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What Type of Social Support Influences Self-Reported Physical 
and Mental Health Among Older Women?

Sabrina T. Wong, RN, PhD1,2, Amery Wu, PhD1, Steven Gregorich, PhD2, and Eliseo J. 
Pérez-Stable, MD2

1University of British Columbia, School of Nursing and Centre for Health Services and Policy 
Research, Vancouver, Canada

2University of California, San Francisco, USA

Abstract

Objective—We examined which types of social support were associated with older women’s 

self-report of physical and mental health and whether the effects of social support were moderated 

by race/ethnicity.

Method—Women completed a health behavior survey that included the Medical Outcomes 

Study–Short Form–12 (MOS SF-12). Single race/ethnic group regressions examined whether 

different types of social support were related to health. We also examined Pratt’s relative 

importance measures.

Results—Emotional support had the strongest effect on both physical and mental health, 

explaining the highest amount of variation, except among African Americans. Race/ethnicity 

moderated the association of informational support for Asian women’s reports of their mental 

health.

Discussion—For clinicians, assessing individuals’ emotional support is important for 

maintaining or increasing physical and mental health. Clinicians can also assess Asian women’s 

stress, providing informational support accordingly as too much information could be detrimental 

to their health. For researchers, the inclusion of emotional support items is the most important.
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Introduction

Social support refers to characteristics of a network available to an individual that might 

promote well-being and increase resistance to health problems (Cohen, Gottlieb, & 
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Underwood, 2000). Earlier work suggests that social support processes can positively 

influence an individual’s physical and mental health (House, Landis, & Umberson, 1988). 

Past work has also shown that longer recovery times from illness and higher mortality rates 

are associated with less social support, having fewer contact with others, such as a married 

partner, friends, and relatives, belonging to a church group or other informal groups 

(Berkman & Syme, 1979). In part, individuals with larger social networks are more likely 

able to tap into different types of social support, such as tangible and emotional support 

(Seeman & Berkman, 1988; Seeman & McEwen, 1996). Higher levels of emotional support, 

in particular, are associated with more positive patterns of cognitive aging and active social 

engagement (Seeman, Lusignolo, Albert, & Berkman, 2001), as well as decreased levels of 

depression and increased physical functioning (Gurung, Taylor, & Seeman, 2003).

Two commonly known explanations arise from this body of work trying to explain the effect 

of social support on health. One commonly known explanation is the main effect hypothesis, 

where it is assumed that social support reduces mortality under all conditions (Loucks, 

Berkman, Gruenewald, & Seeman, 2006). As greater specificity of research has been 

achieved, variation in the associations between social support and mortality has become 

apparent. Some research has shown that emotional support in specific relationships (e.g., 

partner, child) is associated with decreased mortality and longer survival (Lyyra & 

Heikkinen, 2006), whereas other work has found no association between emotional support 

and mortality (Dalgard & Håheim, 1998) or that this type of support (e.g., living with a child 

or in an institution) could actually lead to decreased survival (Walter-Ginzburg, Blumstein, 

Chetrit, & Modan, 2002).

The second common explanation of the effect of social support on health is the stress 

buffering theory. This theory posits that social support has a significant and unique influence 

under conditions of stress. Past work using longitudinal data suggests that a negative 

relationship with a spouse and children predicted increased survival among those with a 

chronic disease (Birditt & Antonucci, 2008). Other work suggests that negative 

relationships, or low social support, may be beneficial in encouraging behavior change or 

improving health behaviors (Fung, Yeung, Li, & Lang, 2009).

Use of the main effects and stress buffering theories has led to greater attention to the type of 

social support and context in which it is provided. First, the availability of social support is 

especially important to women as they have a greater lifetime risk of developing a functional 

disability or multiple chronic conditions given their longer life expectancy. As women age, 

they also experience more social, financial, and cultural constraints (Lee Wha, Kim, & 

Young Joe, 2008). Older women, who make up more than 70% of the elderly poor (Bierman 

& Clancy, 2001), are more financially at risk because they have likely had less participation 

in the workforce and receive less support from their children compared with older men (Lee 

Wha et al., 2008).

Second, the type of social support likely depends on the situation and the health of the 

individual receiving the support (Litwak, Silverstein, Bengtson, & Hirst, 2003). Social 

support has often been categorized into different types of functional support, which is the 

degree to which interpersonal relationships serve particular functions (Cohen et al., 2000; 
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Cohen, Mermelstein, Kamarck, & Hoberman, 1985; Stewart, Ware, Sherbourne, & Wells, 

1992). The functions most often cited are instrumental aid or tangible, information/ advice, 

emotional/companionship, and validation (Cohen et al., 2000). Tangible support refers to the 

provision of assistance for daily activities such as transportation and assistance with 

cooking, cleaning, and shopping. Informational support is related to the provision of advice 

or information about particular service needs. Emotional support/companionship refers to 

having a person express sympathy, caring, and acceptance of the individual. Emotional 

support is most often provided by a confidant(s) or intimates and can take the form of 

sharing activities such as going to movies, eating together, and shopping. More recent 

measurement work suggests that validation can be considered part of emotional support/

companionship (Wong, Nordstokke, Gregorich, & Pérez-Stable, 2010). Financial support 

has also been found to be a separate dimension of social support, referring to assistance 

through monetary means, whereas House and colleagues (1988) refers to tangible and 

financial support as instrumental support. However, our prior work with women from diverse 

racial/ethnic backgrounds suggests that tangible and financial supports are two distinct types 

of support (Wong et al., 2010).

There is limited research identifying the type of social support that is most important to an 

individual’s physical and mental health well-being and whether any effects of social support 

are moderated by race/ethnicity. In this study, we sought to examine the main effect of 

different types of social support on women’s self-reported physical and mental health. We 

also examined whether race/ethnicity had a moderating effect, or buffered, on the 

relationship between social support and self-reported physical and mental health.

Our hypotheses are as follows:

Hypotheses 1Different types of social supports are associated with women’s self-reported 

physical and mental health (controlling for age—age when arriving in the 

United States—education level, income, and marital status).

Hypotheses 2The relationship between the type of social support and physical or mental 

health is moderated by self-reported race/ethnicity.

Method

Sample

As part of a larger study examining the relationship between the perception of cancer risk 

and breast, colorectal, and cervical screening history, a total of 1,160 women were recruited 

from four primary care clinical sites in San Francisco; these sites included the University of 

California, San Francisco (UCSF), Medical Center (two general internal medicine, family 

medicine, and women’s health), a community-based clinic in San Francisco’s Chinatown, 

and the Community Health Network Clinics affiliated with San Francisco General Hospital 

(S. E. Kim et al., 2008). Participants had seen the same clinician for at least one visit in the 

previous 2 years, were between the ages of 50 and 80 years, and self-identified their race/

ethnicity as non-Latino White, Latino, African American, or Asian; most Asian women self-

identified their ethnic background as Chinese. Women spoke English, Spanish, or Chinese 

(Cantonese or Mandarin).
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Study Procedures

A more detailed description of the study procedures can be found elsewhere (S. E. Kim et 

al., 2008). Briefly, a list of all potentially eligible women was generated from administrative 

data. Women’s names were then submitted to clinicians listed who then returned the list with 

their approval to contact the women by mail and indicated which women ought not to be 

contacted or whom they did not know. We received consent from providers to send 

recruitment letters to 4,523 women. Approximately 20% (n = 906) of women were not 

reachable due to wrong telephone numbers or addresses and 19% (n = 871) were ineligible 

due to language barriers, severity of illness, or having left the primary care practice. 

Subsequently, personalized letters were mailed to each woman informing her about the study 

and requesting that a collaboration card be returned by checking a “not interested, do not 

call” box or an “interested, please call me” box. Contact letters were sent out in English, 

Spanish, or Chinese. Two weeks later, trained bilingual interviewers contacted women by 

telephone to complete a 20-min screening questionnaire. Our goal was to recruit 

approximately similar numbers of non-Latino White, Latino, African American, and Asian 

women and a significant number of limited English proficiency participants. We were able to 

contact 2,746 women and data were collected from a total of 1,137 (42%) non-Latino 

Whites, African Americans, Latinos, and Asians (mostly Chinese). Asian women who did 

not self-identify as Chinese (n = 63) were excluded due to their small sample size.

Women who participated in a baseline telephone survey were then asked to participate in a 

face-to-face interview in the language of their choice. Appointments were made to conduct 

the interview at the UCSF research office, a clinical site, or at home. Women received $20 

USD at the end of the interview. Institutional review boards at UCSF, San Francisco General 

Hospital, and the Chinatown clinic approved the study.

Measures and Outcomes

The survey included items derived from standard questions used in previous surveys and 

from formative focus groups and individual interviews (Denberg, Wong, & Beattie, 2005) 

completed as part of the larger study (S. E. Kim et al., 2008). The questionnaire was 

developed simultaneously in English, Spanish, and Chinese using bilingual experts and then 

pre-tested in each of the four ethnic groups, specifically testing the cultural, linguistic, and 

literacy appropriateness. Data collected from the surveys included sociodemographic 

characteristics (e.g., age, years of education, household income), personal and family history 

of cancer, use of cancer screening tests, risk perceptions of getting cervical, breast, or colon 

cancer, health status, social support, and interpersonal processes of care.

Main independent variable of interest: Social support—The original 22-item social 

support instrument (Wong et al., 2010) was first developed for use with older Koreans and 

Chinese (Wong, Yoo, & Stewart, 2005). It has subsequently shown adequate reliability and 

validity across multiple dimensions, including tangible (seven items), informational (four 

items), financial support (four items), and emotional/companionship (seven items; Wong et 

al., 2010). Responses were recorded using five ordered categories: “none of the time,” “a 

little of time,” “some of the time,” “most of the time,” and “all of the time.” For this sample, 

Cronbach’s internal consistency reliability was .95, .94, .95, and .94, respectively, for the 
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different social support dimensions. Factor analysis showed that correlations among the four 

dimensions ranged from .61 to .70 (Wong et al., 2010).

Covariates—Other potentially confounding variables included “age” (continuous), 

“education” (less than high school, high school/General Educational Development [GED], 

some college, or more), “marital status” (married or living with a partner, single, widowed, 

divorced), “income” (less than $20,000 USD, $20,000–$39,999 USD, $40,000 USD, or 

more), and “age upon immigrating to the United States” (continuous). The “age upon 

immigrating to the United States” variable was considered a proxy variable for acculturation.

Dependent variables of interest: Physical and mental health—The two outcome 

variables were physical and mental health. We used the Medical Outcomes Study–Short 

Form–12 (MOS SF-12) to measure a physical component score (PCS) and a mental 

component score (MCS; Ware, Kosinski, Turner-Bowker, & Gandek, 2002). The PCS and 

the MCS were obtained by a weighted sum of the eight subscale scores of the SF-12 

(physical functioning, role physical, bodily pain, general health, vitality, social functioning, 

role emotional, and mental health). It was rescaled according to the U.S. population norm of 

M = 50 and SD = 10, according to the MOS SF-12 user manual.

Data Analysis

We used SPSS 17.0 for our analyses. Regression models were conducted in each of the 

racial/ethnic groups separately, controlling for the five sociodemographic covariates (“age,” 

“education,” “income,” “marital status,” and “age upon immigrating to the United States”). 

The four types of social support were included in the regression models to study their 

associations with physical and mental health.

Next, for each ethnic group, the Pratt’s relative importance measures (Thomas, Hughes, & 

Zumbo, 1998; Wu, 2008) were used. The Pratt D measures the proportion of outcome 

variation conditionally explained by each regressor (Wu, 2008). In theory, individual D 
values should range from 0, if no outcome variation is explained by a regressor, to 1, if all 

outcome variation is explained by a regressor. In practice, values can sometimes be slightly 

negative or slightly greater than 1. The importance of the different types of social support to 

physical or mental health then can be ranked by comparing the D values across the social 

support types.

For each racial/ethnic group, the standardized slope coefficient (β), the corresponding p 
value of each covariate and type of social support, and the simple correlation (r) with the 

dependent variable of interest are reported. The proportion of explained variance attributable 

to each variable (Pratt’s D) and the proportion of the percentage of the overall regression 

model (%R2) of physical and mental health are reported.

Results

Our final sample size for this study was 1,074 women, with a response rate of 88% once 

women completed the telephone screener. Table 1 shows the sociodemographic 

characteristics of our sample. Over one third of the women were Asian (36.1%), followed by 
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non-Latino White (28.7%), Latino (20.7%), and African American (14.5%). The age of the 

women ranged from 50 to 80 (M = 61.5, SD = 8.0) with Latino women being significantly 

older than women from the other racial/ethnic groups. Sixty-four percent of the sample had a 

minimum of 12 years of education; non-Latino White women had significantly longer 

schooling (16.5 years) than all other race/ethnic groups. African Americans had significantly 

longer schooling than the Asians or Latinos (14.0 years vs. 10.0 years vs. 9.5 years, 

respectively). Overall, over half were married or living with a partner. Participants’ age when 

arriving in the United States ranged from zero (born in the United States) to 77 years.

The multivariate regression results are reported in Tables 2 (physical health) and 3 (mental 

health).

Physical Health

Our results suggest that even after controlling for sociodemographic characteristics, 

emotional support was significantly and positively associated with women’s report of 

physical health for Whites, Latinas, and Chinese, but not for African Americans. None of the 

other three types of support: tangible, financial, or informational, were significantly 

associated with women’s report of physical health. The Pratt’s D value for each model also 

confirmed that among the different types of support, emotional support was the most 

important type (see %Var in Table 2). Indeed, the percentage of variance attributable to 

emotional support varied across racial/ethnic groups. Forty-five percent of the variance in 

physical health scores for non-Latino White women can be attributed to the different types 

of social support, which is almost 20% for Latino and Asian women. These results suggest 

that the regression model fits best for White women and that there are likely factors other 

than social support, which are important to increasing physical health among African 

American, Latino, and Asian women.

Mental Health

Emotional support was also significantly and positively associated with women’s report of 

mental health for each of the four racial/ethnic groups. Notably, informational support was 

also found to be significantly (p = .01) and negatively associated with Asian women’s report 

of mental health. Similar to the results for physical health, the percentage of explained 

variation attributable to emotional support varied across the racial/ethnic groups (see Table 

3). Emotional support was again ranked as the most important type of social support for 

mental health for all racial/ethnic groups. Almost 85% of the variance in mental health 

scores for non-Latino White women can be attributed to the different types of social support. 

The percentage of variance attributed to different types of social support was similarly high 

for African Americans (81.1%), followed by Asian (73.7%) and Latino (70.9%) women. 

Although it appears that the regression model fits best for White women, this percentage of 

explained variation for the other racial/ethnic groups suggests that mental health scores are 

mostly explained by types of social support.
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Discussion

This study examined the relationship of different types of social support on self-reported 

physical and mental health. To our knowledge, this is the first study to examine different 

types of social support and their relationship to physical and mental health among women 

from diverse racial/ethnic backgrounds. Emotional support had a main effect for most 

women on both physical and mental health, explaining the highest amount of outcome 

variation compared with other types of social support.

Emotional support for most women in this sample was ranked the most important and 

significant type of social support for both physical and mental health outcomes. It was 

surprising that there was not a statistically significant effect between emotional support and 

physical health for African American women. Generally, women obtain emotional support 

from their social support network, which is thought to influence physiological stress 

responses, psychological states, and traits such as self-esteem, health-damaging and health-

promoting behavior, and exposure to diseases (Holwerda et al., 2014). Clearly, for African 

American women, more work is needed to examine what factors are associated with 

physical health since neither emotional support nor any other type of support was 

significantly associated with this health outcome.

Our second hypothesis was to examine whether different types of social support were 

moderated by race/ethnicity. The statistically significant negative association between 

informational support and mental health for Asian women suggests that this kind of support 

was moderated by race/ethnicity. The negative effect of informational support among Asian 

women on mental health was an unexpected finding. It could be that cultural values play a 

role in how support is perceived or, in keeping with the stress buffering theory, less 

informational support for Asian women could improve their mental health under conditions 

of stress. Although we did not measure women’s stress, past work in the area of 

communicating to older Asians about a serious illness (e.g., cancer) has shown that sharing 

little to no information is preferred (Tong & Spicer, 1994; Yick & Gupta, 2002). For these 

Asian women, too much information about a situation or accepting informational assistance 

about a personal problem could be a stressor or burden that affects their health. Indirect, 

implicit, or nonverbal communication for some Asian women can minimize the burden of 

knowledge and serve to minimize any dampening effect on positive or optimistic feelings (I. 

J. Kim, Kim, & Kelly, 2006). These results confirm that not all types of social support are 

beneficial for all women (Berkman & Glass, 2000). More work is needed to examine 

whether informational support from different types of people (e.g., partner, child, friend) is 

more beneficial for Asian women, in particular.

Despite the unique contributions of this study, these results have several limitations. These 

results may not be generalizable to men or other racial/ ethnic groups because data were 

collected in San Francisco where there are high concentrations of Latino, African American, 

and Chinese women. These data were collected in three languages that included Spanish, 

Chinese, and English from a large sample of older women. It is important to note, however, 

that these models were derived from a clinical sample in an exploratory manner, and further 

research attempting to replicate them is required. These cross-sectional data allow us to 
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examine associations between social support and health. Longitudinal data would allow for 

examination of whether social support predicts changes in physical or mental health 

outcomes. Moreover, additional data on relevant variables (e.g., multi-morbidity) that could 

influence women’s physical and mental health outcomes were not measured as part of the 

larger study.

Both the main effects and stress buffering theories have utility in trying to explain the 

relationship between social support and health. Our work provides some evidence that it is 

not only the type of social support but also the racial/ethnic background of women that 

influences health in different ways. Emotional support has a main effect on physical and 

mental health for most women. In addition, being Asian and having less informational 

support can potentially increase behaviors that serve to increase their mental health.

Our work suggests that emotional support is an important type of social support when 

considering women’s physical and mental health, although more work is needed to 

understand which factors influence the relationship between emotional support and physical 

health for African American women. For clinicians, these findings suggest that assessing 

individuals’ emotional support could be important for maintaining or increasing physical 

and mental health; for older women, self-reports of physical and mental health are important 

factors in predicting participation in physical exercise (Parikh, Fahs, Shelley, & Yerneni, 

2009). Clinicians working in primary care and public health could incorporate new methods 

of delivering care that have patients engaging with each other to provide emotional support. 

One example of care delivery that incorporates emotional support is group medical visits 

(GMVs), which provide comprehensive clinical services in a group format that provide 

opportunities for peer learning and mutual support (Lavoie et al., 2013). The stress buffering 

theory would suggest that clinicians could also assess Asian women’s stress and provide 

informational support accordingly as too much information could be detrimental to their 

health. For researchers, examining social support and its relationship to health and health 

outcomes, including items that measure emotional support, are most important.
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