5) I've got heart failure or something, and then angina. And all the discs in the 

bottom  o f  my back are going. That doesn't do you any good as you're getting older 

because you like to  feel, you like to feel fit and be able to  go here, there and 

eveiywhere, I mean you know do things. You've got, it's a matter o f  adjusting to 

what you can do. And accepting the fact. (6,1,13) So erm it's a matter o f  accepting



and living your life accordingly to  how  you can, you know, how you can cope. Is 

there anything else I can talk about?

(10,2,5) I must not lose my independence". I  don't want to  lose my independence 

completely. Like the other Sunday, David doesn't come over on a Sunday and I 

thought there's a little bit o f  ironing in there and it took me ages to  do it because I get 

out o f  breath .(10,2,10) I just think it's a matter o f  accepting that you can't e r .. you 

can't do these things any more.

(18,1) I do like my own company. I'm happy in my own company. And I'm not 

particularly a lonely person. And if  I am lonely I've only to  go out and into the day 

room, they play bingo at night and things like that. But I don't go because I'm alright 

here. I  use the phone a  lot you know.

(19,7,4) Yeah, it is, that somebody bothers to  find out these things. But I was a b i t . 

just mystified, you know and I'm thinking well I'm very low in self esteem and I think 

when you said and I thought well I won't be able to  help her at all (laugh) because I'm 

you know I'm no good me sort o f  thing, you know, and I am very low in self esteem 

which you shouldn't be-1 shouldn't be. I  think I'm better than what I was you know 

but I  don't think that I'm able to ... be much use in the community but I'm getting 

better, think better o f  myself a little bit now, you know than I was.

(20,7,2) I am at peace. But I know physically there's nothing - it's just a matter o f  

wear and tear, it's just wear and tear, just I'm winding down you know but luckily it's 

not showing that much on me you know so e r .. it's got that it's ... it's a process o f  

age. '. •

Interview 5 '

(1,1,1) I've never thought about a meaning in life is the answer. I'm too busy to  do 

other things to  start theorising, speculating what meaning o f  life means. So if  perhaps 

you put some ideas into my head perhaps I ought to  think about the meaning in life. 

Have you got a  fixed target or thoughts and do that according to  some inner meaning 

I'm sure.



(2,3) Yes perhaps it's got some striving for some purpose or some ideal or some 

target maybe. (2,4) Yes I think because when you see some o f  these tycoons perhaps 

their purpose in life is to  make lots o f  money o r to  be in charge o f  powerful, powerful 

corporations. (2,5) So perhaps it's, it is mixed up with ambition.

(2,6) No, I  don't think {that I  had purpose in life) so, no, I  didn't always - 1 think 

people give themselves ulcers worrying about oh how are they going to  move up the 

next step or ladder or that somebody is getting an advantage over them.

(Where have you foundpurpose or meaning?) (4,3) I think enjoying the job because 

er finding it interesting and as I say not having to  worry about something or worrying 

about losing it perhaps or, but - no i f .. that can happen if, if, you hear people have a 

very nasty boss, continually pushing, and pushing and pushing, mainly to  increase 

their own status, get more out o f  it, and to take the credit.

(6,7,4) I've very sceptical about people who regard religion as their purpose in life. 

(6,8) Because er they use it for wrong purposes. I mean I'm not saying that I  don't 

want to  be - 1 don't want to  generalise too much about that, I'm sure there are lots o f  

people who genuinely feel about it and er don't want to  hurt anybody and so forth.

But it's sort o f  being used an awful lot for an excuse for not very nice things.

(8,3,2) Well if  I've had a problem with a computer somewhere - to solve that. Or if 

somebody else gives me a problem to solve that, I suppose that's short term 

satisfaction. That something that didn't work makes me - yes, something generally if 

something doesn't w ork or something has broken and I can mend it, that does give 

satisfaction. Even - yes, even to  the extent that well it would be much quicker to buy 

a new one, whatever it happens to  be, but some how it seems, it seems to  be more 

satisfaction to  recover something. Maybe because years ago when I couldn't afford 

very much and had to  do it that way and I had to  throw away perhaps that's a 

reoccurrence o f  that, harps back to  those days.

(9,7) Oh yes actually yes. Because I hadn't sort of, I haven't thought, I haven't sort o f 

sat down and thought about the meaning in life before. So I'll give it a few minutes o f 

thought.



Interview 6

'Cos to start o ff we came from a very wealthy family and then to  it go to  nothing in 

the workhouse and then to  be built up and my family was wealthy, then w e went to 

nothing, and now  it's coming back again, and I think families do that. You know they 

can be poor and then they come back and then they lose it and then - I think it's a 

way that things come. \

(1.2) Oh I don't know what you really mean by the meaning o f  life. What's the 

meaning o f., well do you mean like in helping others or your personal wealth?

(1.3) Well I believe that if  you help people and do whatever you can they will in 

return help you. I think whatever you give you always get back erm that's my 

opinion.

(1,5) Well the meaning in my life was when, when my husband left me and the 

children were little I mean I worked hard and my meaning in life was to  see they got 

a better life than what I did and I  wanted them to, yeah, not work as hard as I've had 

to  do to bring them up, yeah.

(1,8) Well enn I mean I've always believed in religion and I always think there's 

someone much greater than what we are erm but I mean I didn't - the kids all went to 

church.

What is the purpose o f life? (2,2) To help everybody else, yeah. Just you .. just you 

lead a good honest life and help everybody and that's it, yeah.

(2.3) Well I've had a lot o f  satisfaction in bringing (the children)them up because
■ >

they've all done so veiy well. (2,4) I think when you, when you live on your own 

you've got to  be strong haven't you? You can't be just lay back and be w eak (laugh),

(4,2) I can't give you a definite answer really. I'm just ..just happy But e r m . as I say 

you see we were a very, very wealthy family and lived at Harrogate.
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