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ABSTRACT 

PURPOSE-IN-LIFE AND SOCIAL SUPPORT IN GAY MEN WITH 
THE ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS) 

AUGUST, 1986 

The purpose of the study was to investigate the relationship between purpose-in-life 

and social support in gay men with the acquired immunodeficiency syndrome (AIDS) and 

gay men who may be at risk for developing AIDS. The study utilized a 

descriptive-comparative and correlational research design which included written 

comments from the participants. 

Subjects for the study were recruited from gay alliance groups, support groups, 

and health care agencies that provide assistance to gay men and/or gay men with AIDS. 

Sixty-seven individuals, 36 with AIDS and 31 at high-risk for developing AIDS, 

completed the Purpose-in-Life test, the Norbeck Social Support Questionnaire, and a 

demographic data sheet. Statistical analysis were performed utilizing the SPSSX 

statistical package. 

Results of the study demonstrated a significant difference between purpose-in-life 

scores in the two groups of gay men although there was not a significant difference 

between their social support scores. A significant relationship was found between 

purpose-in-life scores and social support scores across and between both groups. 

Income was found to be the only variable consistently related to social support. 

Strength of religiosity was not correlated with PIL scores although active membership in a 

V 



religious organization was negatively correlated "to those scores. Both groups of 

individuals had altered their sexual lifestyle following the dissemination of educational 

material on AIDS. 

The study suggests that immediate intervention to facilitate both social support ·and 

meaning are paramount in caring for individuals with AIDS. Primary care givers need to 

facilitate the emotional health of individuals with AIDS and those at risk for developing 

AIDS by promoting family strengths, facilitating self-awareness, and creating an 

environment that fosters positive mental and physical health. 
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CHAPTER 1 

INTRODUCTION 

In the course of the history of infectious diseases, few conditions have generated 

the hysteria or the fear that has accompanied acquired immunodeficiency syndrome 

(AIDS). Although the bubonic plague of the fourteenth century and the influenza 

pandemic ofthe early twentieth century nearly decimated whole population groups, 

conceivably neither of these two diseases had the psychological or sociological impact on 

the consciousness of society as has AIDS. Perhaps only individuals with leprosy, 

manifested by severe skin defonnities, can relate to the horrifying emotional alienation 

and stigmatization that has become so prevalent with a diagnosis of AIDS. 

The virus associated with AIDS has been identified as the human T-cell 

lymphotropic virus-ill . (HTL V-III). Although there are approximately seventeen 

thousand diagnosed cases of AIDS in the United States, one to two million people carry 

antibodies to the virus (Krim, 1985). Since the variable(s) which "trigger" activation 

of the virus are unknown, individuals who test seropositive for antibodies to HTL V-ill 

are virtually sitting on a "time bomb," awaiting activation of the disease. The incubation 

period ranges from six months to at least five years (Benenson, 1985). The time period 

from the diagnosis of AIDS until death is approximately two years and the case fatality 

rate is 100 per cent. There is no known cure (De Vita, Hellman, & Rosenberg, 1985). 

Statement of the Problem 

Although the physiologic parameters associated with the disease include profuse 

diarrhea, fatigue, pain, and generalized lymphadenopathy, perhaps the most serious 
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consequence of a diagnosis of AIDS is the social withdrawal and alienation of the 

diagnosed individual. Because most individuals who have the disease are already 

partially isolated from society due to the stigma associated with homosexuality, social 

support networks have limited functional ability. Family support systems, often already 

diminished by the alternative lifestyle of the individual, may completely disappear. 

Multiple psychological impressions of the individual diagnosed with AIDS are 

prominent. Individuals are frequently characterized by feelings of sadness, hopelessness, 

helplessness, guilt, low self-esteem, and worthlessness (Holland & Tross, 1985). 

Numerous physiologic symptoms can result from the psychological trauma of the disease 

and take the form of panic, agitation, insomnia, anorexia, and tachycardia. 

The transition from being a healthy, active individual to being a debilitated person 

who might possibly die within a few months, requires,·massive coping mechanisms. As 

noted earlier, support systems may not be present. Individuals with the disease are 

confronted with guilt and rejection which stem not only from the disease and its outcome, 

but also from the realization that one's sexual behavior may have endangered the lives of 

others. These reactions may significantly increase anxiety levels, preventing an individual 

from effectively coping with the illness. Denial may occur, resulting in even more 

life-threatening behaviors (Nichols, 1985) as the individual refuses to accept the facts 

related to the diagnosis of AIDS. 

The anxiety, confusion, and uncertainty that are associated with AIDS have played 

upon the worst fears of the public. Daily newspapers and weekly tabloids emphasize the 

endless uncertainties about the disease. In early 1985, Delta Airlines was proposing a 

rule to ban all AIDS patients on their flights (Check, 1985). The impact of this constant 

barrage of prejudices and fears produces greater levels of anxiety to those who have the 

disease, often preventing them from coping with their illness (Cassens, 1985). 
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Unfortunately, health care providers are frequently a part of this hysteria; students of the 

health sciences and licensed practitioners are refusing to care for individuals diagnosed 

with AIDS (Silverman & Silverman, 1985). 

Purpose of the study 

The purpose of the research was to investigate the relationship of purpose-in-life 

and social support in (1) gay men with AIDS, (2) gay men diagnosed with AIDS Related 

Complex (ARC), (3) gay men who are HTL V-Ill seropositive but who do not have 

clinical symptoms of AIDS, and (4) gay men who are HTLV-m seronegative but who 

continue to be at high risk for exposure to the AIDS virus. Additionally, the research 

sought to determine if differences exist between and/or among the four groups of men in 

regard to purpose-in-life and perceived social support. Information gained from the study 

will assist nurses and other health professionals in recognizing the relationship of 

purpose-in-life and social support with health and disease in gay men with AIDS and gay 

men at high-risk for developing AIDS. 

Justification of the Problem 

Since the syndrome initially appeared in Los Angeles in 1981, the number of 

deaths has doubled every year and now more than 6,500 people have died from AIDS in 

the United States. The disease is not on the wane; indeed, the number of cases is 

expected to continue doubling every year unless major intervening measures are 

introduced to reduce the number of contacts between individuals and the viral agent 

(Curran, Morgan, Hardy, Haffe, Darrow, & Dowdle, 1985). Not only has the disease 

proved to be a medical nightmare, but it has also raised questions about the fundamental 

core of our ethical and legal system (Krim, 1985). Serious social dilemmas have emerged 

which challenge each member of the health-care profession, the legislature, and the 
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public sector. Knowledge and rational thinking must replace hysteria. One of the roles of 

nursing is to disseminate information to the consumer of health care (Billie, 1983). 

Nursing care is related to the interaction between the client, health, environment, 

and nursing (Newman, 1983). Transposition of these four variables into clinical nursing 

practice requires a thorough lmowledge of each characteristic that influences health. 

Nursing, a discipline whose focus expounds health promotion and illness prevention 

(Conway, 1983) and improving health care (MacElveen-Hoehn, 1983), must assume the 

leadership role in facilitating the multi-dimensional attack on this deadly disease. 

The psychological and sociological factors which characterize an individual with 

AIDS or one at risk for developing AIDS present a unique chapter in health history. 

Never before have scientists been able to assess simultaneously each of the elements 

which comprise a disease. With AIDS, that opportunity manifests itself. Unfortunately, 

most of the research on AIDS has focused on the clinical, virological, and epidemiologic 

patterns surrounding this disease. Minimal work has been undertaken to determine the 

psychosocial factors which may influence not only how an individual adapts to the 

disease, but whether these factors may indirectly trigger the virus to produce the clinical 

signs and symptoms of the disease. The present study reported on two of these factors: 

purpose-in-life and social support. 

The link between purpose-in-life and motivation of self-care has long been of 

paramount importance to nursing, as has the link between social support and disease. 

The means by which an individual adopts and integrates these linkages must be developed 

to facilitate positive health outcomes. Systematic methods to assess the interrelationship 

between these linkages has been addressed by Turner (1981). He determined a reliable 

association between social support and psychological well-being. 



5 

The diagnosis of AIDS is a catastrophic event for the individual, his immediate 

family, and the social network that interacts with this individual. Coupled with the 

hysteria surrounding the disease, there are an increasing number of psychosocial reactions 

that manifestthemselves as physiological symptoms (Holland & Tross, 1985). Stress 

may play an integral role in this process, although the exact nature of this linkage is 

unknown (Selye, 1976). 

Frankl ( 1969) explained the linkage of emptiness and despair as a feeling of 

meaninglessness or "existential vacuum." The individual, who is in constant search for 

meaning, finds this search disrupted by a physiological dimension. The dynamic process 

of stress activation, tension, and physiological symptomatology is thus initiated. 

Frustration, grief, anxiety give way to a multitude of psychosomatic complaints (Holland 

& Tross, 1985) which further diminish the coping skills of the individual. 

The relationship between social support and physical and mental health is clear 

although the causality of this relationship is unknown. Multiple studies have shown the 

relationship between social support and health outcome (Meadlie & Goldbourt, 1976; 

Berkman & Syme, 1979; Nuckolls, Cassel, Kaplan, 1972). Unlike patterns of 

physiology, social support is regarded as a unique personal experience rather than a set of 

interactive processes that hold true in the majority of circumstances. A strong social 

support network for one person may be perceived as a weak for another. 

Because of the stigmatization associated with AIDS, diagnosed individuals fear the 

rejection of their support systems and the abandonment of close friends and lovers 

(De Vita, Hellman, & Rosenberg, 1985). Discrimination has occurred in housing and 

jobs due to prejudices involving groups at risk (Cassens, 1985). These overt hostilities 

continue to be a major problem for individuals and families of those diagnosed with 

AIDS and those at high-risk for developing AIDS. 
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The concepts of purpose-in-life and social support, although not developed or 

written about significantly by nurses, are principally nursing phenomena. Nurses are 

involved in helping individuals find purpose in their lives, especially individuals who are 

dying (Murphy, 1985). Appropriate interventions to assist individuals and their 

significant others in meeting specific goals, ascertaining their meaning in life, and 

facilitating their health outcome is a major role of nursing. If stress can effect health 

outcome, and if purpose-in-life and social support influence health, then the importance of 

this study between purpose-in-life and social support cannot be overstated. 

Conceptual Framework 

The conceptual framework for this study utilizes the concept of purpose-in-life as 

described by Frankl (1962, 1965, 1969) and the concept of social support systems 

theory. Both concepts are integrated into the research hypothesis. 

Purpose-in-Life 

One of humanity's foremost distinguishing characteristics for survival and for the 

pursuit of happiness is the search for meaning or purpose-in-life (Frankl, 1965). The 

realization that individuals can choose to live meaningful and enriched lives, even amidst 

the most adverse personal circumstances, is a recognition of the worthiness of the human 

entity (Lukas, 1984). The act of defining and eliciting a meaningful purpose to life is 

based on three primary tenets: the will to meaning, the freedom of will, and the meaning 

of life (Frankl, 1969). This intrinsic drive to find purpose-in-life creates a motivational 

force which directs one's life processes. It provides a homeostatic mechanism in which 

the unconscious self can accept the harsh realities that would otherwise not be understood 

or tolerated. Thus, to find purpose-in-life is to find a meaning in one's existence. 

Meaning is something which must be found rather than given (Frankl, 1962). 
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The Will to meaning is an assumption that a person's goals are not necessarily the 

result of overt, conscious actions which guide daily life. Additionally, internal values and 

beliefs are not always consistent with overt behavior. Instead, daily actions can be 

construed from the formation of two primary orientations, one for pleasure (Freud) and 

the other for power (Adler). Pleasure is credited with having a homeostatic effect on the 

conscious self which facilitates its own purpose - the pleasure principle is its own reward. 
1 

Power is considered a prerequisite to fulfilled meaning in life; without certain amounts of 

power, basic needs cannot be met These two principles continually interact within the 

individual to facilitate attempts at self-actualization. The will to meaning is always 

interacting with an individual's self-concept, interrupting the homeostatic mechanism and 

creating the drive to search for greater fulfillment in life. 

Although people have environmental and societal restraints which can impede their 

actions, conscious thoughts are always free. Heredity, instinct, and familial factors assist 

in the deyelopment of human destiny, but they do not dictate it. The freedom of will 

allows an individual to reflect on personal experiences and on the environmental 

circumstances that shape those experiences. The ability to judge deeds in light of 

conscious action permits an individual to transcend the physical and psychological 

dimension and enter into a world of psychic phenomena (Frankl, 1965). Despite adverse 

states from within the environment, an individual can become detached from the 

biological and psychological self, passing into a space Frankl refers to as noological 

(Frankl, 1965). Logotherapy defines this transition as paradoxical intention (Weeks & 

L'Abate, 1982), the formulation of a higher level of understanding towards meaningful 

situations that encompass human beings. 

The meaning of life is partially derived from the previous two assumptions, that 

people find their meaning in life based on experiences, creativity, and their interactions 
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with others. Humans are continually attempting to maximize self-worth through their 

responsibility to life and in finding meaning to their existence. In a situation where people 

are deprived of experiences with others, a final opportunity is provided to facilitate 

meaning - that of suffering. Frankl ( 1969) stated: 

IT there is a meaning in life at all, then there must be a meaning in suffering. 

Suffering is an ineradicable part of life, even as fate and death. Without 

suffering and death, human life cannot be complete (p.106). 

Suffering provides a mechanism in which the beliefs and values of an individual are 

forced to the conscious realm by a painful event. The resulting decision to accept or reject 

this event can result in a meaningful life experience or it can result in feelings of 

alienation, depression, and ultimately, death. Frankl's concept of suffering is that it is a 

permanent fixture of human existence. Suffering cannot be eliminated; if it could, then 

life would be meaningless and unnecessary. 

Viktor E. Frankl is credited with the concept of "purpose in life," following his 

experience as a prisoner in a Nazi concentration camp. In his time spent at Auschwitz, 

Frankl observed the human response to demoralization and dehumanization. Frankl's 

existential psychotherapy is referred to as logotherapy or "therapy through meaning." 

Logotherapy attempts to transcend the nature of the body-soul enigma; to unify the 

spiritual self with the psychological self is to find meaning in existence (Lukas, 1984). In 

this existential philosophy, the search for purpose in life is fundamental in identifying 

factors leading to self-fulfillment and self-actualization. According to Frankl (1962), the 

will to meaning alone can enable an individual to realize the ultimate value and capacity of 

self-determination. At Auschwitz, the acceptance of the meaningfulness of life may have 

been the extraneous variable which aided survival amidst the holocaust of human misery 

and suffering. 
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According to Frankl, life can be made meaningful in what we give to life (our 

creative talents), what we take from life (our experiences), and through the stand we take 

on a major life event (crisis or opportunity). Life is meaning; without meaning there is 

only death. Interacting with this concept is the triad of human suffering: pain, death, and 

guilt. Pain is referred to as suffering, death and guilt to human mortality and fallibility. 

When individuals are confronted with a personal crisis, they have the opportunity to fulfill 

their purpose in life. The reaction an individual has to this personal crisis will determine 

the response to the triad of human suffering and will be reflected in one's purpose in life. 

The will to find a meaning in life provides an understanding of the direction that life has 

evolved in the individual's being and provides the motivational impetus for acceptance of 

the crisis. 

Social Support Model 

The concept of social support and its relationship to both physical and mental health 

is based on the premise that social support is a buffer against life stress. Implicit in this 

relationship is the assumption that social support is a core human requirement for survival 

(Turner, 1981) and that it assists an individual with recovery from a major life crisis. 

Among the components of social support are social bonds (Henderson, 1980), 

meaningful social contact (Cassel, 1976), confidants (Brown, Bhrolchain, & Harris, 

1975), and loving relationships (Lynch, 1977). Social support represents the unifying 

variable between the internal self and the external self which interacts with society. It can 

be construed as a process (Tolsdorf, 1976) which functions to assist the individual in 

meeting particular goals or in managing specific situations. 

Weiss (1974) categorized social support into one or more of six classes which are 

associated with different social relationships. The first, a sense of attachment, is usually 

seen in a marriage or a cross-sex relationship. Second, social integration, is usually 
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provided through friends and acquaintances who have similar values, beliefs, and goals. 

Third, an opportunity to nurture others provides a sense ofpurpose. Fourth, a 

reassurance of worth attests to an individual's competence and familiarity in a given role. 

Fifth, a sense of alliance is manifested through extended family ties and interaction. 

Sixth, is the opportunity for the obtaining of guidance by trustworthy friends and 

relatives. Weiss suggests that each of these six provisions must be present and that if 

absent, some degree of stress develops. 

Gottlieb (1981) examined the literature and formulated a meta-analysis of the 

function of social support. He identified three hierarchical components of social support. 

The first category assesses the individual level of interaction. At this macro-level of 

analysis, social support revolves around interaction with primary institutions (places of 

employment and schools), voluntary associations (junior league, American Red Cross), 

and informal gatherings of the community (parent-teacher association groups, churches). 

The second category of social support is defined as the secondary gain derived 

from the interaction of the macro-level structural support system. This category, the 

mid-level, narrows the interaction to the patterns of individual relationships that were 

initially focused on in the first category. Different social interactions result in the different 

utilization of resources needed to cope and adapt to a changing environment. 

The third category is defined in terms of an individual's interactions with peers, 

interactions that were formulated in the second category. This micro-level of social 

support assesses an individual's intimate social support system and attempts to identify 

the resources associated with intimate relationships. 

Drawing from Kahn's (1979) social support model, the present study examined 

relationships from this micro-level. The conceptual definition of this level of social 

support according to Kahn is: 



.... interpersonal transactions that include one or more of the following: the 

expression of positive affect of one person toward another (affect); the 

affirmation or endorsement of another person's behaviors, perceptions, or 

expressed views (affirmation); the giving of symbolic aid or material to 

another (aid) (p.85). 
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Norbeck, Lindsey, and Carrieri (1981) incorporated the three subconcepts of 

affect, affirmation, and aid into a psychometric tool that measures social support. Affect 

support are those expressions of admiration and love; affirmation support are those 

expressions of acknowledgement; aid support are those transactions that give assistance, 

such as money, time, and information. 

Assumptions 

1. Purpose-in-life and social support are necessary to sustain life. 

2. Purpose-in-life must be sought after; it cannot be given. 

3. Social support is a buffer against life stress. 

4. The social support needs of homosexual and heterosexual couples are similar. 

5. Subjects will be accurately informed of the status of their diagnosis of AIDS 

and/or their exposure or risk of exposure to HTL V-Ill. 

Hypotheses 

1. There is no significant relationship between purpose-in-life scores as measured 

by the PIL test and social support scores as measured by the NSSQ in gay men 

diagnosed with AIDS, gay men who have AIDS Related Complex (ARC), gay men who 

are HTL V-III seropositive but who do not have clinical symptoms of AIDS, and gay men 

who are HTL V-IIl seronegative but who continue to be at high risk for exposure to 

HTLV-III. 



2. There is no significant difference in purpose-in-life scores in gay men 

diagnosed with AIDS, gay men who have AIDS Related Complex, gay men who are 

HTL V-ill seropositive but who do not have clinical symptoms of AIDS, and gay men 

who are HTLV-III seronegative but who continue to be at high risk for exposure to the 

AIDS vinis. 
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3. There is no significant difference in social support scores in gay men diagnosed 

with AIDS, gay men who have AIDS Related Complex (ARC), gay men who are 

HTL V-ill seropositive but who do not have clinical symptoms of AIDS, and gay men 

who are HTL V-III seronegative but who continue to be at high risk for exposure to the 

AIDS virus. 

4. There is no significant difference in the correlation coefficients between 

purpose-in-life scores and social support scores in gay men diagnosed with AIDS, gay 

men who have AIDS Related Complex (ARC), gay men who are HTL V-III seropositive 

but who do not have clinical symptoms of AIDS, and gay men who are RTL V-III 

seronegative but who continue to be at high risk for exposure to the AIDS virus. 

Definition of Terms 

AIDS: A disease at least moderately predictive of a defect in cell-mediated 

immunity, occurring in a person with no known cause of diminished resistance to that 

disease. 

AIDS Related Complex (ARC): A specific group of nonlife-threatening clinical 

conditions that occur in a setting of less severe cell-mediated immunity dysfunction 

analogous to that seen in AIDS. Two clinical conditions that are reflective of AIDS and 

two AIDS-type laboratory abnormalities must be concurrently noted ("Update," 1982). 
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High risk for exposure to HTL V-III: Individuals who continue to practice 

"high-risk" sex (multiple partners, failure to use condoms, sharing of body fluids). 

Operationally, individuals who acknowledge multiple sexual partners and/or who do not 

practice "safe sex" will be grouped in the "high-risk" category. 

HfLV-m seropositive: Individuals who test positive for antibodies to HTLV-ill 

either through the enzyme-linked immunosorbent assay (ELISA) or through the 

Western-blot test. 

Purpose-in-life: "The ontological significance of life as perceived by the 

individual" (Crumbaugh & Maholick, 1964). Operationally, the score on the Likert 

attitudinal scale developed by Crumbaugh & Maholick ( 1964) called Purpose in Life. A 

total score of 113 or above represents a high purpose; scores 91 and below represent a 

lack of clear meaning or purpose. 

Social Support: Support accessible to an individual through social ties to other 

individuals, group or the larger community (Lin, Simeone, Ensel, & Kuo, 1979). 

Total Functional Support: Interpersonal transactions which include one of more of 

the following components: 

a. Affect: An expression of positive affect of one person toward another. 

b. Affirmation: The endorsement of another person's behaviors, perceptions, or 

expressed views. 

c. Aid: the giving of symbolic aid to another (Kahn, 1979). 

Operationally, total functional support is defined as the total score derived from 

questions 1 through 6 on the Norbeck Social Support Questionnaire. 

Total Network: The size, stability, and availability of individuals and groups who 

can be relied upon for social support. Operationally, total network is defined as the total 

score derived from questions 7 and 8 of the NSSQ. 



14 

Total Loss: Recent losses of social support members. Operationally defined as the 

total score on question 9 (parts a, b, and c) of the NSSQ which represent the number and 

quality of support system losses. 

Limitations 

The following were limitations of the study: 

1. Individuals recruited for the study were from the Texas area and may not have 

been a representative group of the total gay population. 

2. Subjects recruited for the study were in support groups or were contacted by 

individuals who facilitated support groups. 

3. All information obtained from the study was based on self-report, including 

diagnosis and status of H'IL V-III exposure. 

Delimitations 

The following were delimitations of the study. 

1. Gay men who reside in north Texas who have AIDS or who are at high-risk for 

exposure to the AIDS virus. 

2. Individuals who have had sexual encounters with other men at some time during 

the past six years. 

3. Individuals who did not have a history of intravenous drug use or hemophilia. 

4. Individuals who were not residents of formal institutions or who were not 

currently hospitalized in a health-care facility. 

Summary 

Individuals diagnosed with AIDS and those at risk for developing AIDS face an 

inordinate amount of fear, guilt, and anxiety which often prevent them from effectively 



coping with the disease. Diminished purpose-in-life and loss of social support can 

exacerbate the disease into a psychosocial nightmare for the diagnosed individual. As 

primary care givers, nurses can help patients and their significant others deal with the 

multitude of biopsychosocial factors associated with the disease. 
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CHAPTER2 

REVIEW OF LITERATURE 

This chapter presents a review of relevant literature which support the theoretical 

and empirical generalizations for the hypothesis in the study. The three major areas of the 

literature review include: purpose-in-life, social support, and psychosocial factors 

associated with the acquired immunodeficiency syndrome (AIDS). 

The following literature review is composed of all available pertinent references 

from the Cumulative Index to Nursing. Index Medicus, Dissertation Abstracts 

International, Sociological Abstracts, and Psychological Abstracts. Additionally, 

computer searches were compiled for AIDS, animal models; AIDS, psychosocial 

variables; social support (NSSQ) and purpose-in-life. There were no available studies 

that reported on the psychosocial determinants of infectious diseases, purpose-in-life 

related to infectious diseases, or any clinical studies which specifically addressed either 

social support or purpose-in-life in individuals with AIDS or those at risk for developing 

AIDS. However, the literature does support, in both clinical and nonclinical studies, 

the importance of purpose-in-life and social support to health and illness. 

Purpose-in-Life 

An individual's will to find meaning in life represents the motivational force which 

guides the search for the understanding of the life process. This conscious search for 

purpose-in-life is unique to the self and adds to the responsibility for attaining meaning to 

life. The process is derived from the multiple issues that an individual must address 

during the life span. 

16 
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Since humans are spiritual individuals capable of error, there is the continual struggle 

to act in an altruistic manner (Bulka, 1979 & Lukas, 1984). Frustrations arise when the 

reality of overt actions clash with higher intrinsic values held in esteem by the individual. 

The resultant interaction can lead to an existential vacuum (a noogenic neurosis) which 

arises out of the frustration of not having arrived at a significant purpose-in-life. Lacking 

meaning and purpose, an individual is more likely to seek artificial thrills which are 

self-defeating to the spiritual self. 

Weiskopf-Joelson (1968) further addressed meaning in life and the role it plays in 

integrating. the human response to the acceptance of crisis. H~r interpretation of 

purpose-in-life is "a feeling" based on the integration and relatedness of life as a basis for 

fulfillment and significance of the individual. Accordingly, she conceives alienation and 

emptiness as the antonym for purpose-in-life. The essence of finding purpose is the 

meaningful interaction among an individual, society, and God (or a spiritual deity). The 

congruence between this meaningful interaction and the perception of the self is the 

process of discovering purpose-in-life. 

A further development in Frankl's logotherapy is given by Battista and Almond 

(1973) who asserted that purpose-in-life develops from a commitment to the intrinsic 

meaning that life has to an individual. Their interpretation is grounded in social roles and 

the interaction between societal values and human expectations. Meaning in life can be 

attained through a process of beliefs which guide actions in the course of life. This 

learned process postulates that meaning in life can be attained by a commitment to a set 

of values that the individual holds to be true and cumulates in a responsibility to the self. 

Kotchen (1960) identified seven attributes which, if present, appear to represent a 

healthy, positive purpose-in-life: uniqueness, responsibility, self-affirmation, courage, 



transcendence, faith and commitment, and a world view. These attributes suggest a 

relationship to Maslow's self-actualization concept (Shostom, 1965). 
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The act of self-responsibility is affirmed through the spiritual nature of human 

existence (Lukas, 1984). While fate may be responsible for the circumstances that 

surround the human dimension, individuals freely choose to accept the criteria related to 

their existence. By introducing the concept of human dignity into a crisis situation, an 

individual gains insight into the dimension and assumes responsibility for the resultant 

action. Although by definition a person may have no control over the outcome of fate, the 

meaningful possibilities that contribute to an encounter with an unexpected situation are 

often controllable by freedom of action. This reasoning may have a two-pronged effect. 

For the victim of disaster, uncontrolled fate could lead to a feeling that "it was meant to 

be." The psychological self could then be led into depression and despair. Conversely, 

the victim could accept the consequences of the multi-dimensional facets of fate and accept 

the crisis as a matter of fact The latter decision yields a responsibility to the self in 

responding to the search for meaning of life. 

The research on purpose-in-life is limited. Crumbaugh, Raphael, and Schrader 

(1970) reported that a high degree of purpose and meaning in life is both possessed and 

needed for success when studying a group of 56 Dominican Sister trainees. The trainee 

Sisters' mean score compares favorably with that of the motivated and professional group 

reported by Crumbaugh (1964). While the study did not distinguish Sisters who dropped 

out of the training from Sisters who continued, the sustainers' mean scores were higher. 

Acuff & Gorman (1968) studied the older population and the effect of retirement. 

Their study focused on 50 retired professors who were matched in five socioeconomic 

indicators. Their results support the position that considers religiosity to be important to 

adjustment. 
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Plaoutzian (1981) studied changes in purpose-in-life following a religious 

convers_ion. The PIL test and Value Survey were completed by 91 male and female 

students in a cross-sectional study. The subjects were divided into four groups based 

upon the time since their religious conversion. A general sense of values was associated 

with a moderate degree of purpose-in-life, and fear of death continually declined 

following religious conversion. This study reflects the nature of the intricate balance 

between spiritualism and purpose-in-life. 

Specific attitudes and beliefs are integrated into a conceptual existential philosophy 

of life. The primary tenets of control determine the quantity and quality of life and 

provide an intrinsic motivational force of varying intensity over circumstances affecting 

the individual. Identifying the purpose-in-life for an individual faced with a harsh reality, 

e.g. death, may allow for the reassessment of control over one's destiny and a meaning to 

one's existence. A primary belief in this analysis is that individuals have a right to die 

with dignity and in suffering, meaning can be found. 

Social Support 

Social support is a multidimensional concept that integrates the relationship of 

emotional and physical help to individuals and groups. As an added dimension of this 

relationship, there is increasing evidence which demonstrates that one of the 

characteristics that distinguish those who are healthy from those who are ill is social 

support. The continuity of meaningful relationships often prevents illness and leads to 

longevity of life; the absence of social support and meaningful interactions can be 

life-threatening (Berardo, 1985). As Cobb stated: 

The conclusion that supportive interactions among people are important is hardly 

new. What is new is the assembling of hard evidence that adequate social support 
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can protect people in crisis from a wide variety of pathological states: from low 

birth weight to death, from arthritis through tuberculosis to depression, alcoholism, 

and other psychiatric illness. Furthermore, social support can reduce the amount of 

medication required and accelerate recovery and facilitate compliance with 

prescribed medical regimens (p. 300). 

There are several different pathways that may link social support to illness, 

according to Berkman and Syme (1979). These pathways include: (1) social isolation 

which may lead to poor health practices, (2) psychological responses which can 

predispose an individual to risk-taking behavior which could result in accidents or 

suicide, and (3) stressful circumstances which could lead to a lack of social ties and 

resources. This may alter host susceptibility and consequently would be associated with a 

wide range of disease outcomes and with increased morbidity and mortality rates. 

Nervous, hormonal, and immunologic control systems have frequently been linked to 

disease through stress-related factors in the environment. 

Although the mechanism of the relationship between health and social support is 

not clear, Pilisuk (1982) suggested that the immune system reacts to the differences in 

psychological defenses. When individuals are extended beyond the normal period of 

restorative homeostatic mechanisms, the body reverts to a higher level of stress. The 

subsequent hormonal effects are widely spread throughout the complex physiologic 

system and activate the central governing system of the host: the hypothalmus, the 

autonomic nervous system, and the pituitary and adrenal glands. Glucosteroids in the 

blood are released which can depress the function of the aggregation of white blood cells, 

decrease antibody formation, and diminish the allergic response. Stein ( 1978) noted that 

there is probably not one precipitating factor in the immune response but a variety of 

processes that originate from the central governing system of the host. 
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The relationship between social support and health is most apparent in the· study on 

the residents of Alameda County, California. Berkman & Syme (1979) demonstrated 

that people who lacked social support and community ties were more likely to die than 

those with more extensive social contacts. In their nine-year follow-up study of almost 

7,000 adults, four sources of social .contacts were examined: (1) marriage, (2) contacts 

with close friends and relatives, (3) church membership, and (4) informal and formal 

group associations. The findings showed that individuals who have stronger social ties 

have a lower mortality rate than individuals without such ties; the relationship appeared 

for all sexes, ethnic groups, and across socioeconomic classes. Using a multiple-factorial 

analysis, each of the four social support sources was found to predict mortality 

independently of the other three; the relative risks between these two groups ranged from 

just under 2.0 to slightly-over 4.5. 

In one of the largest studies which examined the relationship between social 

support and health status, Medalie and Goldbourt (1976) followed 10,000 men with a 

history of angina pectoris in a prospective study. Social support'was assessed through 

measures of family interaction and spousal demonstrations of love. Me:n who reported 

positive relationships with their wives were significantly less likely to present with 

symptoms of angina even in the presence of physiological risk factors. 

The importance of supportive ties with a spouse was highlighted by Raphael 

(1977). Among the newly bereaved, the rate of coronary mortality, particularly among 

men, is substantially higher than that found among others in their age group. Raphael 

studied the effectiveness of prevention intervention in lowering postbereavement 

morbidity in widows. Her sample of 64 women who were at high risk for morbidity was 

assessed in the early weeks following their husbands' deaths. Subjects were randomly 

divided into two groups: experimental and control. Specific support measures for the 
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experimental group consisted of three months of bereavement sessions in which selective 

ego support was provided. The control group did not receive any intervention. The 

instrument used to evaluate morbidity was a general health questionnaire which was 

administered 13 months later. There was significant lowering of morbidity in the 

intervention group as compared to the control group. The most significant impact of 

intervention occurred within the subgroup of subjects who perceived their social 

networks as very nonsupportive during the bereavement crisis. 

Diamond (1979) examined the relationship among support factors, medical status, 

and adaptation to chronic illness among 36 hemodialysis patients. Patients rated their 

families on cohesiveness and expression, level of spousal support, and presence of a 

confidant (to what extent feelings of openness were displayed). Data was collected 

through unstructured interviews, mailed questionnaires, observations, and a review of the 

medical records of the patient All four measures of support were significantly related to 

morale although there was a negative relationship between family environment, presence 

of a confidant, and changes in social functioning. Findings of this study provide further 

evidence that adaption to illness (hemodialysis) is a function of an open and sincere social 

support network. 

Social support has also been found to interact with life stress to reduce the negative 

impact of stress on physical health. In a study on the relationship between psychosocial 

assets, social stressors, and the prognosis of pregnancy, Nuckolls, Cassel, and Kaplan 

(1972) found that diminished social support enhanced susceptibility to a variety of 

complications in pregnancy. In a study completed at a military hospital, the authors 

examined 170 white primigravidas and classified the pregnancy as either "normal" or 

"complicated." Taken alone, neither psychosocial assets or social stressors were related 

to complications in pregnancy. However, when the two variables were considered 
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together, women who had high scores on psychosocial assets and low scores on social 

stressors both before and during pregnancy had only one-third the complications of 

women who with low scores in psychosocial assets and high scores on social stressors. 

Although the results do not show cause and effect, they do provide support that similar 

psychosocial factors may be related to disease outcome, depending upon the prevalent 

environmental, physiological, psychological factors, and the genetic make-up of the 

individual. 

The use of support systems to facilitate the transition from emotional crisis to 

normalcy seems to be an effective mechanism in reducing stressful situations. Spiegel and 

Glafkides (1983) reported on the emotional status of 34 women suffering from metastatic 

carcinoma of the breast. They participated in an experimental study over ten months to 

assess the effect of direct confrontation with death and dying. Data was collected through 

observations, process recordings, and quantitative analysis on the weekly group sessions. 

Results showed that when the subjects were directly confronted with the deteriorating 

condition of fellow members, they initiated discussion of relevant issues but did not 

experience an overall disruption of emotional state. When the subjects were deteriorating, 

the group was significantly more likely to discuss issues categorized under death and 

dying and medical treatment. During periods when group members were recovering, 

there was more discussion of self-image and family situations. The difference reinforced 

the idea that deterioration in health status forced members to abandon avoidance and 

denial and use the group sessions to focus on other appropriate concerns. 

The classic study of Harry and Margaret Harlow (1962) demonstrated the effects of 

maternal deprivation on infant rhesus monkeys. Their experiments determined that 

although infant-mother interaction was dispensible to normal social development, 

deprivation of social support among peers was not and significantly altered the animal's 
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capacity for social and personal adjustment. When introduced to other monkeys following 

periods of isolation, the stress of the social interaction brought severe injuries to the 

isolated monkeys. Although serious questions have been raised regarding both the ethics 

of such research studies and the extrapolation of such findings to human subjects, the 

research further supports the interaction between social support and health. 

The acculturation of social support and illness was demonstrated by Marmot and 

Syme (1976) who examined 3809 Japanese-Americans for coronary heart disease (CHD). 

The men were categorized according to the degree to which they retained a Japanese or an 

American culture. The most traditional group of Japanese-Americans had a CDH 

prevalence rate as low as that observed in Japan, which has the lowest mortality rate from 

this disease of any industrialized country. The group that was the most acculturated to 

Western culture had a three- to five- fold excess in CHD prevalence. These differences in 

CHD rates could not be accounted for by differences in other major risk factors (serum 

cholesterol, blood pressure, or cigarette smoking). This study supports the suggestion 

that a stable society whose members enjoy the support of others in close, supportive 

systems may be a factor in reducing the social stress that leads to CHD. Although it is 

unlikely that social support systems play a causal role in the development of this disease, 

it is quite feasible that social stress predisposes an individual to coronary heart disease or 

places the individual at higher risk for developing the disease. 

The role which social support plays in the causation of disease may be in 

strengthening the causal agents which have an impact on the host. If agents are highly 

pathogenic or virulent, social support may play a minimal role in the outcome of the 

disease process. However, if the diseases are less pathogenic and virulent, social support 

may play a significant role in determining health outcome. This may explain why social 

support is so important in chronic life-style diseases (e.g., heart disease and cancer) and 
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less so in infectious diseases such as influenza. Although AIDS is a viral disease, the 

number of individuals who have antibodies to the virus are thought to be 50 to 100 times 

more than those individuals who have the disease (Curran, Morgan, Hardy, Jaffe, 

Darrow, & Dowdle, 1985). The factor(s) which cause the virus to begin the pathogenic 

process leading to clinical symptomatology of the disease remain(s) unknown. 

The importance of an individual's support system on health has been recognized in 

the biopsychosocial literature. Further evidence needs to be accumulated by nurse 

scientists. Cassel (1976) explains: 

.... with advancing knowledge, it is perhaps not too far-reaching to imagine a 

preventive health service in which professionals are involved largely in the 

diagnostic aspects - identifying families and groups as high risk by virtue of their 

lack of fit with social milieu and determining the particular nature and form of the 

social support that can and should be strengthened if such people are to be protected 

from disease outcomes (p. 108). 

Prospective studies are needed to ascertain the linkage between social support and 

health. Although multiple studies have examined the relationship between social support 

and health in clients who are pregnant and those who have a chronic, degenerative 

disease, the effects of social support on acute illness and viral diseases have not been 

demonstrated in research investigations. This is especially true in illnesses that have 

psychological manifestations associated with them (e.g., AIDS and leprosy). 

Exploratory studies are the first step in guiding predictive models which show the 

interrelationship between social support and disease. Nurse scientists and nurse clinicians 

have the knowledge base and the experience to make significant contributions to the 

quality of life for individuals diagnosed with catastrophic illness. 
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Psychosocial Factors 

A review of the psychosocial literature on AIDS reveals there are no available 

studies which assess either social support or purpose-in-life in individuals with AIDS or 

with any infectious disease. The following is an extensive review of the literature that 

describes the psychosocial characteristics of individuals with AIDS and those at risk for 

developing AIDS. 

Men diagnosed with AIDS and those at risk for developing AIDS suffer from a 

multitude of depressions and anxieties that have somatic overtones (Filson, Tartaglia, 

Tecco, & Fishman, 1985). Their study ascertained the presence and intensity of several 

psychological characteristics in 37 gay and bisexual men. Subjects were administered the 

Minnesota Multiphasic Personality Inventory and a demographic questionnaire. The study 

found that men who visited a physician more often than normal following their diagnosis 

of AIDS were more anxious, depressed, and preoccupied with somatic and phobic 

concerns. These results constitute a basis for developing therapeutic interventions. 

In a controlled longitudinal study of individuals with AIDS, ARC, and healthy gay 

men, Tross, Holland, Weltzer, Sidtis, Price, and Jordan (1985) examined the 

psychological impact of AIDS disorders. The most common diagnosis in the 54 subjects 

were adjustment disorders with depressed and anxious features; individuals with AIDS 

had the most pronounced disorders, followed by individuals with ARC and health gay 

men. In the three year longitudinal study, more than 50 per cent of the AIDS patients 

developed cognitive impairment 

The multitude of problems facing heterosexual families who have an AIDS member 

was studied by Callen, Klein, Dewlett, Vileno, & Friedland (1985). Special problems 

included: inadequate housing, retaining the confidentiality of diagnosis, fear of 

contagion, altered physical and mental relationships, and depression, dejection, and 
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abandonment of issues surrounding death and dying. These needs are not even addressed 

by the health care system for heterosexuals; with diminished social support and lacking 

social networks, the problems are even more heightened in the gay community. 

In an effort to determine psychosocial patterns and the need for sexual information 

in individuals with AIDS, Wiener, Dworkin, & Siegel (1985) administered the Leeds 

Scale of Anxiety and Depression and a measure of interest in sexual risk reduction 

guidelines to 38 AIDS patients as part of a routine psychosocial assessment. Over 50 per 

cent of the patients did not indicate an interest in receiving risk-reduction guidelines; this 

group was significantly more depressed than those who indicated interest in the 

guidelines. The research concluded that patients who are more depressed may need more 

information directed toward high-risk sexual behavior. 

Siegel, Hirch, & Christ (1985) examined the modification of sexual behaviors 

among gay men in New York. They found that major modifications have been made in 

the sexual lifestyle of gay men since information about AIDS has become widely 

disseminated. Almost 75 per cent of the subjects stated that they now have fewer 

anonymous sexual partners, 38.5 per cent have reduced the use of drugs with sex, and 

30.8 per cent have increased the use of condoms. In all, 80 per cent of all gay men in the 

study have modified their sexual practices. Whether these modifications were due to the 

national trend in conservative sexual behavior or because of the AIDS epidemic remains 

unknown. However, the authors hypothesized that the change is due to a more 

conservative lifestyle rather than the epidemic of AIDS. 

Judson and Lemaster (1985) examined the incidence rates of gonorrhea in gay men 

and heterosexual men in Denver. The study anticipated that fear of AIDS would diminish 

sexual behavior; incidence and prevalence rates for gonorrhea served as a guide. They 

found that gay men had a significantly smaller number of cases of gonorrhea, but 



28 

heterosexual men did not. This study supports that of Wiener et al. (1985) and Siegel et 

al. (1985) who suggested that sexual lifestyle change is more reflective of the turning. 

conservatism within the gay community and not because of the AIDS epidemic. 

Summary 

Because of the hysteria, fear of isolation, discrimination, and the absence of social 

support, individuals with acquired immunodeficiency syndrome (AIDS) may be 

confronted with a set of circumstances that diminish the person's ability to cope with the 

disease. These circumstances may be derived from societal pressures regarding the 

disease, the guilt of possibly transmitting the disease to other individuals, and the end 

result of the disease itself. Values and meaning in life can rapidly disappear in the face of 

an acute illness that terminates in death (Cohen & Weisman, 1985). At a minimum, 

decreased purpose-in-life will increase the response to the triad of human suffering. How 

an individual with AIDS perceives meaning in life will significantly influence his overt 

behavior, the course of treatment, and his readiness to live or die. 

Individuals who have been diagnosed as having AIDS Related Complex may 

respond to the disease with dispair, anger, frustration, and confusion. Believing that life 

may no longer hold meaning or purpose, individual stress levels associated with the 

diagnosis may decrease the ability of the immune system to withstand the pathogenesis of 

the viral attack. Alienation may further diminish the will to live as significant others 

withdraw from the diagnosed individual in fear of being exposed to the virus. 

Similarly, individuals who are HTL V-III seropositive but without symptomatology 

of AIDS may feel as though life may end at any time. The feeling of "sitting on a time 

bomb" may be so overwhelming as to force the individual to withdraw from society and 

lose one's purpose for living. 
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Individuals who are at high risk for developing AIDS but who are virologically 

negative may present with an impaired purpose-in-life. However, this group may have 

developed significant coping mechanisms to diminish their perceived risk of death, 

although their purpose-in-life may be almost nonexistent. Individuals who continue to 

practice high-risk sexual behaviors may not be exhibiting overt signs of alienation or 

emptiness in their life-style habits. Their meaning in life may stem from another 

philosophical view and should be explored through a phenomenological research study. 

The necessity for determining purpose-in-life for each of the four groups is to 

better understand the relationship of purpose-in-life and social support to the psychosocial 

entity of AIDS. Physiological and psychological treatment hinge on social support and the 

meaning that an individual perceives as purpose-in-life. Without the motivation to live or 

to die with dignity and purpose, the sum of human existence is for naught. To find 

purpose in one's existence is to accept death as part of that existence. 



CHAPTER3 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

The research investigation was a descriptive-comparative and correlational study. 

A descriptive-comparative study is utilized to examine events or circumstances that 

describe existing phenomena between at leasttwo variables. The researcher must select 

groups that are as similar as possible except for the variable(s) under investigation; 

subjects must be selected from a homogeneous population to ensure sample 

representativeness. In a correlational study, the researcher examines the extent that a 

change in one factor corresponds to a change in one or more of the other factors. The 

relationship between the variables may be used to either predict or explain events, 

depending on the purpose of the investigation (Waltz & Bausell, 1981). A multi-factorial 

research design was used to examine the relationship between and/or among 

purpose-in-life and social support in gay men with acquired immunodeficiency syndrome 

(AIDS), gay men with AIDS Related Complex (ARC), gay men who are HTLV-III 

seropositive but who are without clinical signs and symptoms of AIDS, and gay men who 

are HTLV-ill seronegative but who continue to practice high-risk sexual behaviors that 

make them susceptible to H1LV-III exposure. 

Setting 

Data for the study was collected from individuals residing in north Texas. 

Participants were enrolled in the study through the assistance of gay alliance chapters in 

Texas, support groups provided by churches, mental-health departments, private 

psychological services, and formal and informal gatherings within the gay community. 
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In 1985, more than 400 individuals were diagnosed as having AIDS in Texas 

("Summary,"1985). Using the conservative estimate of infection-to-AIDS ratio of 50:1 

(Curran, Morgan, Hardy, Jaffe, Darrow, & Dowdle, 1985), the number of new cases of 

exposure to HTL V-ill in Texas exceeded 20,000 last year. The number of cases of AIDS 

projected to be diagnosed next year represents an annual attack rate of from one to two 

percent of those currently infected. The number of individuals who are HTL V-III 

seronegative but who continue to practice high-risk sexual behavior is unknown. This 

group may be impossible to reach because of their fear of legal prosecution and societal 

harassment associated with their sexual preference. Although AIDS is a reportable 

disease to the Centers for Disease Control, AIDS Related Complex is not; therefore, the 

number of individuals who have this syndrome is not known. 

Population and Sample 

The sample was a nonprobability, convenience sample based on the availability of 

subjects. Abdellah and Levine (1979) state that there is an element of randomness in a 

nonprobability sampling design, but this bias may be minimal in a fairly homogeneous 

population. The accessible population for this study included gay men who resided in 

north Texas and who met the following criteria for participation. 

1. Individuals who were: 

la. Diagnosed as having AIDS by a physician or 

lb. Diagnosed as having AIDS Related Complex (ARC) (also known as pre-AIDS 

or lesser AIDS) by a physician or 

le. HTLV-lli seropositive as determined by the enzyme-linked immunoassay 

(ELISA) or the Western-blot test and have no symptomatology associated with AIDS or 

ld. HTLV-III seronegative as determined by the ELISA or the Western-blot test 
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but who continued to practice high-risk sexual behaviors synonymous with exposure to 

the AIDS virus. 

2. Alert and oriented to time, place, and person. 

3. Had the ability to read and write English. 

4. Willing to participate in the study. 

Individuals who are monogamous in their sexual relationships, who have a history 

of illegal intravenous drug use, or who have a history of hemophilia were excluded from 

the study. Individuals who are monogamous in their sexual relationships were also 

excluded because they are not at risk for exposure to the HTL V-III. Individuals who 

have a history of IV drug abuse may have major psychological and sociological 

impairments which would alterthe design of the study. Hemophiliacs, who are at risk 

for AIDS because of their continual need for concentrated clotting factors derived from 

human blood plasma in order to survive, were excluded from this study because of the 

specialized social networking that binds these individuals and their families to the social 

support networks. Finally, women and children were excluded from the study because of 

differences in the utilization of social support systems employed during a crisis situation. 

Protection of Human Subjects 

In compliance with the rules and regulations of the Human Subjects Review 

Committee, the following steps were taken prior to enrollment of subjects in the study. 

1. Permission was obtained from the research committee, College of Nursing, 

Texas Woman's University. 

2. Permission was obtained from the Graduate School, Texas Woman's 

University. 
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3. Permission was obtained from the Human Subjects Review Committee at the 

Graduate School of Texas Woman's University (Appendix A). 

4. Organizations were contacted to determine accessibility of subjects for the 

study. 

5. Questionnaires were mailed directly to one person within the organization who 

disseminated the questionnaires to the participants. 

6. In compliance with·anonymity and confidentiality, each subject received 

instructions not to write his name on any part ofthe questionnaire (Appendix B). 

7. Data was reported only by groups and no individual was recognized at any time 

during the study by the researcher. The subjects were informed of this right and had the 

opportunity to withdraw from the study at any time without penalty. 

8. Completion of the questionnaire was construed as a subject's consent to 

participate in the study. 

Instruments 

The Purpose-in-Life instrument (Appendix C) and Norbeck's Social Support 

Questionnaire (Appendix D) were used in conjunction with the demographic data sheet 

(Appendix E) to assist the researcher in the final study. Reliability and validity for each 

instrument had been previously demonstrated in various population groups and will be 

discussed with each of the instruments. 

Purpose-in-Life Test 

The Pupose-in-Life (PIL) test was developed by Crumbaugh & Maholick (1964) to 

examine Frankl's concept oflogotherapy or "therapy through meaning." This Likert 

attitudinal scale measures existential vacuum (boredom) which is not considered a 

psychological abnormality but rather a condition of emptiness within the human soul 
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(Frankl, 1969). This condition constitutes approximately 20 per cent of all clinic patients 

and may affect more than half the population at any given time (Crumbaugh & Maholick, 

1964). The aim of the PIL is to detect this existential vacuum which is an ingredient of 

noogenic neurosis. The test is used for screening purposes only; it is not a diagnostic 

tool. 

The PIL consists of 20 statements which are anchored at points 1 and 7. The lower 

anchor represents a diminished purpose-in-life and implies an existential vacuum; the 

higher anchor represents a more meaningful purpose-in-life. The scoring can range from a 

low of 20 to a high of 140. The subject circles the number that corresponds with how 

he/she feels toward a specific statement. The neutral anchor, position number 4, 

represents no feeling toward the statement. 

To determine construct validity, Crumbaugh (1968) tested four different "normal" 

population groups: professional personnel, active and leading Protestant parishioners, 

college undergraduates, and indigent nonpsychiatric hospital patients. His prediction of 

the scores based upon Frankl's concept of logotherapy authenticated construct validity 

of the scale. Predicted differences between patient and non-patient populations were 

obtained and were significant. 

Yarnell (1971) studied the relationship between PIL and measures of personality 

among schizophrenic subjects. The schizophrenics had lower scores than did 

Crumbaugh's; however, Frankl (1965) indicated that schizophrenics would be expected 

to score higher because of their tendency to see a "deeper" meaning even behind the 

most trivial events. 

Concurrent validity of the PIL instrument was evaluated by two measures. First, 

Crumbaugh & Maholick (1964) examined the relationship between clients' scores on the 

PIL and their therapists' perception of the client's purpose-in-life. The Pearson Product 
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Moment correlation was found to be 0.38 (N=50). Second, a correlation of 0.47 

(N=l20) was reported when the degree of purpose-in-life between parishioners' scores 

and ratings by their ministers were obtained. These results are in line with 

criterion-related validity, which can usually be ascertained from a single measure of a 

complex trait (Nunnally, 1978; Borg & Gall, 1971). 

Employing a split-half (odd-even) method of determining reliability, Crumbaugh & 

Maholick (1964) examined 105 "normal" and 120 ''patients" and found a correlation of 

0.81. Crumbaugh (1968) found a similar relationship (r=0.85) in a comparable study of 

120 Protestant parishioners and patients. Consistency over time has not been 

investigated, however. 

The instrument has been used with 14 other instruments and several variables (age, 

sex, education, and intelligence) to study relationships. Crumbaugh & Maholick (1964) 

found a correlation of 0.39 between the PIL and the K (validity) scale and a negative 

correlation (-0.30) on the D (depression) scale of the MMPI. They believe that the 

consistent relationship between PIL and depression is predictable from a logotherapy 

orientation. A correlation of 0.58 was found between the PIL and the Social Desirability 

Scale and correlations ranging from 0.40 to 0.63 on the different scales which comprise 

the Calif omia Personality Inventory. A slight correlation (0.28) was shown with the 

Cattell Motivational Test and moderate correlations (range from 0.34 to 0.41) on Cattell's 

16 Personality Factor Test. 

No significant relationship has been found between the PIL test and the following 

psychometric tools: Kerr and Sperhoff Empathy Test, Washington Social Intelligence 

Test, The Allport-Vemon-Lindzey Scale of Values, Buehler and Life Goal Inventory, and 

Shostom's Personal Orientation Inventory (Crumbaugh & Maholick, 1964 ). Additionally, 
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no consistent relationships have been found between PIL scores and the variables of sex, 

age, education, and intelligence. 

The Norbeck Social Suru;>ort Questionnaire 

, The Norbeck Social Support Questionnaire (NSSQ) is based on Kahn's (1979) 

definition of multiple dimensions of social support. The questionnaire is composed of 11 

questions and includes three subscales which measure total functional support (affect, 

affirmation, and aid) - six questions (two question for each area); total network (number 

in social network, duration of relationship, and frequency of contact) - two questions; and 

total loss (the number of persons lost by category and the subsequent quantity and 

quality of support lost) - three questions. 

The subject is asked to list all the significant persons in his/her life and indicate the 

relationship to that person (i.e., friend, brother). There is a maximum number of 24 

spaces to list the significant others although the subject does not have to use all the 

spaces. The subject is asked to evaluate the social support of each person on a 5-point 

Likert scale: (0) not at all, (1) a little, (2) moderately, (3) quite a bit, and (4) a great deal. 

The total functional support subscale was developed to measure the functional 

properties of social support. To determine total functional support (the first six questions) 

the subject's numerical responses to each significant other are added together to determine 

the total score for that question. The maximum possible score is 720 {24 (names) X 5 

(maximum rating) X 6 (number of questions)}. According to Norbeck (1984), 

nonnative scores for the total functional support subscale are shown in Table 1. 

Composite descriptive statistics were not reported and no normative data was provided by 

Norbeck et al. which relates specifically to the gay population. 
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Table 1 

Normative data for the Total Functional support subscale of the Norbeck Social Support 

Questionnaire (Norbeck, 1984). 

Males Females 

Functional Support subscale: 

Affect · 67.81 76.70 

Affirmation 63.24 67.70 

Aid ~ filAQ 

Total Functional Support subscale 193.71 206.80 

The total network subscale (questions 7 and 8) were selected to reflect the size, 

stability, ahd availability of social support. The total network score is determined in the 

same process as the total functional support subscale. The maximum score is 240 {24 

(names) X 5 (maximum rating) X 2 (number of questions)}. Normative scores for the 

total network subscale are reported in Table 2. 
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Table 2 

Normative data for the Total Network subscale of the Norbeck Social Support 

Questionnaire (Norbeck, Lindsey, & Carrieri, 1981). 

Mean SD Range 

Functional Network subscale: 

Number in network 13.00 5.23 4-23 

Duration of relationships 55.87 23.57 12-103 

Frequency of contact ~ lls.l6. H:1R 

Total Functional Network subscale 111.64 * * 
* Information not availablefrom source. 

Total loss, the third subscale, is scored directly from the rating made by the subject 

on the total number of lost relationships during the past year. Recent losses of significant 

relationships are scored as a yes or no response; the quantity of losses is determined by 

the number of categories checked by the subject. The quality of losses is scored on a 

five-point rating scale: (0) none at all, (1) a little, (2) a moderate amount, (3) quite a bit, 

and (4) a great deal. The subscale measures the amount of support that was provided to 

the subject from significant others who are no longer available. Table 3 provides the 

normative data for the total loss subscale. 
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Table 3 

Normative Data for the Total Loss subscale of the Norbeck Social Support Questionnaire 

(Norbeck et al., 1981). 

Mean SD Range 

Total Loss subscale: 

Recent loss 1.69 0.46 1-2 

Loss (quantity) 1.91 1.95 0-8 

- Loss (quality) U3. L.i1 1:5. 

Total Total Loss subscale 6.13 * * 
* Information not available from source. 

The average time to complete the questionnaire is 10 minutes (range 5 - 20 

minutes). The NSSQ can be scored directly from the questionnaire, or the responses 

may be transferred directly to a one-page scoring sheet. 

Reliability and validity of the NSSQ were established at the time of initial 

development (Norbeck, et al., 1981) and through subsequent testing (Norbeck, Lindsey, 

& Carcieri, 1983; Norbeck, 1985). Construct validity was established by comparing 

subscales of the NSSQ with composite variables of the Fundamental Interpersonal 

Relations Orientation (FIRO-B). The mean stability of the subscales was 0.76 on 

test-retest and 0.94 on reproducibility. 

Two interpersonal constructs from the FIRO-B, need for inclusion and need for 

affection, were significantly correlated with NSSQ subscales and composite variables. 

Norbeck et al. ( 1983) interpreted this finding as suggesting that small correlations (0.19 
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to 0.24) indicated interpersonal needs of inclusion and affection, which are related to the 

amount of social support available. 

An analysis of differences in the subscales and composite variable scores on the 

NSSQ for age, education, ethnic background, and religious preference were not 

significant. Only marital status on the total loss subscale showed a significant difference 

when compared to the nonmarried category of respondents. 

Predictive validity was tested in a sample of 55 female graduate nursing students by 

assessing the buffering effect of social support on measures of negative mood following 

life stress (Norbeck et al., 1983). Afterfactoring out life stress from the overall R2 in the 

multiple regression analysis, the interaction of life stress and aid was significant and 

accounted for 13.2 per cent of the variance. 

Reliability of the instrument was established by test-retest and internal consistency. 

The former was measured over a period of one week and demonstrated a reliability 

coefficient that ranged from 0.85 to 0. 91 on each of the total functional support and total 

network items. Internal consistency between the affect items was demonstrated to be 

0.97, between the affirmation items 0.96, and between the two aid items, 0.89. 

Demographic Data Sheet 

Information obtained from the demographic data sheet assessed age, race, income, 

duration of primary relationship, sexual ideology, sexual practices, religious affiliation, 

perceived health status, and status of exposure to HTL V-ill. The demographic 

information was used in describing factors related to social support and purpose-in-life. 

Data Collection 

Data was collected from April, 1986 through May, 1986. The researcher contacted 

groups and organizations which focused on the gay population who were asked to 



provide subjects for the study and to furnish additional sources where possible 

participants for the study could be reached. 
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The groups and organizations who assisted the researcher contacted individuals 

for participation in the study. The researcher did not interact with the study participants at 

any time during the research. The only function of the organization was to distribute the 

questionnaire to all the gay men who interacted with the group and who wished to 

participate in the study. The packet sent to the participants included a cover letter, the 

demographic data sheet, the two psychometric instruments, and a stamped, 

self-addressed envelope for returning the questionnaire. 

All participants were allowed to complete the questionnaire at their convenience. 

They were asked to return the questionnaires as soon as possible. After two weeks, 

letters were sent to the organizations encouraging them to remind participants to return the 

questionnaire. 

Treatment of Data 

The research investigation was a descriptive-comparative and correlational study 

which utilized descriptive, comparative, and correlational techniques to analyze the 

relationship between purpose-in-life and social support. The demographic data was 

tabulated and used to describe the four groups. In addition, specific questions from the 

demographic data sheet were correlated with scores derived from the two psychometric 

instruments. A significance level of 0.05 was used. 



CHAPTER4 

RESULTS AND ANALYSIS 

The purpose of this study was. to investigate the relationship between 

purpose-in-lifeand social supR(>rt in gay men with the acquired immunodeficiency 

syndrome (AIDS) and gay men : who may be at risk for developing the acquired 

immunodeficiency syndrom~. Following an examination of the sample questionnaires, 

an alteration in the design of the study was required. In the original.study design, four 

groups were t? be examined: ... (1) gay me~ with AIDS, (2) g~y men with AIDS Related 

Complex (ARC), (3) gay men who had pr~viously tested seropositive for antibodies to 

HTL V-ill (the causative viral agent of AIDS) but who did not have clinical signs and 

symptoms of AIDS, and ( 4) gay men who had previously tested seronegative for 

antibodies to HTL V-ill but who continue to practice sexual behaviors synonymous with 

the development of AIDS. 

In the analysis of the data, there were only 6 responses from the 67 questionnaires 

received which would have assigned those subjects to any of the latter three groups. 

The researcher postulates that individuals with AIDS Related Complex do not have the 

severe clinical manifestations to enter the health-care delivery system on a continual basis 

and the threat of the disease progressing to AIDS may not be significantly persuasive for 

them to enter AIDS support groups at this time. Because of the lack of interaction with 

the health care system, these individuals did not participate in the study. 

The gay community has continually discouraged, because of the possibility of 

breaks in confidentiality, individuals from participating in screening examinations to test 

for antibodies to the AIDS virus except in epidemiological studies or when significant 
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pathological conditions are present. · Thus, the third group was not operationalized~ As 

surmised in Chapter 1 of the study, the researcher was:unable to locate any individual 

who was HTLV-ill seronegative and who continued to practice high-risk sexual behavior 

synonymous with the development of AIDS. 

There were, however, a large number of individuals who continue to have more 

than one sexual partner but who. utilize ''safe sex" techniques with their partners. 

Although members of this group may be HTL V-Illseropositive, this group generally has 

not been tested for antibodies to the virus. However, this group does serve as a "control" 

group to compare purpose-in-life and social support to gay men diagnosed with AIDS. 

These individuals will form the second group for the study. 

Description of Sample 

The sample consisted of 67 individuals from support groups, gay alliance groups, 

and health-care facilities within Texas. The demographic variables of age, race, income, 

current status in relationship, sexual practices, religious strength, and perceived health 

status were examined in the study and are described in Appendix F. There were no 

significant demographic differences between the two groups that appeared to impact on 

either purpose-in-life or social support. 

Of the 67 respondents who composed the sample, 36 (53.7%) had a diagnosis of 

AIDS and 31 ( 46.3%) were at high-risk for developing AIDS because of their past or 

current sexual practices. Henceforth in this chapter, individuals with AIDS will be 

identified as PW A's (people with AIDS) and those at high-risk will be identified as PHR 

(people at high risk). All the participants in the study were white, adult males with a 

mean age of 31.3 for PW A's and a mean age of 29.9 for PHR's. The mean income for 

PW A's ($24,027.78) was slightly higher than the mean income PHR's ($22,096.33). 
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At the time of the study, PW A's were not generally involved in intimate, romantic 

relationships . .Twenty-four (66.7%) ofthe PWA's stated that they were notin a 

relationship at this time or that the relationship was less than 6 months old. Similarly, 23 

(74.2%) of the PHR responses indicated that they were not currently involved in a 

relationship or that they had a relationship that was not yet 6 months old. There were 

only 5 individuals from both groups (7.5%) who were in a relationship for a period of 

time of more than 5 years. PW A's reported significantly fewer sexual contacts than the 

PHR's. Twenty-four ( 66. 7%) of the PW A's were either not involved in sexual 

relationships or involved with only one person while only 13 (41.9%) of the PHR's 

were not involved in a sexual relationships or in a relationship with only one person. All 

67 of the participants in the study stated that they practiced either "no-sex" or "safe-sex" 

and that the educational materials disseminated on AIDS had changed their sexual 

practices. 

In response to the questions on religious strength, 29 (80.6%) of the PW A's and 

26 (83.9%) of the PHR'S considered themselves to be either minimally or moderately 

religious. However, only 6 (16.7%) of the PW A's and 8 (25.8%) of the PHR'S report 

being active members of an organized religious group. 

As expected, PW A's visited health care practitioners far more frequently than did 

PHR's. Thirty-five PW A's (97.2%) visited a practitioner for physical problems three or 

more times during the past 12 months and 30 (83.4%) visited a practitioner three or more 

times during the same period for mental-health counseling. In comparison, only 4 

(12.9%) PHR's visited a practitioner more than 3 times for physical health problems 

during the past 12 months and 4 (12.9%) visited a practitioner for mental-health 

counseling during that same period. 
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Perceptions of health status parallel .the number of visits to a health-care 

practitioner. For PWA's; 32 (88.9%) viewed their own health as either fair or poor while 

only5PHR's ,.(16.2%) viewed their health in the same perspective. 

Reliability Measures 

Both the Total Functional Support subscale and the Total Network subscale of the 

NSSQ were tested for reliability utilizing Cronbach's alpha. The Total Functional 

Support subscale (the first 6 questions of the NSSQ) had an alpha of 0.99577 and the 

Total Network Subscale (question 7 and question 8) had an alpha of 0.97065. 

PIL scores were tested for reliability using the Kolmogrov-Smirnoff test of 

goodness-of-fit with a uniform test distribution. The scores on the PIL instrument 

ranged from 39 to 129. The K-S Z-value was 2.377 (p=0.000). 

Findings 

Statistical analysis were performed on the TWU Dec-20 mainframe computer 

utilizing the SPSSx statistical package. Missing values were recoded as dummy 

variables in the analysis. In the following sections, the hypothesis will be presented in 

addition to findings related to both purpose-in-life, social support, and the linkage 

between those two concepts. 

Hypothesis 

Hypothesis I 

Hypothesis I stated that there was no significant relationship between . 

purpose-in-life and social support in gay men diagnosed with AIDS and in gay men who 

are at risk for developing AIDS. The Spearman Rank-Order Correlation Coefficient was 

performed to examine relationships across the two groups for purpose-in-life and social 

support. Significant relationships were found between PIL scores and TFS scores 



(r=0.4447, s=0.000) and between the PIL scores and the TN scores (r=0.4195, 

s=0.000) across both groups . . The null hypothesis was rejected. 

Hypothesis II 
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Hypothesis II stated that there is no significant difference in PIL scores in gay 

men diagnosed with AIDS and gay men at risk for developing AIDS. The Mann-Whitney 

U-Test was done to examine differences between the two groups of men. The study 

found a significant difference (z=-3.3087, p=0.0009) in PIL scores between the two 

groups of men. The null hypothesis was rejected. 

Hypothesis III 

Hypothesis III stated that there i~ no significant difference in social support scores 

in gay men diagnosed with AIDS and in gay men at risk for developing AIDS. The 

Mann-Whitney U-Test was utilized to examine differences between the two independent 

groups. Results showed no significant difference in either the TFS subscale of the NSSQ 

(z=-1.6582, p=0.0973) or the. _TN subscale of the NSSQ (z=-1.4941, p=0.1351) between 

the two groups of men. The null hypothesis was accepted. 

Hypothesis N 

Th_e fourth hypothesis stated that there is no significant difference in the correlation 

coefficients between purpose-in-life scores and social support scores in gay men with 

AIDS and gay men at risk for developing AIDS. Using a test to determine the difference 

between independent correlation coefficients (Glass & Hopkins, 1984), the study found a 

significant difference in the correlation coefficients between PIL scores and scores on the 
, ' . 

TFS subscale and between PIL scores and scores on the TN subscale in the two groups 

of men. These correlations are described in Table 4. The null hypothesis was rejected. 
i - . , 
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Table4 

Correlation Coefficients between PJL scores and subscales of the NSSQ 

PWA PI-IR Z* 
(n=36) (n=31) 

corr PJL/TFS 0.4451 0.2899 -2.125 
(r=0.004) (r=0.060) 

corrPlL/IN 0.4352 ·0.2825 -2.033 
(r=0.005) (r=0.065) 

* critical value of Z=l.96 

PmJJose-in-Life Characteristics 

There was a significant difference in PIL scores between the two groups of men. 

PWA had a mean PIL score of 85.44 (s.d. = 24.642, range from 39 to 118) while PI-IR 

had a mean PIL score of 104.903 (s.d. = 14.835, range from 65 to 129). 

In individuals with AIDS, PIL scores were correlated with income (r=0.5931, 

s=0.000), active membership in a religious organization (r=-0.5097, s=0.001), visits to a 

mental-health practitioner (r=-0.3442, s=0.020), and perception of health status 

(r=-0.6028, S=0.QQQ). 

In individuals who are at high risk for developing AIDS, PIL scores were 

negatively correlated with income (r=-0.3445, s=0.029) and on the quantity of 

social support that is no longer available (r=-0.6010, s=0.001). Across both groups, 

PIL scores were significantly correlated to the Total Functional Support subscale 

(r=0.4447, s=0.000) and Total Network subscale (r=0.4195, s=0.000). 

An analysis of variance examined differences in PIL scores to determine if either 

the time since an individual was told he had the AIDS virus or the time since the 
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individual was diagnosed with AIDS influenced those scores. Neither the time since 

notification ofbeing HTLV-Ill seropositive (F=l.406, p=0.2608) or the time since a 

diagnosis of AIDS was made to the individual (F=l.046, p=0.3643) affected PIT., scores. 

Social Su11port Characteristics 

Social .support was measured by the use of two subscales which compose the 

Norbeck Social Support Questionnaire. The third subscale, Total Loss, was eliminated 

except for the response to "overall, how much ofyour support was provided by those 

people who are no longer available to you." Respondents supplied different type answers 

(some gave numerical responses, some only acknowledged the loss) to the question 

which identified total loss. The results were varied and could not be computed; this 

particular section of the NSSQ was eliminated. 

Descriptive characteristics of the Total Functional Support and the Total Network 

subscales are presented in Table 5. No significant differences were reported in social 

support scores between the two groups of men. 

The Total Functional Support subscale was only correlated with income 

(r=0.4359, s=0.004) for individuals with AIDS and with perception of health status 

(r=-0.4238, s=0.011) for individuals at risk for developing the acquired 

immunodeficiency syndrome. 

The Total Network subscale was only correlated with income (r=0.3897, 

s=0.010) for individuals with AIDS. For individuals at high risk for developing AIDS, 

the Total Network subscale was only correlated with perception of health status 

(r=-0.4205, s=0.012). Neither social support subscale was significantly correlated with 

amount of support lost despite both groups reporting losses from lovers, friends, and 

family. 
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Characteristics of Social Support Responses 

Mean S.D. 

TFS subscale 

PWA 180.0 117.558 

PHR 206.733 104.322 

TN subscale 

PWA 60.771 40.961 

PHR 67.033 30.671 

Summary of Findings 

Findings are summarized as follows: 
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Range 

57-579 

28-570 

20-200 

15-153 

1. There is a significant relationship between PIL scores and both social support 

subscale scores across the two groups. 

2. There is a significant difference in Pil... scores between the two groups. 

3. There is no significant difference in the two social support subscales of the 

NSSQ between the two groups. 

4. There is a significant difference in the correlation coefficients between PIL 

scores and social support scores between the two groups. 



CHAPTERS 

SUMMARY OF TIIE STUDY 

The intent of this study was to examine the relationship between purpose-in-life and 

social support_in gay men .with the acquired immunodeficiency syndrome (AIDS) and gay 

men who ~y. be riskfor developing AIDS. This chapter summarizes the research 

methodology, d~scusses the finditlgs of the study ,.presents conclusions and implications 

for nursing practice, ,and rec_ommends additional studies _to facilitate theory development 

and research between purpose-in-life and social support. 

Summary 

The study was a descriptiye-comparative and correlational study to investigate the 

relationship between and/or_among the two groups of men in regard to purpose-in-life and 

social support. A quantita~ve approach utilizing the Norbeck Social Support 

Questionnaire and the Purpose-in-Life psychometric instrument was utilized to obtain the 

data from 67 men in the two categories: 36 people-wi~-AIDS (PW A) and 31 people 

who. were eit,her HTLV-ill seropositive or who continued to practice high-risk sexual 

behaviors synonymous wi~ ~e development of AIDS ~HR). Information obtained 

from the d~mographic data sheet included perceived health status, frequency of visits to 

health practitioners, religious strength, status of relationships, and sexual practices. 

J?ata collection occured during the spring semester, 1986 in Texas. Participants 

were recruited for the study from gay alliance groups, support groups, and health care 

agencies identified by the researcher as working with individuals who have or who are at 

risk for developing AIDS. 

50 
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Findings are summarized as follows: • 

1 ~·· ·There is a significant relationship between Plli scores and both social support 

subscale scores across the two groups. 

2~ There is . a significant difference in PIL scores between the two groups. 

3. There is no significant difference in the two social support subscales of the 

NSSQ between the two groups.' 

4. There is a significant difference in the correlation coefficients between PIL 

scores and social support scores between the two groups. 

Discussion of Findings 

The results of the study demonstrated the positive relationship between 

purpose-in-life and social support. These findings are inconclusive in comparison to 

other studies which have examined either social support or purpose-in-life and their 

relation to perceived health status or health outcome. 

Purpose-in-Life 

The study is limited in its ability to draw conclusions from the findings because of 

the limited research available which endeavors to link purpose-in-life with 

self-actualization (Shostom, 1965) or responsibility and commitment (Kotchen, 1960). 

In the final analysis, purpose-in-life scores were significantly different between 

individuals with AIDS and indi,viduals a~ high-risk for developing AIDS. The findings 

support the work done by Tross, Holland, W eltzer, Sidtis, Price, and Jordan (1985) who 
' , 

found significantly more adjustment disorders in gay men with AIDS than in healthy gay 

men. 

Weiskopf-Joelson (1968) stated that meaning in life plays an integral role in the 

response to crisis. Unfortunately, without interview studies and follow-up, it is very 
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difficultto discemthe integration of readiness-to-die with purpose-in-life. Atwhat point 

in the final dying process an individual may find this congruent interaction between 

purpose-in-life and readiness-to-die .. . is •unknown. One individual diagnosed with AIDS 

wrote optimistically amidst catastrophe: 

As far as a goal;Tguess it's time to setsome new ones. Only, I haven't 

looked past the present. It seems all that I have is Today. So I'm going to try 

and make it the best I can. 

Lukas (1984) stated thatindividuals are free toacceptthe criteria related to their 

existence. In a crisis situation; individuals can gain insight into the dimension and 

assume responsibilityfor the resultant action. In the study, gay men certainly altered their 

sexual practices following information on the transmission of the AIDS virus. Still, 

individuals at risk for developing AIDS have more sexual contacts (mode: 2-4 partners, 

freq=16) than individuals with AIDS (mode: 1 partner, freq=15) Another participant with 

AIDS wrote: 

.......... But since my disease, I've had to give all that up. My house, I had 

to sell (was sold at a give away price). I can't work any longer. I have no 

energy. I've lost my independence. I have lost my manhood. I have lost 

life. 

So, right now I have no goals, no hopes, no happiness, and no ambitions. I 

just live day to day: not knowing what is going to happen to me, taking the 

rolls and punches of life. 

Religiosity may appear to be a factor in an individual's perception of 

purpose-in-life. Previous studies have demonstrated the importance of religiosity and 

commitment on retirement (Acuff and Gorman, 1968) and in religious training 

(Crumbaugh, Raphael, and Schrader 1970). For individuals with AIDS in the study, 
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purpose-in-life was not correlated with strength of religiosity and was negatively 

correlated with active membership in a religious organization. For individuals at high risk 

for developing AIDS, PIL was not correlated with either strength of religiosity or active 

membership in a religiousorganization. It was, however, negatively correlated with both 

income and with the amount of support that is no longer-available. 

In the study, individuals with AIDS had significantly lower purpose-in~life scores 

than did individuals at high risk for developing AIDS. Their PIL scores were in the lower 

third percentile of all compiled scores, even though most were receiving at least some 

form of psychosocial .intervention. As one participant stated: 

The disease has put an endto all my ambitions and goals in life. After 

finishing my physical therapy degree, I thought that my life would .be 

fulfilling, but now I can't hardly walk by myself and I can't continue to 

work. All that training and the dreams are gone. 

Psychosocial intervention did not appear to facilitate purpose-in-life among 

individuals with AIDS. However, these individuals may have initially had a lower 

purpose-in-life and are now involved in a final attempt to achieve some form of 

resolution prior to death. As an individual with AIDS wrote: 

My last ambition in life is to help my brothers, who have recently been diagnosed 

with AIDS, except (sic) their illness. Also, to bring them to the saving knowledge 

of Jesus Christ. Without that all is lost 

In general, the study does not support the theoretical framework of purpose-in-life 

to health at this time; however, the clinical research on purpose-in-life is very limited. If 

purpose is found in suffering and death, perhaps it is found in the final hours of life. The 

intervention by professional practitioners does not seem to be providing adequate 

purpose-in-life. Further, there was no indication that differences in PIL scores either 
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increased or decreased among individuals who had recently been diagnosed with AIDS or 

among individuals who had been diagnosed with AIDS for more than l • year. 

Social Support 

Like purpose-in-life, social support is a multidimensional concept that integrates 

emotional and physical help to individuals and others. Although the media presents 

evidence that at least some individuals lose all support following a diagnosis of AIDS, 

the study did not support that scenario. There was no difference in social support 

between the two groups of gay men. 

~e study can not directly support the . conclusions drawn by Berkman & Syme 

(1979) in.their study on social support and mortality or by Medalie and Goldburt (1976) 

in their study on social support and health status. Both ofthese studies were longitudinal 

in design and the participants were either well or were diagnosed with a chronic disease. 

The qualitative comments written by the participants, however, emphasize the importance 

of social .support to psychological well-being. Individuals with AIDS have a diminished 

social support, because of their sexual preference and because of their diagnosis. A 

participant wrote: 

My complete family has always completely rejected my life style. After I die 

they will try to take charge of my material things from my lover - - - thinking 

that they have a right to them. But he is the person that has given me the love 

and respect that I needed- - not my family. 

Diamond (1979) examined the relationship of support factors, medical status, and 

adaptation to chronic illness among hemodialysis patients. Her study supported measures 

of social support to morale. This study reinforces her work and presents further 

evidence that social support to illness is a function of an open and sincere network. 



55 

Spiegel and Glafkides (1983) reported similar findings on women suffering from 

metastatic carcinoma of the breast . They stressed the importance of confrontation with 

death and dying to achieve an optimal state of health. Individuals with AIDS also stress 

the need for. social interaction to maximize health. An individual who had very high 

purpose-in-life and social support scores stated: 

My primary goal has been to learn to love. I believe that the responses from 

friends, family, neighbors, co-workers, have all demonstrated to me that I 

surely must be progressing toward these goals. I feel good about my 

progress and my constant affirmation from others - my measuring stick, so 

to say. 

Income appears to be related to the amount of social support available for 

individuals with AIDS. Perhaps because the illness can drain all available resources, 

those with a stronger financial status can exert their energies into facilitating family and 

social support systems. 

While the study can not directly validate the results of previous studies on social 

support, it adds another diminsion in establishing the role of social support to health 

outcome. More importantly, the comments written by the participants support the 

quantitative data which link the concepts of purpose-in-life to social suport Financial 

well-being was also described in the comments by the participants. Financial concerns 

are major factors which can influence psychosocial maturation. For young adult men 

who can no longer work because of a debilitating illness, money is a primary source of 

worry and frustration. 

Linkage Between Purpose-in-Life and Social Support 

No studies have previously attempted to link purpose-in-life with the psychosocial 

manifestations of an infectious disease although Turner (1981) did establish an 
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association between psychological well-being and social support In the study, there was 

a significant relationship between purpose-in-life and social support across the two 

groups of men. 

Hypothesis N showed a significantdifference in the correlation coefficients 

between purpose-in-,life and both social support subscales between the two groups of 

men. This finding suggests that there is a some variance in the interactive process 

between purpose-in-:-life and social support in individuals with AIDS and individuals at 

risk for developing AIDS.. This finding may have serious implications for health-care 

personnel who_ workwith dying individuals .in primary, secondary, and tertiary care 

centers. 

Conclusions and Implications for Practice 

The study suggests that immediate intervention to facilitate both social support and 

meaning are paramount in caring for individuals with the acquired immunodeficiency 

syndrome. Individuals with AIDS and those at risk for developing AIDS be can isolated 

and withdrawn from society and appear to lack clear meaning for their existence. Suicide 

is frequently thought of as an alternative to living. Hope is diminished and depression, 

mixed with anger, is frequently overwhelming. As one individual with AIDS wrote: 

Also you see, my doctor has told me that my body can't handle any more physical 

problems. My original weight was 160 lbs. I now weigh 104 lbs. So you see, I 

know and accept that I ,haven't got long to live be~ore this disease takes full control 

of my body and mind. 

I do know that when I do die, my body will be shipped back to my so-called family 

who rejected me and who didn't love me. They are the type who never would 



allow any of my friends to attend my funeral but yet they will have the nerve to 

look at me. 
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The study supported the limited work of researchers who have examined 

psychosocial issues surrounding individuals with AIDS. The study confirmed the work 

of Filson, Tartaglia, Tecco, and Fishman (1985) and Tross, Holland, Weltzer, Sidtis, 

Price and Jordon (1985) on the depressing and anxious characteristics which are unique 

to individuals diagnosed with AIDS. 

Alterations in behavior have resulted from the educational information disseminated 

on AIDS. Siegel, Hirch, and Christ (1985) examined gay men in New York and found 

significant reductions in the "high-risk" sexual behaviors among. gay men. Similar 

modifications in sexual behavior have taken place within the gay community of Texas. 

All the participants stated that they had altered their sexual behaviors in response to the 

AIDS epidemic. 

Generalizations of the study can be made to populations that are dying. 

Purpose-in-life and social support are essential ingredients in fulfilling the essence of life. 

Coping mechanisms and self-worth can rapidly disappear in the face of an acute illness 

that terminates in death, whatever the disease. Purpose-in-life and social support are 

instrumental is facilitating the necessary coping mechanisms that assist an individual in 

maximizing their quality of life. 

Hysteria remains rampant within the general public. As primary-care givers, 

nurses can facilitate the emotional health of individuals with AIDS and those at risk for 

d~veloping AIDS by promoting family strengths, facilitating self-awareness, and creating 

an environment that fosters positive mental and physical health. Traditional definitions of 

family must begin to coexist with non-traditional definitions of family. 
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The significance of the hypothesis of the study is limited. The need to address the 

psychosocial issues surrounding individuals with AIDS is not The study and especially 

the comments written by the participants, are clear indicators that support and direction are 

needed if a holistic approach is to be given to these dying individuals. 

Recommendations for Further Study 

The findings and conclusion of the study led to recommendations for further 

research in the following areas. 

1. A longitudinal study utilizing a randomized sample and a sufficiently larger 

number,of respondents in each of the four diagnostic groups needs to be conducted to 

assess the relationship between purpose-in-life and social support to health outcome. 

This study should utilize participants from a multitude of AIDS resource agencies 

throughout the United States and should follow individuals for a minimum of six years. 

2. A study utilizing structured interviews which focus on the multiple 

psychosocial variables affecting individuals with AIDS and their families and among 

individuals at high-risk for developing AIDS and their families needs to be completed 

3. The relationship between purpose-in-life and social support needs to be 

assessed in individuals who are well and in individuals with other disease entities with 

psychosocial parameters. 

4. Additional psychosocial dynamics need to be investigated in individuals with 

the acquired immunodeficiency syndrome. These include quality of life, hope, grief, and 

power. These studies should focus on an interdisciplinary approach to providing holistic 

client care. 

5. A quasi-experimental study that facilitates purpose-in-life and social support 

among healthy and dying individuals should be conducted. 
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Synopsis 

The last chapter of the dissertation study focused on the implications of the findings 

to clinicalpractice. Previous research has demonstrated that a relationship exists between 

social support and health and although the linkage between purpose-in-life and health is 

not as clear, there is becoming inc~easing evidence that the two are connected. Both the 

quantitative data and the written responses from the participants demonstrated the 

importance of purpose-in-life and social support to perceived quality of life. 

Implications of the study were then discussed. Nurses, as a major provider of 

health care for individuals with AIDS, have an ethical responsibility to facilitate the 

individual to a higher state of wellness. By incorporating support systems and 

meaningful interactions with others in daily routines, individuals with the acquired 

immunodeficiency syndrome can maximize their potential for mental and physical health. 

Purpose-in-life and social support are two variables which contribute to an 

individual's quality of life. Individuals with AIDS are dying individuals who have lost 

much of their social support and purpose for living. Much of this loss can be traced to the 

fear which has evolved from social hysteria surrounding transmission of the AIDS virus. 

Nursing can facilitate both an individual's purpose-in-life and social support by 

recognizing the biopsychosocial aspects of the acquired immunodeficiency syndrome. 



REFERENCE LIST 

Abdellah, F. G., & Levine, E. (1979). Better patient care through nursing research (2nd 
ed). New York: Macmillan. 

Acuff, F. G., & Gorman, B. (1968). The effect of professional activity and religion on 
meaning. . Sociological Ouarterly. 2.( 1 ), 112-116. . 

Battista, J., & Almond, R. (1975). The development of meaning in life. Psychiatry. 
16(4), 409-417. 

Benenson, A. S. (Ed.). (1985). Control of Communicable Diseases in Man (14th ed.). 
Washington, D.C.: The American Public Health Association. 

Berado, F. M. (1985). Social networks and life preservation. Death Studies • .2, 37-50. 

Berkman, L., &Syme, S. L. (1979). Social networks, host resistance, and mortality: A 
nine year follow-up study of Alameda County residents. American Journal of 
Epidemiology.1Q2, 186-204. 

Billi, D. A. (1983). Humanizing patient education. In N. L. Chaska (Ed.), The nursing 
profession; A time to speak (pp. 479-488). New York: McGraw-Hill 
Book Co. 

Borg, W. R, & Gall, M. P. (1971). Educational research (2nd ed.). New York: David 
McKay Co., Inc. 

Brown, G. W., Bhrolchain, M., & Harris, T. (1975). Social class and psychiatric 
disturbance among women in an urban population. Sociology. 2., 225-254. 

Bulka, P. P. (1979). The qµest for ultimate meanin~. New York: Philosophical 
Library. 

Callan, M., Klein, R., Dewlett, J., Vileno, J., & Friedland, G. (1985). Heterosexual 
AIDS patients and . their families: Identification of psychosocial needs and 
provision of support services. Proceedings of the International Conference on 
Acquired Immunodeficiency Syndrome <AIDS) (p. 67). Atlanta, GA: Centers for 
Disease Control. 

Cassel, J. (1976). The contribution of the social environment to host resistance. The 
American Journal of Epidemiology. 104, 107-123. 

Cassens, B. J. ( 1985). Social consequences of the acquired immunodeficiency 
syndrome. Annals ofintemal Medicine, .lfil., 768-771. 

60 



61 

Check, W. (1985). Public education on AIDS: Not only the media's responsibility. 
Hastings Center Report, ll(4), 27-32. 

Cobb, S. (1976). Social support as a moderator oflife stress. Journal of Psychosomatic 
Medicine, .lB.(5), 300-314. 

Cohen, M.A., & Weisman, H. W. (1985). Acquired immunodeficiency syndrome 
(AIDS): , The biopsychosocial approach . to alienation. Proceedings of the 
International Conference on Acquired Immunodeficiency Syndrome (AIDS) (p. 
62). Atlanta, GA: Centers for Disease Control. 

Conway, M.E. (1983). Prescription for professionalization. In N. L. Chaska (Ed.), The 
Nursing Profession; A time to Speak (pp. 29-37). New York: McGraw-Hill 
BookCo. 

Crumbaugh, J.C. (1968). Cross-validation of Purpose-in-life test based on Frankl's 
concepts. Journal of Individual Psychology~~ 74-81. 

Crumbaugh, J.C., & Maholick, L.T. (1964). An experimental study in existentialism: 
The psychometric approach to Frankl's concept of noogenic neurosis. Journal of 
Clinical Psycholo~. 2.Q(2), 200-201. 

Crumbaugh, J.C., Raphael, M., & Shrader, R. R. (1970). Frankl's will to meaning on a 
r~ligious group. Journal of Clinical Psychology, 22(2), 206-207. 

Curran, J. W., Morgan, W. M., Hardy, A. M., Haffe, H. W., Darrow, W. W., & 
Dowdle, W.R. (1985). The epidemiology of AIDS: Current status and future 
prospects. Science, 229, 1352-1357. 

DeVita, V. T., Hellman, S., & Rosenberg, S. A. (Eds.) (1985). AIDS; Etiology, 
diagnosis, treatment and prevention. Philadelphia: J.B. Lippincott. 

Diamond, M. (1979). Social support and adaption to chronic illness: The case of 
maintenance hemodialysis. Research in Nursing and Health, 2, 101-108. 

Filson, R. C., Tartaglia, C. R., Tecco, M. A., & Fishman, H. (1985). Psychological 
characteristics of individuals with AIDS Related Concerns. Proceedings of the 
International Conference on Acquired Immunodeficiency Syndrome (AIDS) (p. 
66). Atlanta, GA: Centers for Disease Control. 

Frankl, V. E. (1962). Man's search for meaning. Boston: Beacon Press. 

Frankl, V. E. (1965). The doctor and the soul (2nd ed.). New York: Alfred A. Knopf. 

Frankl, V. E. (1969). Psychotherapy and existentialism. New York: Simon & 
Schuster. 

Glass, G. V. & Hopkins, K. D. (1984). Statistical methods in education and psychology 
(2nd ed.). Englewood Cliffs, NJ: Prentice-Hall, Inc. 



62 

Gottlieb, B. H. (Ed.). (1981). Social networks and social support. Beverly Hills, CA: 
Sage Publications. 

Harlow,. H,., & Harlow, M. (1962). Social. deprivation in mo~eys. Scientific 
American. 2Q1(5), 136-146. · 

Henderson, S. (1980). A development in social psychiatry: The systematic study of 
social bonds. Journal of Nervous and Mental Disease.12.8,, 63-69. 

Holland, J.C., & Tross, S. (1985). The psychosocial and neuropsychiatric sequelaw of 
the acquired immunodeficiency syndrome and related disorders. Annals of Internal 
Medicine, lill, 760-764. 

Judson, F. N., & Lemaster, F. I. (1985). Fear of AIDS and rates of gonorrhea in 
Denver, Colorado . . Proceedings of the . International Conference on Acquired 
Immunodeficiency Syndrome (AIDS) (p.63). Atlanta, GA: Centers for Disease 
Control. 

Kahn, R. L. (1979). Aging and social support. In M. W. Riley (Ed.) Aging from birth 
to death; · Interdisciplinary perspectives (pp. 77-91). Boulder, CO: Westview 
Press. 

Kotchen, T. A. (1960). Existential mental health. Journal of Individual Psychology. 
1Q(2), 174-181. 

Krim, M. (1985). AIDS: The challenge to science and medicine. Hastings Center 
Report. ll( 4 ), 2-7. 

Lin, N., Simeone, R., Ensel, W., & Kuo, W. (1979). Social support, stressful life 
events, and illness: A model and an emperical test. Journal of Health and Social 
Behavior, 2.Q., 108-119. 

Lukas, E. (1984). Human dignity and psychotherapy. The International Forum for 
Logotherapy, 1(2), 67-84. 

Lynch, J. (1977). The Broken Heart. New York: Basic Books. 

MacElveen-Hoehn, P. (1983). The cooperation model for care in health and illness. In 
N. L. Chaska (Ed.), The nursing profession; A time to speak (pp. 515-539). New 
York: McGraw-Hill Book Co. 

Marmot, M., & Syme, S. (1976). Acculturation and coronary heart disease. American 
Journal of Epidemiology. UM(3), 225-247. 

Medalie, J. H., & Goldbourt, V. (1976). Angina pectoris among 10,000 men: 
Psychosocial and other risk factors as evidenced by a multivariate analysis of a 
five-year incidence study. American Journal of Epidemiology. fill, 910. 



63 

Murphy, C. P. (1985). Technological advances and ethical dilemmas. In J.C. 
McCloskey & H. K. Grace (Eds.) Current Issues in Nursing (2nd ed.) 
(1086-1094). Boston: Blackwell Scientific Publications. 

Newman, M.A.· (1983). The continuing revolution: A history of nursing science. In N. 
L. Chaska (Ed.), The nursing profession: A time to speak (pp. 385-393). New 
York: McGraw-Hill Book Co. 

Nichols, S. E. (1985). Psychosocial reactions of persons with acquired 
irnmunodeficien.,cy syndrome. Annals of Internal Medicine. lill, 7 65-767. 

Norbeck, S. (1984). ; \Revised scoring instructions for the Norbeck Social Support 
Questionnaire (NSSQ). (Available from Dr. Jane S. Norbeck, School of Nursing, 
Univeristy of California, San Francisco). · 

Norbeck, S. (1985). Types and sources of social support for managing job stress in 
critical care nursing. Nursing Research, ~ 225-230. 

Norbeck, J. S., Lindsey, A. M., & Carrieri, V. L. (1981). The development of an 
instrument to measure social supportJ Nursing Reseach, ~ 264-269. 

Norbeck, J. S., Lindsey, A. M., & Carrieri, V. L. (1983). Further development of the 
Norbeck Social Support Questionnaire: Normative data and validity testing. 
Nursing Research, 32, 4-1 o. 

Nuckolls, K. B., Cassel, J.C., & Kaplan, B. (1972). Psychosocial assets, life crisis, 
and the prognosis of pregnancy. American Journal of Epidemiology,~ 431-441. 

Nunnally, J. C. (1978). Psychometric theory (2nd ed.). New York: McGraw-Hill 
Book Co. 

Pilisuk, M. (1982). Delivery of social support: The social innoculation. American 
Journal of Orthopsychiany. ~(l), 20-31. 

Plaoutzian, R. F. (1981). Purpose in life and value changes following conversion. 
Journal of Personality and Social Psychology. ~(3), 153-160. 

Raphael, B. (1977). Preventive intervention with the recently bereaved. Archives of 
General Psychiatzy. ~' 1450-1454. 

Selye, H. (1976). Stress in health and disease. Reading, MA: Butterworths. 

Shostom, E. L. (1965). A test for the measurement of self-actualization. Educational and 
Psychological Measurement. 24, 207-218. 

Siegel, K., Hirsch, D. A., Christ, G. H. (1985). Adoption of modifications in sexual 
behavior among asymptomatic homosexual men. Proceedings of the International 
Conference on Acquired Immunodeficiency Syndrome (AIDS) (p. 71). Atlanta, 
GA: Centers for Disease Control. 



64 

Silverman, M. F., & Silverman, D. B. (1985). AIDS and the threat to public health. 
Hastings Center Report, ll( 4), 19-22. 

Spiegel, D., & Glafkides, M. C. (1983). Effect of group confrontation with death and 
dying. International Journal of Group Psychotherapy, ~( 4 ), 433-44 7. 

Stein, M., Schiavi, R., & Camerino, M. (1978). Influence of brain and behavior on the 
immune system. Science, 2, 435-440. 

Summary - cases of specified notifiable diseases, United States (1985). Morbidity and 
Mortality Weekly Reports, ~(49), 743. 

Tolsdorf, C. C. (1976). Social networks, support, and coping: An exploratory study. 
Family Processes. ,li, 407-417. 

Tross, S., Holland, J., Weltzer, S., Sidtis, J. J., Price, P. W., & Jordan, B.D. (1985). 
Psychological and neuropsychological function in AIDS spectrum disorder 
patients. Proceedings of the International Conference on Acquired 
Immunodeficiency Syndrome (AIDS) (p. 67). Atlanta, GA: Centers for Disease 
Control. 

Turner, R. J. (1981). Experienced social support as a contingency in emotional 
well-being. Journal of Health and Social Behavior, 22, 357-367. 

Update on acquired immunodeficiency syndrome (AIDS) - United States (1982). 
Morbidity and Mortality Weekly Re.ports, 31 :507, 513. . 

Waltz, F. W., & Bausell, R. B. (1981). Nursing research: Design, statistics, and 
computer analysis. Philadelphia: F. A. Davis. 

Weeks, G. R., & L'Abate, W. (1982). Paradoxical psychotherapy: Theory and practice 
with individuals, couples. and families. New York: Brunner/Maze!, Publishers. 

Wiener, L. S., Dworkin, R. H., Siegel, K. ( 1985). Depression and requests for sexual 
risk reduction guidelines in AIDS patients. Proceedings of the International 
Conference on Acquired Immunodeficiency Syndrome <AIDS} (p. 61). Atlanta, 
GA: Centers for Disease Control. 

Weiskopf-Joelson, E. (1968). Meaning as an integrating factor. In C. Buehler & F. 
Massarik (Eds.), The course of human life (pp. 359-382). New York: Springer 
Co. 

Weiss, R. (1974). The provisions of social relationships. In Z. Rubin (Ed.), Doing unto 
others. Englewood Cliffs, NJ: Prentice Hall. 

Yarnell, T. D. (1971). Purpose-in-life: Further correlates. Journal of Individual 
Psychology. ll, 76-79. 



65 

APPENDIX A 

Human Subjects Research Committee 



Tl-:XAS WOMAN'S UNIVERSITY 
Box 22939, TWU Station 

RESEARCH AND CRANTS ADMINISTRATION 
DENTON, TEXAS 76204 

HUMAN SUB.JECTS Rl:. .. ,'JEW COMMITTEE 

Name of Investigator: Gregory A. Bechtel 

Address: P.O. Box 22124, T.W.U. Station 

Penton. Texas 76204 

Dear Mr. Bechtel, 

Center: Denton 

Date: ll-13-85 

Your study entitled Purpose-in-life and social support in gay men 

with Acquired Irrmunodefiency Syndrome 

has been reviewed by a committee of the Human Subjects Review 
Committee and it appears to meet our requirements in regard 
to protection of the individual's ~ights. 

Please be reminded that both the University and the Depart
ment of llealth, Education, and Welfare regulations typically 
require that signatures indicating informed· consent be obtained 
from all human subjects in your studies. These are to be filed 
with the Buman Subjects Review Committee. Any exception to this 
requirement is noted below, Furthermore, according to DHE'W regula
tions, another review by the Committee is required if your project 
changes. 

Any special provisions pertaining to your study are noted 
below: 

__ Add to informed consent form: No medical service or c~ 
pensation i~ provided to subjects by the University as a 
result of injury from participation in research. 

Add to informed consent form: I UNDERST>.h'D THAT THE RETURN 
--OF MY QUESTIONNAIRE CONSTITUTES MY INFORMED CONSENT TO ACT 

AS A SUBJECT IN THIS RESEARCH. 

The filing of signatures of subjects with the Human Subjects 
--Review Committee is not required. 

__ Other: 

..XXXO..No special provisions apply. 

cc: Craduate School 
Project Director 

./ Director of School or 
Chairman of Department 

Sincerely, 
---, - , 
_- ,.._ r'•J~\_I 

Cha1n:an, Htiun Subjects 
Review Committee 

at Denton 
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P. o. Box 22124 
TWU Statton 
Denton, Texas 76204 

Dear Sir: 

I am a doctora1 student tn Nurstng at Texas Woman's Universtty. My area of 
research ts the psychosoctal variables affecting gay men who have the 
AIDS vtrus and those who continue to be at rtsk for exposure to the virus. 

I wou1d appreciate your assistance with my research study by completing 
the enclosed questionnaire. One sectton asks for demographic data, the 
other two sections are composed of questions to e1tcit your response to 
severa1 different psychosocia1 variab1es. The completion of the entire 
questionnaire should take less than 30 minutes. 

C01PLETION ANO RETURN OF THIS QUESTIONNAIRE WIU BE CONSTRUED AS 
INFORMED CONSENT TO ACT N3 A SUBJECT IN THIS STUDY. 

There may be some emotional responses to some of the questions. You do 
not have to answer a question tn the order that it ts given If you fee1 
uncomfortable with a quest ton, go on to the next section and return when 
you fee1 more at ease about answertng those specific questions. 

You can withdraw from the study at any time. Strict confidentiality is 
guaranteed. On1y group results wm be reported. Do not put your name on 
any sheet of paper or on the envelope provided. 

The results of this study wm guide health professionals, especially 
nurses, in providing emotional support for individuals with AIDS and to 
those who are at high risk for deveJoptng AIDS. 

In order to facmtate the completion of this research project, your prompt 
attention to all sections of this questionnatre would be most appreciated. 
I know how busy you can be and I would therefore Hke to thank you In 
advance for returning the data sheet and the questionnaires to me in the 
self-addressed stamped envelope. 

Sincerely, 

~ 
Gregory A Bechtel, R.N., M.S., M.P.H. 
Doctoral Student 
College of Nursing 
Texas Woman's University 
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The Purpose-in-life Test is a copyrighted instrument and may be obtained from: 

Psychometric Affiliates 
1620 East Main Street . 
Murfeesoboro, Tennessee. 37130 
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APPENDIXD 

The Norbeck Social Support Questionnaire is a copyrighted instrument and may be 
obtained from: 

Jane S. Norbeck, D.N.Sc. 
Department of Mental Health and Community Nursing 
University of California, San Francisco 
N505-Y 
San Francisco, California 94143 
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CPNPt EifON AND RETURN CE THIS QUESJJONNAIRE WILL BE CoNSJBWEP AS 
INfOBMEP CCNSFNT TO ACT-AS A SUaJECI IN THI$ srupy 

DEMOGRAPHIC DATA SHEET 
I nstruct1ons: 

Please complete the following items to the best of your ab111ty. You do not 
have to answer the quest1ons in the order that -they are asked, BUT PLEASE 
ATTEMPT TO ANSWER ALL QUESTIONS. THE INFORMATION YOU PROVIDE WILL 
BE KEPT STRICTLY .CONFIDENTIAL. 00 NOT PUT YOUR NN1E ON ANY SHEET. 
When you have completed the entire questiomaire, place the sheets tn the 
envelope provided. Your cooperatton ts greatly appreciated. 

AGE: 
__ Under 25 years of age 
__ 26-30 years of age 
__ 31-35 years of age 
__ over 36 years of age 

RACE: 
__ White 
__ Non-whtte 

Personal Income: 
__ Less than $15,000/year 
__ S 15,001 - $25,000/year 
__ $25,00 I - SS0,000/year 
__ Greater than $50,000/year 

Length of time in current relationship: 
__ I am not tn a relationship at this ttme 
__ Less than 6 m9nths 
__ 6 months - 1 year 
__ 1-year - 5 years 
__ More than 5 years 

Is your sexual preference known outside your immediate circle of friends? 
__ Yes · 
__ No 

Do you practice ·safe sex· Cl.e., use of condoms, mutual masturbation, etc.)? 
__ Yes 
__ No 
__ 1 do not have sexual encounters wtth other individuals 
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Has the educat1onal material on AIDS changed your sexual practtces (1.e., 
reduction in the-total number of sexual partners, use of ·safe sex·)? 
__ Yes, I have altered my sexual practices 
__ No, I have not altered my sexual practices 
__ Prior to the AIDS epidemic, I only participated tn ·safe sex· and/or 

only had sex with one tndtvtdual 

How many dtff erent 1nd1v1duals have you had intimate sexual contact with 
during the lastthree months? 
__ No sexual contacts 
__ 1,tndivtdual 
__ 2 - 4 tndtvtduals 
__ S - 1 O tndtvtduals 
__ More than 1 O individuals 

Have you used any illegal drugs during the last stx year which were 
·mainlined" into your veins or otherwise injected into your body? 
__ Yes 
__ No 

Do you consider yourself: 
__ Agnostic (one who belteves it ts Impossible to know about a God) 
__ Atheist (denies the existence of a God) 
__ Mtnimally reltgious 
__ Moderately reHgious 
__ Very religious 

Are you an active member of an organized reJtgtous group? 
__ Yes 
__ No 

How frequently have you seen a health-care practitioner (physician or nurse) 
during the last 12 months for a physically-related problem? 
__ None 
__ I or 2 times 
__ 3 to S times 
__ More than five times 

How frequently have you seen a mental-health practitioner (psychiatrist, 
psychologist, social worker, nurse, minister) during the last 12 months? 
__ None 
__ 1 or 2 times 
__ 3 to s times 
__ More than 5 ttmes 
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How do you currently view your health status? 
__ Exce11ent 
__ Good 
__ Fair 
__ Poor 

I have been told by my doctor (check an that apply): 
__ I have AIDS 
__ I have ARC (AIDS Related Comp1ex, lesser AIDS, or pre-AIDS) 
__ I have the AIDS virus 
__ I do not have the AIDS virus 
__ I do not have the AIDS virus but I am at high risk for being exposed to 

the AIDS virus 
__ I have not been tested for the AIDS virus 

If you checked any of the first three statements in the above question, 
please complete the fo11owing three questions. If you cheeked any of the 
last three statements, please skip the following three questions and go to 
the paragraph at .the end of this questionnaire. 

Time since informed of having the AIDS virus, if applicable: 
__ Less than 6 months 
__ 6 months - 1 year 
__ More than 1 year 
__ Not app11cable to me 

Time since inf onned of AIDS Related Complex, if applicable: 
__ Jess than 6 months 
__ 6 months - 1 year 
__ Greater than I year 
__ Not applicable to me 

Time since diagnosis of AIDS, if applicable: 
__ Less than 6 months 
__ 6 months - 1 year 
__ More than 1 year 
__ Not appltcable to me 

Thank you for your time and effort in completing this part of the 
questionnaire. Please go on to the next section. 
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PWA Control 
(N=36) (N=31) 

Age: 

<25 years of age 04 (11.1 %) 08 (25.8%) 
26-30 years of age 11 (30.6%) 10 (32.3%) 
31-35 years age 14 (38.9%) 06 (19.4%) 
>35 years of age 07 (19.4%) 07 (22.6%) 

Race: 

White 36 (100%) 31 (100%) 
Non-white 00 (00.0%) 00 (00.0%) 

Personal Income: 

<$15,000/year 07 (19.4%) 07 (22.6%) 
$15,001-$25 ,000/year 13 (36.1 %) 16 (51.6%) 
$25,001-$50,000/year 15 (41.7%) 07 (22.6%) 
>$50,000/year 01 (02.8%) 01 (03.2%) 

Length of time in current relationship: 

No relationship at this time 23 (63.9%) 17 (54.8%) 
Less than 6 months 01 (02.8%) 06 (19.4%) 
6 months - 1 year 04(11.1 %) 01 (03.2%) 
1 year - 5 years 07 (19.4%) 03 (09.7%) 
More than 5 years 01 (02.8%) 04 (12.9%) 

Sexual preference known outside circle of friends: 

Yes 36 (100%) 31 (100%) 
No 00(00.0%) 00 (00.0%) 

"Safe-sex" practiced: 

Yes 36 (100%) 31 (100%) 
No 00 (00.0%) 00 (00.0%) 

Educational material changed your sexual practices? 

Yes 36(100%) 31 (100%) 
No 00 (00.0%) 00 (00.0%) 
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· Number of sexual partners in the last three months: 

No sexual contacts 09 (25.0%) 09 (29.0%) 
1 · individual 15 (41.7%) 04 (12.9%) 
2 -4-individuals ll (30.6%) 16 (51.6%) 
5 -10 individuals 01 · (02.8%) 01 (03.2%) 
More than 10 individuals 00 (00.0%) 01 (03.2%) 

Do you consider yourself: 
~-

Agnostic 03 (8.3%) 02 (06.5%) 
Athesist 02 (05.6%) 01 (03.3%) 
Minimally religious 15 (41.7%) 18 (60.0%) 
Moederately religious 14 (38.9%) 08 (26.7%) 
Very religious 02 (5.6%) 01 (03.3%) 

Active member of an organized religious group: 

Yes 06 (16.7%) 08 (26.7%) 
No 30(83.3%) 22 (73.3%) 

Perception of health status: 

Excellent 01 (02.8%) 16 (53.3%) 
Good 03 (08.3%) 10 (33.3%) 
Fair 15 (41.7%) 02 (06.7%) 
Poor 17 (47.2%) 02 (06.7%) 

Visits to a health-care practitioner for physically related 
problems during the previous 12 months: 

None 01 (02.8%) 12 (38.7%) 
1 or 2 times 04 (11.1 %) 15 (48.4%) 
3 to 5 times 07 (19.4%) 03 (09.7%) 
More than 5 times 24 (66.7%) 01 (03.6%) 

Visits to a mental-health practitioner during the 
previous 12 months: 

None 05 (13.9%) 23 (74.2%) 
1 or 2 times 01 (02.8%) 04 (12.9%) 
3 to 5 times 06 (16.7%) 02 (06.5%) 
More than 5 times 20 (55.6%) . 01 (03.2%) 

Overall support lost: 

None 02 (05.6%) 01 (03.2%) 
A little 08 (22.2%) 10 (32.3%) 
A moderate amount 12 (33.3%) 10 (32.3%) 
Quite a bit 06 (16.6%) 02 (06.5%) 
A great deal 07 (19.4%) Missing Data 



Time since informed of RTL V-ill+: 

Less than 6 months 
6months -1 year 
More than 1 year 

Time since informed of AIDS: 

Less than 6 months 
6 months - 1 year 
More than 1 year 

03 (08.3%) 
11 (30.6%) 
19 (52.8%) 

16 (44.4%) 
13 (36.1 %) 
03 (08.3%) 

n/a 
n/a 
n/a 

n/a 
n/a 
n/a 
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