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Abstract 

 

The aim of this study is to investigate the relationships between age, 

psychosocial variables of self-esteem, satisfaction with life and social 

isolation amongst multiple sclerosis patients, also examining the 

relationship of time living with MS on self-esteem and satisfaction with 

life respectfully. The sample consisted of 82 participants (N = 82) which 

were recruited using a snowball sampling method. A quantitative, 

correlational study design was employed and participants completed an 

online self report questionnaire measuring three scales, Rosenberg self-

esteem scale, Satisfaction with Life Scale (SWLS) and Lubben Social 

Network Scale (LSNS-6). Regression analysis was carried out and the 

results showed no significant relationships. Therefore, it was concluded 

that to strengthen future results, researchers are encouraged to increase 

the sample size and any further studies should adopt a mixed method 

approach. A broader discussion on sampling and gender diversity is 

contained within the study.   
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Chapter 1:  Introduction 

 

 

            Multiple sclerosis (MS) is one of the most common diseases of the central 

nervous system. Today more than 2,300,000 people suffer from MS worldwide, with 10,000 

MS patients living in Ireland (Multiple Sclerosis International Federation, 2018). MS is a 

lifelong disease of the nervous system including the brain, spinal cord and optic nerves (MS 

Ireland, 2018). Symptoms of MS range from mild sensory problems to severe disability. The 

cause of MS has not been identified and, currently, there is no cure. Diagnosis of MS 

generally occurs between early and mid adulthood, a time where family and career plays a 

major role in an individual’s life, also having a major impact on people’s social relationships, 

lifestyle and careers due to mobility issues, sexual dysfunction and difficulty in finding and 

maintaining employment. As a result of these environmental and physical stressors, the 

psychological wellbeing of those living with MS is of upmost importance as rates of 

depression, anxiety and fatigue are distinctly high among this population (MS Ireland, 2018). 

MS is usually diagnosed between the ages of 20 and 40, with more than twice as many 

women than men suffering from MS, and those living in cooler climates are more susceptible 

to developing the condition. 

           MS is a complicated and an unpredictable condition that varies from person to 

person and does not follow a set pattern. Whereas some people may be only mildly affected 

throughout their lives, for others, progression happens more quickly, with most people 

experiencing something in between these extremes (MS Ireland, 2018). It is estimated that 

approximately 60% of people who start off with relapsing remitting MS may later develop a 

progressive form of the condition, known as secondary progressive MS. In this case people 

will experience a decrease in the number of relapses but an increase in the level of disability. 
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Secondary progressive MS generally occurs 15-20 years after diagnosis. In some cases, 

people with secondary progressive MS continue to experience relapses (MS Ireland, 2018). 

Cognitive impairment can be present in up to 50 –70% of MS patients and is most often 

characterized by deficits in attention, information processing, long-term memory, visual 

spatial perception, and executive function. (Amato et al., 2006; Wallin et al., 2006)  

                       Consequently MS presents each patient with a diversity of diagnosis 

and a unique set of medical, emotional and social challenges. The first moment of diagnosis 

for many MS patients begins a lifetime of uncertainty and adjustment, of relapse and 

remission and emotional confusion. According to Minden et al (2014), people with multiple 

sclerosis experience high rates of emotional disorders including depression, anxiety, and 

adjustment disorders. Further studies have examined the relationship between low self-

esteem and poor quality of life (Dlugonski & Motl, 2012; Kirana et al, 2009) which will be 

discussed in more depth later in the introduction.   

               This study aims to provide better insight into examining a patient’s perception of 

their daily social interactions, the different types of social relationships and their quality, 

while contending with the many restrictions imposed by MS. In addition to examining these 

relationships the current study will focus on the possible negative effects of social isolation, 

through investigating the relationship of age and psychosocial variables, of self-esteem and 

satisfaction with life’s affect on MS patient’s levels of social isolation. One important reason 

for such investigation results from a negligent level of literature current in the context of MS. 

   

 

1.1 Social Isolation amongst Multiple Sclerosis Patients 



9 
 

  “Sometimes you put walls up not to keep people out, but to see who cares enough to break    

them down” ~Socrates 

                             Diagnosis of MS is often experienced as a loss and reformation of 

one’s identity (Irvine et al., 2009). When people think about MS, they tend to focus on the 

more apparent consequences of the more severe forms of the disease, the weakness and the 

falls. Yet, the reality for many patients is quite different. Many patients with MS have no 

apparent deficits at first glance, even family might not have a clue that they have been 

diagnosed with the disease. But that does not necessarily mean they have no significant 

symptoms. At first, individuals attempt to pass as normal.  

                    The initial realisation of the consequence of MS, can understandably lead 

to negative emotions, often triggering the first instance of withdrawal from those around 

them, creating their own form of isolation. According to Delelis (2002); social isolation 

behaviour, the avoidance or refusal of others’ presence or physical contact with others; results 

in an individual being alone. This behaviour may involve withdrawal or a temporary 

departure from others or a turning inwards, research suggests that this is providing a person 

with temporary social isolation to cognitively or emotionally process information, which can 

occasionally lead to accepting the event and its consequences, moreover this temporary 

isolation can offer the person an opportunity to assimilate the reality, and take a personal 

perspective before seeking a supportive view or sharing with others. Interestingly, it could be 

argued due to the unpredictability of MS and the high percentage of cases of secondary 

progressive MS some 15 to 20 years after initial diagnosis as research above suggests, this 

progression could see the end of remission and an onset of relapse during the lifetime of a 

high proportion of the MS population. As a result, a potential reintroduction of a new 

traumatic event, and a new introduction of negative emotions, as Matson and Brooks (1977) 
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theorised, the adaptation to MS requires not only an initial adjustment to the diagnosis of the 

condition, but continuous efforts of readjustment throughout its lifetime, due to the erratic 

nature of its symptoms.  

                 As a result the MS patient could go through a repeated temporary isolation 

to re-assimilate a new reality, with possibly worsening consequences due to the patient’s 

progression in age, generating an almost layering process of original negative emotions. 

Similar research conducted by Minden and Schiffer (1990) and Strauss et al (1984) theorise 

that associated problems, such as poor symptom control, fatigue, sexual dysfunction and 

social isolation can contribute to failed efforts to manage medical crises, fear of symptom 

exacerbation, and physical deterioration despite adherence to the medical regimen, further 

contribute to uncertainty and counteract attempts at successful adjustment to MS. 

               Patients with MS require an ongoing process of adjustment, which 

challenges a person’s self-definition and sense of purpose. Restoration of meaning that 

incorporates the new illness realities is an important process in adjusting to an illness (Taylor, 

1983). The person firstly needs to consider internal and external perspectives, to observe 

human interactions at different levels. Exploring the question of social isolation is that of 

social relations and social support. Although the role of social support in reducing 

psychological distress among a person with MS has been demonstrated in research by Gulick 

(1994) found in unmarried persons, women were at particular risk reporting diminished 

support over the duration of their illness. Men identified their spouses as their main source of 

emotional support, whereas women tended to draw emotional support from both their spouse 

and family. Although one might predict that persons who are more impaired and require more 

assistance may be more socially isolated, current research suggests that perceived social 

support was not related to functional disability. 
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                      The relationship between MS and social support remains an area with 

many unanswered questions, especially concerning intervention options. Further research in 

the area by Black and Dorstyn (2015) proposed that a positive effect and self-efficacy 

emerged as significant contributors to MS patient’s level of resilience, while fatigue, physical 

independence, and support from family and friends were indirect influences. Similarly, 

research by Silverman et al (2017) puts forward that their partners and providers have 

endorsed psychological adaptation, social connections, and physical well-being as important 

factors associated with resilience, while fatigue, social limitations, and depression were seen 

as barriers. The research above by Gulick (1994) does suggest women were at particular risk 

from diminished social support over the duration of their illness. MS is twice as prevalent in 

women, although women may have more opportunities for dyadic coping with individuals 

outside of the marital relationship than men (Hess & Soldo, 1985). Across their life span 

women report having more close social relationships (Antonucci & Akiyama, 1987;               

Antonucci et al., 1998). 

                   An element of this study will examine the relationship of support for MS 

patients to measure the perceived social support received by family and friends and its 

influence on perceived social isolation.  

1.2 Social Isolation and Age amongst Multiple Sclerosis Patients  

                   One effect of ageing show that MS suffers often face additional sensory, 

physical, and cognitive changes due to their illness, in addition to the health changes that 

occur with typical aging. Many of the secondary conditions associated with MS, such as 

chronic pain, cognitive changes, and fatigue, also worsen with age (Ehde et al., 2013; Ehde et 

al., 2005). Despite the possibly progressive nature of this neurological disease, most people 

with MS live a relatively normal life span, with 50% of people living over 30 years after the 
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diagnosis (O’Connor, 2002). The effects of MS on the aging experience are relatively 

unexplored. This may be because of the complexity of combining an understanding of both 

aging and disability as independent factors in a person’s life (Stern, 2005). Better adjustment 

in late life to chronic illness may be a result of older adults having greater experience with 

chronic illness (Williamson & Schulz, 1995) the implications for MS patients extend beyond 

simply aging. One aim of this study is to build upon the negligent level of existing research in 

ageing of MS patients.     

                        The physiological and psychosocial issues related to change in 

function at a relatively early age have a detrimental effect on their world. Research in the area 

conducted by Fong et al., (2006) shows major concerns about aging regarding MS patients 

social, and care support systems responding to their individual needs, while keeping them 

socially engaged and active despite increasing levels of functional limitation over time. Those 

aging with MS frequently engaged in efforts to negotiate with others to maintain access to 

their environment. As over time and with increasing age, each MS patient has to consider the 

effort expended against the benefit and the support needed, and how their functional 

limitations might impact a change in social support over time. Further research in this area 

changes direction, bringing age far beyond physical symptoms, and considers MS and its 

diversity of chronic symptoms, which presents psychosocial challenges to healthy aging with 

MS.  Interestingly, many cognitive changes can result in MS patients ending employment 

prematurely; losing the sense of productivity, social interaction, and financial stability that 

employment can provide (Julian et al., 2008; Roessler & Rumrill, 2003). 

                 Social isolation might be particularly detrimental for the health of people 

with low health literacy, who may have greater need to rely on their social networks for 

instrumental and decision-making support or for behavioural cues to compensate for their 

lack of skills in managing health (Lee et al., 2004). The body of evidence surrounding age in 
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MS patients is complex and yet again highlights the unpredictable nature of the disease. The 

psychosocial challenges fluctuate throughout their lifetime limiting social access and social 

support, physical symptoms ever changing, not directly connected to progression of age, the 

change and function limitations at a relatively young age. The difficulty in distinguishing 

from the typical aging process and aging through MS has limited research. One aim of this 

study is to examine the relationship of age’s impact on MS patient’s social isolation.                                                           

1.3 Social Isolation and Self Esteem amongst Multiple Sclerosis Patients 

               Self-esteem is defined as a judgment of one’s self-worth (Rosenberg, 1989), 

and this evaluation is often based on consideration of salient life domains including physical, 

mental, and social functioning. Women with physical disabilities (Nosek et al., 2003) and, in 

particular, persons with MS (McCabe, 2005; McCabe & Di Battista, 2004) consistently 

reported lower levels of self-esteem compared with the general population. 

                      Therefore it is not surprising that self-esteem levels are generally lower 

in MS patients due to the physical disabilities and variety of impairments in functioning. This 

builds upon research conducted by Mann et al (2004) low level of self-esteem in persons with 

MS is likely to be associated with negative consequences based on the well established 

relationship between low self-esteem and poor psychological and physical health outcomes in 

the general population, furthermore, low self-esteem can be associated with depression, 

unhappiness and further studies have examined the relationship between low self-esteem and 

worsened recovery rates, after illness within the general population (Kirana et al., 2009). MS 

can present challenges to performing social functions and consequently may reduce self-

esteem. Low self-esteem has been correlated with poor quality of life among people with MS 

(Dlugonski & Motl, 2012).  
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                      As evidenced above self-esteem is an important factor to consider when 

studying physical and psychological health outcomes in populations who are living with a 

chronic disease, including MS, in the area of research conducted on social relationships as a 

strategy for overcoming a consistent low level of self-esteem in persons with MS (McCabe & 

Di Battista, 2004). The positive association between social support and self-esteem is 

consistent with recent research that reported a moderate and positive relationship between 

social support satisfaction and self-esteem in persons with MS (Gay et al., 2010). The belief 

that family, friends, and romantic partners are able to provide support during stressful times 

has a bearing on levels of mental and physical health, self-esteem of women with disabilities 

and has been linked with their quality of life (Duvdevany, 2010). In addition self-esteem has 

been shown to protect the self against life stressors, dynamic self-esteem is a social gauge 

that responds to situational circumstances and challenges (Mruk, 2006) Consequently, a lack 

of social connections and social identity can generate low self-esteem in individuals with 

disabilities (Forgeron et al., 2013). Interestingly, research in the area of social isolation and 

self-esteem examines the MS patient’s acceptance of social support, could be dependent upon 

a number of factors such as research conducted by Simpson, Winterheld, Rholes, and Orina, 

(2007) that support attempts that are adapted to recipients’ personalities and goals may also 

enhance the quality and success of these interactions. MS patients or people experiencing a 

major crisis or chronic stressful condition are sometimes surprised to find that support is not 

as abundant or as skilful as they expected (Dunkel-Schetter & Bennett, 1990). 

                   Furthermore, recipients’ self-esteem is liable to influence how serious, 

difficult, or uncontrollable recipients perceive the stressful situation to be, so it should be 

accounted for in a model of matching support. Therefore, the presents of social care or social 

support is not the only factor involved in the levels of self-esteem with MS patients, but the 

perception in which it is being delivered and in which it is being received, giving strong 
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consideration to the bidirectional effect on levels of self-esteem. In addition the body of 

research suggests that self-esteem has an effect on physical health outcomes in the general 

population as well as the chronically ill.    

1.4 Social Isolation and Satisfaction with Life amongst Multiple Sclerosis Patients 

Satisfaction with life the global self-evaluation of one’s life according to own chosen 

values (Shin & Johnson, 1978) acts as an important indicator of mental health (Pilar Matud, 

Bethencourt, & Ibáñez, 2014). This private orientation to happiness and experience of 

pleasure is the cognitive component of subjective wellbeing (Diener, Oishi, & Lucas, 2003). 

As a central construct of positive psychology, satisfaction with life is based on a 

comprehensive perception of overall quality of life (e.g., “In most ways, my life is close to 

my ideal;” Diener, Emmons, Larsen, & Griffin, 1985) the uncertainty of MS and 

unpredictability of flare-ups may lead individuals with MS to seek out support to manage the 

condition despite the severity of their disability. Furthermore when individuals with MS 

relapse, they may need realistic support to get their immediate needs met. 

                      A mounting body of evidence suggests that attachment and social 

integration strongly associated with life satisfaction, depression, and anxiety, attaches social 

integration and provides individuals with comfort, security and happiness through group 

identity and integration with social ties, while maintaining connection with their 

spouses/partners, family members, and friends (Weiss, 1974). Consistent with the existing 

literature (Chronister et al., 2006, 2008; Chronister, 2009; Cobb, 1979) that perceiving 

stronger attachment is correlated with higher life satisfaction and lower levels of depression. 

Attachment, a form of emotional support, is fundamental to individuals’ mental health 

(Chronister et al., 2006, 2008; Chronister, 2009; Cobb, 1979). As discussed earlier in the 

introduction, as individuals with MS, age, and as their level of disability increases, their level 
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of need related to family and friends increases, and their desire to maintain or improve their 

relationships with spouses/partners or other close ties also increases (McCabe et al., 2015). 

Similar research in this area have shown that spouses/partners and family members report 

stress and frustration when they help individuals with MS cope with the condition, and that 

they feel anger and grief when they observe the progression of MS affecting their loved ones 

(Devins, Seland, Klein, Edworthy, & Saary, 1993) The stress encountered by friends and 

family has an effect on the prospective on life satisfaction, people with MS have high levels 

of uncertainty and frustration and have great difficulty in communicating their needs to 

others.  

                                Throughout this introduction, the research continues to link back 

to the unpredictability of MS, and the uncertainty of many aspects in it progression, as the 

onset of the illness may be acute or gradual or there may be relapses followed by periods of 

remission, there may be a progressive deterioration in health (Lublin &Reingold, 1996) it 

would be expected that it would have a substantial impact on the quality of life.  

                      Further studies by Aronson (1997) have found that people with MS 

reported that their lowest level of subjective quality of life was with health, and their highest 

level of subjective quality of life was with family relationships. The factor that most strongly 

contributed to lower subjective quality of life among people with MS was reduced social 

activities due to MS. Aronson (1997) also found that people with MS who demonstrated 

acceptance of the disorder were more likely to demonstrate a higher satisfaction with their 

quality of life. 

Therefore the research suggests that as would be expected, MS would have a 

substantial impact on life satisfaction, but in addition perceiving stronger attachment is 

correlated with higher life satisfaction, the importance of connections with partner/spouse, 
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family and friends has also been shown to have a strong focus, which could be considered a 

determining factor in the relationship influencing internal/external social isolation.    

1.5 Rational 

The rationale of this study is to look at the predictor variables, age, self esteem and 

satisfaction with life, simultaneously to access their relationship to the criterion variable 

social isolation to predict if there will be a significant positive relationship. Hawthorne (2006) 

defined social isolation as living without companionship, having low levels of social contact, 

little social support, feeling separate from others, and experiencing loneliness. The purpose of 

this study is to critique these variables while examining deeper research in the area of internal 

social isolation and external social isolation, and examine influences of the individual, group, 

community and the larger social environment as incorporating effects. Although MS accrues 

in twice as many women as men, the current research in this area has highlighted the 

limitations regarding gender, as the distribution of research is strongly focused on women and 

present research on men is quite sparse.    

1.6 Main Hypotheses 

 

1. The first hypothesis predicts a significant positive relationship between age, self-

esteem and satisfaction with life to have an effect on social isolation. 

2. The second hypothesis predicts a significant relationship between length of time 

living with MS and level of self-esteem. 

3. The third hypothesis predicts a significant relationship between length of time 

living with MS and level of Satisfaction with life. 

 



18 
 

Chapter 2: Methodology 

 

2.1 Participants  

A total of 82 multiple sclerosis patients over the age of 18 participated in this study. 

The sample consisted of 80 females and 2 males, aged between 28 and 74 (M = 50.37, SD = 

9.44). Participants were recruited by means of an online survey and accessed through a link, 

which inviting them to take part in a study through social media (Facebook), additionally the 

study allowed for linking through other social media platforms. The study used a snowball 

sampling method and participation was voluntary, anonymous and confidential, this was 

described in detail within the introduction and consent sheet at the beginning of the survey, 

also no inducements of any type were offered for participation in this study.   

2.2 Design 

       A quantitative correlation design was employed to investigate the relationships 

between multiple predictor variables of age and psychosocial variables of self-esteem and 

satisfaction with life. Self-esteem was measured using the Rosenberg self-esteem 

questionnaire (Rosenberg, 1965) (see Appendix B) also the psychosocial variable of 

satisfaction with life was measured using the Satisfaction with life scale (SWLS, Diener et 

al., 1985) (see Appendix C), in an attempt to assess their relationship to a single criterion 

variable of social isolation, which was measured using the shortened version of the Lubben 

Social Network Scale – 6) (LSNS-6, Lubben, 1988) (see Appendix A). A demographic 

questionnaire was used to gather information for age, gender and age first diagnosed with 

MS. 
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For hypothesis 1, predictor variables of age, self-esteem and satisfaction with life, a 

multiple regression was performed to analyse a potential relationship to the criterion variable 

of social isolation. For hypothesis 2, a linear regression was performed to analyse if length of 

time living with MS could be a predictor on levels of self-esteem. 

For hypothesis 3 a linear regression was performed to analyse if length of time living 

with MS could be a predictor on level of satisfaction with life.    

2.3 Materials  

Materials consisted of an online Google forms survey comprising information and 

consent sheet, (see Appendix D) demographic questions and three self- report questionnaires. 

Participants were invited to take part through social media links, and each response was 

collected via an online link and recorded to Google documents. The information and consent 

sheet outlined the purpose of the study, the duration and details of the data storage. The 

information sheet also advised on the right to withdraw and informed participants the study 

was entirely voluntary, anonymous and confidential. Participants were made aware of the 

potential risk of developing minor negative feelings by completing the survey. Participants 

were advised of contact information for support services (see Appendix E)  

2.3.1 Social Isolation Scale 

Lubben Social Network Scale (Shorten six item version scale) (LSNS-6) (Lubben, 1988)    

The Lubben social Network Scale is a self-report measure of social engagement 

including family and friends. There are two versions of the scale, the short 6 item scale 

(LSNS-6) and the 12 item scale (LSNS-12). The total score is calculated by finding the sum 

of the all items. This study used the short 6 item scale (LSNS-6), the scoring ranges between 

0 and 30, with a higher score indicating more social engagement, the items which measure 
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the size of active network of family and friends, with whom the participants could talk to or 

call for help. The (LSNS- 6) is a set of three questions which assess family social connection 

and a comparable set of three questions which assess friendship social connections. The 3 

questions are (1) How many relatives do you see or hear from at least once a month? (2) How 

many relatives do you feel at ease with that you can talk to about private matters? (3) How 

many relatives do you feel close to such an extent that you could call on them for help? Those 

three questions are repeated with respect to friends by replacing the word relatives with the 

word friends. Every question has 5 options as answers: 0 = none, 1 = one, 2 = two, 3 = three 

or four, 4 = five through eight and 5 = nine or more, higher score indicating more social 

engagement. The LSNS-6 has proven to be a reliable measure. The Chinese version of the 

LSNS-6 demonstrated sound internal consistency Cronbach’s, α = 0.83. In addition two 

subscales of the LSNS-6 also had reliable internal consistency, α = 0.90 & 0.95 for family 

subscale and friends subscale, respectively (Chang Q, Sha F, Chan CH, Yip PSF, 2018) Test  

internal reliability for the 6 item scale demonstrated consistency, α = 0.83 (Lubben, 1988). In 

the current study, the Cronbach alpha coefficient was α = .86. 

2.3.2 Self-esteem Scale (Rosenberg, 1965)  

The Rosenberg Self-Esteem Scale consists of ten items and is used to gather a 

measure of a person’s self-esteem. The Rosenberg self-esteem scale measures self-esteem on 

a four point Likert scale. It ranges from 0 = “strongly disagree” 1= “disagree” 2 = “agree” 

and 3 = “strongly agree”. There are 10 examples of both positive and negative expressions of 

self-esteem items. Examples of items asked were “I feel I have a number of good qualities”; 

“I feel that I’m a person of worth, at least on an equal plane with others”; “I feel I do not have 

much to be proud of”. Reverse scoring was carried out on items 2, 5, 6, 8, and 9. The greater 

the total score, the greater the level of self-esteem. According to Wongpakaran, T., & 

Wongpakaran, N. (2012) the Rosenberg self-esteem scale had good internal consistency, with 
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a Cronbach alpha coefficient reported of α =.89. In the current study, the Cronbach alpha 

coefficient was α = .87. 

2.3.3 Satisfaction with Life Scale (SWLS; Diener, 1985) 

The satisfaction with life scale (SWLS) was used to measure the level of life 

satisfaction in participants. The SWLS is a 5 item questionnaire, asking participants to write a 

number next to 5 statements, examples of such are (‘in most ways my life is close to ideal’ or 

‘I am satisfied with my life’). Participants indicate to what extent they agree with each 

statement by choosing the level of agreement, by the statement or phrase, 7-point Likert 

scale, examples such as 7 = strongly agree, 6 = Agree, 5 = slightly agree, 4 = neither agree 

nor disagree, 3 = slightly disagree, 2 = Disagree, and 1 = strongly disagree. Scores are added 

together for each item to give a total satisfaction with life score. The range of scores are from 

5-35 and the higher the score the greater satisfaction with one’s life. The SWLS has proven to 

be a reliable measure. According to Galanakis, M., Stalikas, A., Pezirkianidis, C., & 

Karakasidou, I. (2016) satisfaction with life scale had good internal consistency, with a 

Cronbach alpha coefficient reported at α =.85. In the current study, the Cronbach alpha 

coefficient was α = .90. 

2.4 Procedure 

Prior to the survey going live, ethical approval was received from Dublin Business 

school ethics committee. A Google document survey link was posted on a social media 

platform, and participants were invited to take part in the study. Upon clicking on the link to 

the online version of the questionnaire, respondents were taken to the introduction page 

which presented the respondent with an information and consent sheet, which informed the 

respondent of the nature of the study and the expected duration, it also informed of its 

anonymous, voluntary and confidential nature. Respondents were also advised of the 
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potential risk of questions causing negative feelings and that support services contact details 

were available. Respondents were given an option to exit from the survey by selecting “no” 

respondents were automatically directed to the end of the questionnaire, providing them with 

details of support services. Respondents who consented to proceed with the survey, 

completed a demographic questionnaire comprising age, gender and age first diagnosed with 

MS. Respondents continued with three questionnaires, following instructions on completion 

of each question section. Respondents were advised it would not be possible to withdraw 

from participation after the questionnaire had been submitted and, that by submitting the 

questionnaire they would be consenting to the survey. Completion of the three questionnaires 

brought the respondent to the final screen, which contained information on support services. 

Data was collected and stored securely on a password protected computer, this data was 

analysed using SPSS version 25. A multiple regression was preformed to test hypothesis 1, 

which was performed to examine whether there would be a significant positive relationship 

between age, self-esteem and satisfaction with life on levels of social isolation. A liner 

regression was preformed to test hypothesis 2, to examine whether there would be a 

significant relationship between length of time living with MS and level of self-esteem, also a 

liner regression was preformed to test hypothesis 3, to also examine whether there would be a 

significant relationship between length of time living with MS and level of Satisfaction with 

life.    

2.5 Ethics   

There is a minimal risk of harm or distress to participants engaging with this study, 

however careful consideration was given to the structure and presentation of the survey and 

study, due to the range of sensory symptoms encountered by MS patients and the 

unpredictable nature of the condition, which could potentially lead to negative reactions from 

research questionnaires. To address any possible issues or risks, each potential aspect was 
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considered in a systematic manner, leading from, the information sheet giving full discloser 

of study details prior to each respondents acceptance to proceed, also displaying the duration 

of survey and the method in which the storage of data. Clearly outlining to each respondent 

that questions involved in the survey might cause some minor negative feelings and 

reassuring each respondent that these questions have been used widely in previous research. 

Furthermore informing each respondent of the option to exit from the survey is displaying the 

study’s openness to respondents consent and outlining full discloser on the option to exit 

from the survey by selecting “no” on consent screen. Capacity – understanding on inception 

that respondents are already active members of online platforms, and have an understanding 

of social media, which gives a clear view of each respondent’s ability to cognitively navigate 

through the questionnaires. Voluntary – snowball sampling method, gives personal choice for 

each respondent to select link and proceed with the survey. Each respondent is informed that 

the information is completely anonymous, voluntary and confidential, also the data is stored 

securely and all of the questionnaires are completely free of personal information. The 

researcher, supervisor and support services details are listed on the final screen of the survey 

to reassure participants and give transparency to the study. It is important to respect the rights 

and dignity of each participant at all times, as cognitive impairment can be present in up to 50 

–70% of MS patients and is most often characterized by deficits in attention, information 

processing, long-term memory, visual spatial perception, and executive function (Amato et 

al., 2006; Wallin et al., 2006) Emphasizing the importance of incorporating a straight forward 

and simple formatted survey. 
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Chapter 3: Results 

3.1 Descriptive statistics 

The aim of this study was to establish if there was a relationship between the predictor 

variables of age, self-esteem and satisfaction with life and the criterion variable of social 

isolation amongst multiple sclerosis patients. Descriptive statistics were conducted to analyse 

the characteristics of the variable data, also inferential statistics were conducted to analyse 

and assess the relationships and significance of each variable. Descriptive analysis data for 

living with the condition was gathered by means of demographic question, Age first 

diagnosed with MS (M = 37.6, SD = 11.68), (see Figure 1) and converted to a variable of 

time from first diagnoses to present age (Age living with the condition) (M = 12.74, SD = 

10.94) (see Figure 2) A preliminary analysis was conducted to ensure that there was no 

violation of the assumptions of normality, linearity, multicollinearity and singularity. The 

inferential statistic analysis was performed using a multiple regression to test whether age, 

self-esteem and satisfaction with life were predictors of social isolation also two linear 

regressions were conducted, the first one attempted to predict a significant relationship 

between length of time living with condition (MS) and levels of self-esteem, whereas the 

second one attempted to predict a significant relationship between length of time living with 

condition(MS) and levels of Satisfaction with life.    
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Figure 1: Descriptive analysis distribution data for living with the condition was gathered by 

means of demographic question, Age first diagnosed with MS (M = 37.6, SD = 11.68) had a 

broad age distribution. 

 

 

 

 

 

  

 
 

Figure 2: Descriptive analysis distribution data for variable of time from first diagnoses to 

present age (Age living with the condition) (M = 12.74, SD = 10.94) 
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 A Cronbach Alpha analysis of each variable was conducted on the present research to 

demonstrated sound internal consistency (See Table 1) 

Table 1 : Present research findings for Cronbach Alpha analysis for Predictor variables 

Measurement Scale Cronbach 

Alpha 

Number of 

Items 

Self-Esteem Scale (Rosenberg, 1965) .87 10 

Satisfaction With Life Scale (SWLS; Diener,1985) .90 5 

Lubben Social Network Scale (LSNS-6) (Lubben, 1988)    .86 6 

Table 2: Descriptive statistics for predictor and criterion variables 

 Age Age living 

with 

condition 

Total 

Social 

Isolation 

Total 

Self-

esteem 

Total 

Satisfactio

n with Life 

N 82 81 81 78 79 

Missing 0 1 1 4 3 

Mean 50.37 12.74 13.01 24.41 21.13 

Median 51.00 10.00 13.00 25.00 20.00 

SD 9.442 10.94 5.934 5.836 7.66 

Min 28 0 1 10 5 

Max 74 52 27 38 35 

Range 46 52 26 28 30 

Skewness -.258 1.076 .056 -.137 .027 

Kurtosis -.174 .961 -.596 .325 -.740 
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The total number of participants (N = 82) Female (N = 80) male (N = 2), Multiple 

regression was conducted using predictor variables of age (M = 50.37, SD = 9.44), self-

esteem (M = 24.41, SD = 5.84), satisfaction with life (M = 21.13, SD = 7.66) and criterion 

variable of social isolation (M = 13.01, SD = 5.94). First linear regression was conducted 

using predictor variable of age living with condition (M = 12.74, SD = 10.94) and criterion 

variable of self-esteem (M = 24.41, SD = 5.84), the second linear regression was conducted 

using predictor variable of age living with condition (M = 12.74, SD = 10.94) and criterion 

variable of satisfaction with life (M = 21.13, SD = 7.66) (See Table 2). 

 

3.2 Inferential Statistics 

The first hypothesis predicts a significant positive relationship between age, self-esteem and 

satisfaction with life to have an effect on social isolation. 

A multiple regression was used to test whether age, self-esteem and satisfaction with 

life were predictors of increased social Isolation. The results indicated that the three 

predictors explained 9% of the variance (R²= .09, F (3, 72) = 3.59, P = .018). It was found 

that age ( = -.02, p = .902, 95% CI = -.16, .14) did not significantly predict any increase in 

levels of social isolation, nor did self-esteem ( = -.23, p = .164, 95% CI = -.54, .09) or 

satisfaction with life ( = -.17, p = .261, 95% CI = -.35, .10).  

*  = beta 

The second hypothesis predicts a significant relationship between length of time 

living with the condition (MS) and level of self-esteem.  
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Using simple regression, it was found that time living with the condition (MS) was 

not a predicting factor of levels of self-esteem (F (1, 75) = 6.43, p = .013, R² = .07) (Time 

living with MS, Beta = -.28, p = .013, CI (95%) -.267, -.032)  

The third hypothesis predicts a significant relationship between length of time living 

with condition (MS) and level of Satisfaction with life. 

Using simple regression, it was found that time living with condition (MS) was not a 

predicting factor of levels of satisfaction of life (F (1, 76) = 1.80, p = .184, R² = .01) (Time 

living with MS, Beta = -.152, p = .184, CI (95%) -.264, .052) 
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Chapter 4: Discussion 

 

The aim of the current study was to explore the relationship between age, 

psychosocial variables of self-esteem, satisfaction with life and social isolation amongst 

multiple sclerosis (MS) patients, while also looking at the potential influences of time spent 

living with MS on levels of self-esteem and time spent living with MS on levels of 

satisfaction with life. One important reason for such investigation, results from a negligent 

level of literature which is current in the context of MS. Therefore, it was hoped that the 

current study could contribute towards expanding on existing literature in the area of social 

isolation amongst MS patients. Three hypotheses were formulated to address the above-

mentioned aims. To address the first of these a multiple regression analysis of variance was 

performed to test the assumptions of the hypothesis in an attempt to predict a significant 

positive relationship between age, self-esteem and satisfaction with life to have an effect on 

social isolation. Furthermore a linear regression analyses were performed to examine the 

relationship of time living with MS on levels of self-esteem and a further linear regression 

analyses were performed to examine the relationship of time living with MS on levels of 

satisfaction with life. A multiple regression was performed to examine the first hypothesis 

and the resulting analysis did not support a correlation between the predictor variables of age, 

self-esteem and satisfaction with life and the criterion variable of social isolation, the 

hypothesis did not support previous research findings for age, as evidence suggested that  

many of the secondary conditions associated with MS, such as chronic pain, cognitive 

changes, and fatigue, also worsen with age (Ehde et al., 2013; Ehde et al., 2005) this did not 

have an significant effect on levels of social isolation, this was not evident in the analysis of 

participants responses. Whereas better adjustment in late life to chronic illness may be a 

result of older adults having greater experience with chronic illness (Williamson & Schulz, 
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1995) MS patients earlier adjustment, despite the possibly progressive nature of this 

neurological disease, most people with MS live a relatively normal life span, with 50% of 

people living over 30 years after the diagnosis (O’Connor, 2002) therefore as discussed by 

O’Connor,(2002) despite the progressive nature of the condition, the earlier onset on the 

condition might be a factor in aiding in the adjustment to a more positive perspective with the 

progression of age, whereas this might be seen as contributing to a reduced level of statistical 

significance in the current study, a more robust sample size could examine this theory more 

thoroughly in future similar studies.  The interpretation of the results of self-esteem do not 

support a significant result in an increase in social isolation, as current research suggests MS 

patients are particularly vulnerable to lower levels of self-esteem, this builds upon research 

conducted by Mann et al (2004) that low level of self-esteem in persons with MS is likely to 

be associated with negative consequences based on the well established relationship between 

low self-esteem and poor psychological and physical health outcomes in the general 

population, furthermore, low self-esteem can be associated with depression and unhappiness. 

Low self-esteem has been correlated with poor quality of life among people with MS 

(Dlugonski & Motl, 2012). The mounting body of evidence suggests that MS patients are 

particularly susceptible to low levels of self-esteem, whereas the current study’s findings did 

not result in a statistical significance correlation to social isolation, as discussed earlier in this 

piece, the sample size might also have played a role in the level of significance and 

correlation to other variables as findings are in contrast to current research. Also results 

pertaining to satisfaction with life did not support a significant result in an increase in social 

isolation as current research would suggest, as Aronson (1997) found that people with MS 

who demonstrated acceptance of the disorder were more likely to demonstrate a higher 

satisfaction with their quality of life. Aronson (1997) also found that people with MS 

reported that their lowest level of subjective quality of life was with health, and their highest 
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level of subjective quality of life was with family relationships. The analysis of data collected 

did not demonstrate any statistically significant correlations between, age psychosocial 

variables of self-esteem, satisfaction with life and social isolation amongst MS patients.  

The second hypothesis pertained to time living with MS and the relationship to levels 

of self-esteem did not support a statistically significant result, these results challenge current 

research that patients with MS require an ongoing process of adjustment, which challenges a 

person’s self-definition and sense of purpose. Restoration of meaning that incorporates the 

new illness realities is an important process in adjusting to an illness (Taylor, 1983). Those 

aging with MS frequently engaged in efforts to negotiate with others to maintain access to 

their environment. As over time and with increasing age, each MS patient has to consider the 

effort expended against the benefit and the support needed, and how their functional 

limitations might impact a change in social support over time. The third hypothesis pertained 

to time living with MS and the relationship to levels of satisfaction with life also did not 

support a statistically significant result, as this analysis is also in opposition to current 

research findings on satisfaction with life, however current research also highlights that 

satisfaction with life is a subjective view, and that lowest quality of life is viewed by MS 

patients from a health perspective, whereas their highest quality of life is viewed through 

family relationships, Aronson (1997) how each participant viewed family support might be 

better analyses through the addition of an qualitative element to future studies.      

4.1 Limitations and Strengths 

Firstly this study presents some limitations that could have had a bearing on the 

results. Due to the unfortunate unpredictability of MS, patients can encounter cognitive 

impairments, which is most often characterized by deficits in attention, information 

processing, visual spatial perception and executive function in up to 50 -70 % of patients 
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(Amato et al., 2006; Wallin et al., 2006) which potentially have had an effect of participants 

resulting responses. Further limitations included that the vast majority of participants within 

the study were female, making up for 80 of the total participation of 82 (N=82), creating a 

gender imbalance, whereas women tend to be twice as likely as men to suffer from MS (MS 

Ireland, 2018). The final limitation relates to the smaller that anticipated sample size of 

participants, this may have been due to the sensitivity of the survey, or the snowball sampling 

method which was not connected to any particular MS forums.     

In addition to limitations this study was represented by a number of interesting 

strengths. Although the study had a smaller the anticipated sample size, it was populated by a 

distribution of age (M = 50.37) (Min = 28, Max = 74) (Range = 46). A further strength to be 

emphasized is that the diverse sample of distribution data for living with the condition could 

have contributed to a strong and interesting result, however a sample size reduced the 

potential findings of this study, moreover this study has also illustrated that present research 

in the area of social isolation of MS patients is still under represented, which was illustrated 

during research for this paper. 

4.2 Future Recommendations 

Future research should consider the strengths and limitations discussed earlier, also an 

addition of a qualitative element to the study to allow for further expression and responses for 

more extensive in-depth data would strengthen further studies. Future research should 

consider using a larger sample size and aim for a more equal gender divide since results from 

the current study are bias viewed from a female perspective and are not representative of the 

population. The relationship between MS and women is extremely strong, with more than 

twice as many women than men suffering from the condition (MS Ireland, 2018). Future 

research could build upon the limited research surrounding men and social support, as the 
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relationship between MS and social support remains an area with many unanswered 

questions. Gulick (1994) suggested that women were at particular risk from diminished social 

support over the duration of their illness, in addition women may have more opportunities for 

dyadic coping with individuals outside of the marital relationship than men (Hess & Soldo, 

1985). Across their life span women report having more close social relationships (Antonucci 

& Akiyama, 1987; Antonucci et al., 1998). The area of social support for both women and 

men in relation to social isolation is an area for future analysis and development. 

4.3 Conclusion 

The current study set out to examine the relationship between age psychosocial 

variables and social isolation amongst MS patients, while also examining the relationship of 

time living with MS on levels of self-esteem and time living with MS and levels of 

satisfaction with life. This examination did not result in any statistically significant 

correlation and the results were limited. In spite of its limitations, the current study will make 

important contributions to literature on social isolation by highlighting the gaps in existing 

research, it extends further to develop strong foundations for further research into the area of 

social support for both men and women in the area of social isolation. It also provides 

supplementary data on MS patients in the areas of self-esteem, and satisfaction with life. 

Future research should strongly consider replicating this study, while doing so should 

increase sample size and increasing gender diversity while also potentially introduce a mixed 

method design, with quantitative and qualitative measures as evidenced above in future 

recommendations, to further strengthen future research.  
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  Lubben Social Network Scale (LSNS-6) 

The LSNS-6 is a validated instrument designed to gauge social isolation in older adults by 
measuring the number and frequency of social contacts with friends and family 
members and the perceived social support received from these sources. 

FAMILY: Considering the people to whom you are related by birth, marriage, adoption, etc. 

1. How many relatives do you see or hear from at least once a month? 

 none  one  two  three or four  five thru eight  nine or more 

 
2. How many relatives do you feel at ease with that you can talk about private 

matters? 

 none  one  two  three or four  five thru eight  nine or more 

 
3. How many relatives do you feel close to such that you could call on them for help? 

 none  one  two  three or four  five thru eight  nine or more 

FRIENDSHIPS: Considering all of your friends including those who live in your neighborhood 

4. How many of your friends do you see or hear from at least once a month? 

 none  one  two  three or four  five thru eight  nine or more 

 
5. How many friends do you feel at ease with that you can talk about private matters? 

 none    one    two    three or four    five thru eight   nine or more 

 
6. How many friends do you feel close to such that you could call on them for help? 

 none    one    two    three or four    five thru eight   nine or more 

 

To score responses and interpret the results: 

The LSNS-6 total score is an equally weighted sum of these six items. Each LSNS-6 
question is scored from 0 to 5 and the total score ranges from 0 to 30. 
The answers are scored: none = 0, one = 1, two = 2, three or four = 3, five thru eight = 4, 
nine or more 

= 5. A score of 12 and lower delineates “at-risk” for social isolation. 

 
 

 

 

Appendix  A        Lubben Social Network Scale (LSNS-6)    
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Appendix B      Self-Esteem Scale 

 

 

Rosenberg self esteem questionnaire (Rosenberg, 1965) 

Below is a list of statements dealing with your general feelings about yourself. 

 

If you strongly agree with the statement          circle   SA. 

If you agree with the statement                       circle   A. 

If you disagree with the statement                   circle   D. 

If you strongly disagree with the statement       circle  SD. 

 

1. On the whole, I am satisfied with myself. SA A D SD 

2. At times, I think I am no good at all. SA A D SD 

3. I feel that I have a number of good qualities. SA A D SD 

4. I am able to do things as well as most other people. SA A D SD 

5. I feel I do not have much to be proud of. SA A D SD 

6. I certainly feel useless at times. SA A D SD 

7. I feel that I’m a person of worth, at least on an equal plane with others. SA A D SD 

8. I wish I could have more respect for myself. SA A D SD 

9. All in all, I am inclined to feel that I am a failure. SA A D SD 

10. I take a positive attitude toward myself. SA A D SD 
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Appendix C       Satisfaction with Life Scale 

 

Satisfaction with Life Scale    (SWLS; Diener et al., 1985) 

Below are five statements that you may agree or disagree with. Using the 1 - 7 scale below, indicate 
your agreement with each item by placing the appropriate number on the line preceding that item. 
Please be open and honest in your responding. 

 

 7 - Strongly agree  
 6 - Agree  
 5 - Slightly agree  
 4 - Neither agree nor disagree  
 3 - Slightly disagree  
 2 - Disagree  
 1 - Strongly disagree 

____ In most ways my life is close to my ideal.  

____ The conditions of my life are excellent. 

____ I am satisfied with my life. 

____ So far I have gotten the important things I want in life. 

____ If I could live my life over, I would change almost nothing. 

 

Total the answers for the five statements. Below is how you can interpret individual scores.  

 31 - 35 Extremely satisfied  
 26 - 30 Satisfied  
 21 - 25 Slightly satisfied  
 20        Neutral  
 15 - 19 Slightly dissatisfied  
 10 - 14 Dissatisfied  
  5 -  9   Extremely dissatisfied  
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Appendix D    Information and Consent 

 

The relationship between, age, psychosocial variables and social isolation amongst 

multiple sclerosis patients. 

 

Information Sheet 

 

My name is John Swift and I am conducting research which will form part of my 

undergraduate BA Hons Psychology degree. This research will explore the relationship 

between, age, the psychosocial variables of self esteem and satisfaction with life on the 

relationship with social isolation, amongst multiple sclerosis patients. 

You are invited to take part in the study and participation involves completing and submitting 

the anonymous survey which follows. It should take approximately 10 - 15 minutes to 

complete. While the survey asks some questions that might cause some minor negative 

feelings, it has been used widely in research. If any of the questions do raise difficult feelings 

for you, contact information for support services are included on the final page. 

Participation is completely voluntary and so you are not obliged to take part. We do require 

participants to be 18 or over to take part in the survey.  

Participation is anonymous and confidential. Thus responses cannot be attributed to any one 

participant. For this reason, it will not be possible to withdraw from participation after you 

have submitted your answers. 

It is important that you understand by completing and submitting the questionnaires that you 

are consenting to participate in the study. The option to proceed or exit from the survey can 

be seen at the bottom of this page.  

Should you require any further information about my research, please contact me on 

xxxxxxxx or my supervisor, Dr John Hyland, at xxxxxxxx.  

 

Thank you in advance for taking the time to complete this survey. 

 

 

Do you consent to participate in this research? 

 

O    YES 

O    NO 
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Appendix E   Support Services  

 

 

  

If this survey has raised any issues that you may want to discuss further, please contact the 

support services listed below, or speak to a friend, family member or professional 

 

 

Aware 
www.aware.ie 

Tel:Freephone1800804848   

Email: supportmail@aware.ie 

 

 

Samaritans   
www.samaritans.org 

Tel: 116123 

Email: jo@samaritans.org 

 

 

 

 

 

 

 

http://www.aware.ie/
tel:Freephone1800804848
mailto:supportmail@aware.ie
http://www.samaritans.org/your-community/samaritans-ireland-scotland-and-wales/samaritans-ireland
tel:116123
mailto:jo@samaritans.org

