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Abstract
. Several psychosocial variables are known to predict Coronary Heart Disease independently from traditional risk factors. Three major variables are social support, depression, and vital exhaustion. A study was conducted to test status and change of these variables as functions of gender and age among East German migrants in a two-year follow-up study initiated shortly before the fall of the Berlin Wall. Longitudinal data were collected starting in September 1989. The second and third waves were conducted during Fall 1990 and Fall 1991. A total of 235 East German migrants, 126 men and 109 women between ages 14 and 66; (mean age = 31.78) participated in all three waves.

Social support differed for men and women of different ages. Young women reported the highest social support, whereas middle-aged and older women reported relatively low levels. Men of all ages scored lower than young women in all cases. Also, a linear increase of received social support with time was found. For a number of negative affect variables along with different health complaints a reversed but mirroring picture was found. Those who had reported the most social support, young women, also reported the least negative affect and health complaints. Men too reported comparatively low levels of negative affect and remarkably, in spite of their age, men who were older than 45 years reported strikingly low levels of health complaints. Analyses predicting health complaints and depression by gender, age, and social support yielded that women reporting low social support showed the highest levels of depression and health complaints whereas men’s social support levels did not affect either depression or health complaints.

1. Introduction

Social support, depression, and vital exhaustion are known to be buffers against the impact of stressful life events on diseases, for example coronary heart disease (CHD). The present study was conducted to examine these variables in times of severely stressful life changes, that is, among East German migrants in a two year follow-up study initiated shortly before the fall of the Berlin Wall. Various indicators of social support and how they vary with gender and age were of central interest. Additionally, indicators of psychological and physical well-being were examined independently and as outcome variables predicted by social support, gender and age.

1.1 Social Support

The ameliorative effect of social support in the face of life crises has been subject of research for about two decades now. As has been shown, social integration in times of high stress may not only provide sustainance for the psychological well-being of an individual, but might also be beneficial with respect to a number of health outcomes [1]. While the mechanisms of both buffering and main effects have yet to be thoroughly studied in experimental settings, associations found between social network ties and indicators of health and well-being are stable and well-replicated. Pathways for such ameliorative effects are manifold. For instance, support provided by intimate or casual relationships may be directly or indirectly associated with health-protective effects. Being able to rely on help by others may reduce stress or acute anxiety and may serve as a corrective function with respect to certain health-threatening life-style aspects. Depending on the nature and intimacy, social relations may contribute to the advance of severe health problems when these ties are threatened or dissolved.

Social Support can influence a person's physical and psychological well-being in a number of ways, which is evident from the many different forms and characteristics of the construct itself.

1.2 Social Support Classifications

As alluded to above, there are several ways to define social support. Schwarzer and Leppin [2] point out the problems associated with the large breadth of the construct, summarizing that "social support has become an omnibus construct" that is detrimental for both descriptive and explanatory research on it and thus calls for a more precise and narrow conception. 

Some of the characteristics highlighted in social support definitions deal with what it immediately entails, for example, mere companionship, interaction with others, intake of information, fulfillment of personal needs, feeling needed or valued, or a transaction of resources [3]. Other features highlight the structural components of the construct: whether or not it entails a quantifiable objective social network versus some cognitive representation of expected help. Some authors emphasize the quality, others the quantity of relationships [4]. Some researchers include positive as well as negative characteristics of social support; whereas others focus on mere benefits attributable to social network [5].

Social support as a subjective (anticipated/expected) versus an observable (received) phenomenon is one prominent distinction. B.R. Sarason and colleagues [4] for instance, define social support as a subjective characteristic. Hence, it is described as being part of a larger network, it is a personal and stable expectation closely resembling a personality trait. Sarason et al. propose that trusting in receiving help when needed is closely connected and propelled by worthiness and love brought forth by the social environment. B.R. Sarason and I.G. Sarason [6] note that "[social support] then is best defined as the sense of acceptance, an inherent, stable personality characteristic that contributes to the perception of social support separately from what the environment actually offers at any particular time" (p.110).

A very different standpoint is brought forth by Newcomb [7]. He too agrees that social support is a resource that is perceived or subjectively available to an individual. On a lower level of aggregation, however, this perceived availability is manifested in the number of social interactions the individual takes part in.

Today, many authors acknowledge perceived/anticipated and received social support as two different constructs that each deserve attention in their own respect. As Norris and Kaniasty [8] sum it up, "received support is help behavior that did happen, and perceived support is helping behavior that might happen" (p. 498).

There is abundant empirical work on  received versus anticipated social support. Dunkel-Schetter and Bennett [9] propose that only received social support can have beneficiary effects on well-being. They criticize, nevertheless, the ways in which received social support is operationalized in many studies. It is just this type of self-reported received help that in the authors' opinions, contributes to the surprising finding that perceived/anticipated social support seems to be the more powerful predictor of well-being [10].

It is beyond the aim of this paper to reach a conclusion on the perceived/anticipated versus received social support question. Nevertheless, the present study makes use of  both concepts of social support which makes it necessary to discuss some of the prominent issues and problems surrounding them. 

1.3 Functional Mechanisms in Social Support

Being part of a social network can serve as a powerful buffer against stressful life events. However, that does not mean that social networks are a source of comfort only. The downsides of social networks can be stressors in their own respect. Moreover, for some individuals, social support does not have any effect whatsoever. 
One of the immediate questions arising here pertains to when social support has positive, negative, or no effects at all on the well-being of an individual. A mechanism proposed by Dunkel-Schetter, Blasband, Feinstein, and Bennett [11] puts an emphasis on all active parts within a support interaction. This framework takes into account the perspectives of the support recipient, the support provider, and an observer as well. From each of these perspectives, the interaction can be appraised as positive, nonefficient, or negative. Only if there is an overlap between these three perspectives, can one perceive someone as having provided true help in the altruistic sense (support provider) to a person who benefits from this help in times of need (receiver perspective), while a third party (e.g., researchers) discerns it as social support. A lack of overlap in this scheme leads to situations like unwanted help, or unanswered need for help and thus to the negative forces of a social network.

1.4 Coming to Terms with Stress: Social Support in the Aftermath of Migration

Migration can be considered a nonnormative critical life event [12, 13]. As with other critical life events (such as accidents, losses, divorce, or illness), the corresponding psychological crises may have a tremendous impact on an individual's personality, psychosocial functioning, and health. It is necessary to cope not only with daily hassles that arise after migration, such as, with especially crowded living conditions in camps or gyms upon arrival, but also with the threat of long-term unemployment and the need to establish a new social network. Thus, the migrants are disadvantaged not only by higher demands than previously, but also by heightened individual vulnerability towards stress, because they have to deal with the loss of their vocational and social ties as well [14, 15, 16].

The present data set comes from the only psychological panel study that was launched early enough to cover the dynamics of social transformation in Germany during the reunification process. Its aim was to investigate social bonding and psychosocial adaptation of East German migrants.

A number of studies attest beneficiary effects of available social support to migrants, such as lower depression rates, lower level of stress hormones, and better general mental health [17, 18, 19]. 

1.5 Gender and Age as Predictors of Social Support

Two objective person characteristics, namely gender and age, and their association with social support variables were of special interest to this study. Concerning gender, a large body of research is available allowing for fairly straight forward expectations. For the implications of age on the widely cited buffering effects of social support, much less literature exists at this point, especially when it comes to developments within young to middle-aged adulthood in the particular setting of macrosocial change.

It is likely that men and women do not experience macrosocial changes in the same way when it comes to social losses and social bonding. Gender differences in social networks and social support have been discussed by various authors [20, 21]. Throughout the life-cycle, women generally have more close friends than men [22]. Commencing in childhood, girls tend to develop more intimate interpersonal relationships than boys, although boys tend to gang together in larger groups [23, 24, 25]. Adult women still have a greater number of close relationships and also seemingly more extensive social networks than men [26, 27]. Additionally, women provide more emotional support to both men and women, and they get more help in return [28]. Explanations for such discrepancies have been found in gender differences in emotionality and emotional expressiveness. Women emphasize intimacy and self-disclosure in their friendships. They are generally more empathetic, expressive, and disclosing than men [22, 29]. In short, women seem to invest more of themselves in the lives of their family members and friends than do men.

When it comes to chronological age and social support, surprisingly little can be found about middle-aged adulthood in the literature. Most studies emphasize the young and old to very old age. Nevertheless, some data on life-time trends have been reported.

The more complex question when it comes to age and social support is whether or not we can expect age-related changes in the associations of various social network ties with indicators of psychological well-being and physical health. 

Concerning psychological well-being, empirical evidence that increased social activity proves beneficial also applies for middle to later adulthood. Generally, people maintain social connections with numerous others throughout life. But during the later part of adulthood, rates of social interaction begin to decline [30]. The mechanism discussed here is a change in the nature of later-life relationships. Fewer in number, but deeper in intensity and quality [30, 31]. A study on interaction and adaptation [32] yielded that, especially in older persons, the report of a stable intimate relationship is more closely associated with good mental health and high morale than are high social interactions or role status. Thus, judging from the literature, even a comparatively small number of social ties can yield a high level of psyhcological well-being if a few, more intimate relations exist.

As for physical health, evidence shows age-related changes in the association of social ties and mortality. Results from the Alameda County Study [33] suggest that being married is connected with a lower mortality risk for individuals under 60 years of age. Data from the Terman life-cycle study [34] reveal that marital history, number of children, and organizational memberships are predictive of mortality risk. 

With regard to other health problems, in a meta-analysis by Uchino, Cacioppo, and Kiecolt-Glaser [1] social support proved to have beneficial effects on physiological processes across different age groups. The net effect of such processes may be to biologically age people at a slower rate. Specifically, it was found that social support predicts age-related differences, for example, in blood pressure. Individuals low in support were found to be characterized by age-related increases in blood pressure, whereas those high in support had low blood pressure across ages.

2. Research Questions and Hypotheses

The present study was conducted to test status and change of variables that have emerged as powerful predictors of various life-threatening conditions, for instance, coronary heart disease. Especially during times of severely stressful life changes, factors such as social support are known to contribute to a person's ability to adjust to the special demands of the situation and stay healthy. The aim here was to look at how and for which subgroups social support might have a buffering effect on physical and psychological well-being in the context of such stressful life changes. 

2.1 The particular setting of this study provides the characteristics of a major life event situation that is both stressful and heavily demanding on personal resources. In accord with numerous findings in the literature, social support variables are assumed to take on buffer qualities when it comes to the prediction of both health complaints and depression.

2.2 In line with current literature, effects of gender are expected with respect to all indicators of social support. Specifically, it is assumed that men and women report different amounts of received and anticipated social support over time with women scoring higher on both support variables than men. When social support predicts health complaints and negative affect outcomes, due to their higher investment in social relationships, women are expected to suffer more than men when experiencing less support.

2.3 A number of factors must be taken into account for chronological age in connection with migration or macrosocial change. First, it is highly plausible that individuals of different ages have different motives and goals when it comes to why they chose to leave their familiar surroundings. Additionally, it is relevant that they also face different challenges after relocation. Young people might view their migration as more of a challenge, as a new start that allows them to excel in their work and build families. For middle-aged adults, however, being competitive on a completely different job-market, probably having to face additional training for different sorts of expertises, as well as having to care for other family members as they migrate, pose a whole different set of difficulties. Considering this, it seems likely that older persons experience a different selection process at the time of migration than younger people do. Thus, one can assume that older migrants should require more social support. Inversely, older respondents should report worse physical and psychological health if denied such higher levels of social support. On the other hand, it is conceivable, however, that extremely resilient older people choose to migrate in the first place. In this case, even less social support might not have any impact on their overall well-being because other strengths buffer the the stress impact. As there is not much literature available that coincides with the particular demands of this study, the question of differences in social support variables due to age is investigated only exploritory.

3. Method

In early November 1989, before the opening of the Berlin Wall, a study was initiated to gain more detailed knowledge about the adaptation and coping processes of migrants from East Germany. The project was planned as a longitudinal study with three measurement points during the first two years following migration.

The East German migrants were personally contacted in their temporary living quarters and were asked to participate in a psychological investigation on their adaptanion process in the West. Taking part in the study was voluntary, and respondents were assured of anonymity. Instead of indicating names or addresses, a numerical code was agreed upon to facilitate the assignment of each individual to the longitudinal data set. The first study wave took place in 1989/1990 (median = December 1989), the second-wave data were assessed during Summer 1990 (median = August 1990), and the third wave was obtained in Summer 1991 (median = July 1991). A total of 1,036 migrants agreed to participate and, hence, constituted the first sample. After two years, 235 participants were followed up at Wave 3. This constitutes an attrition rate of 78%. A number of migrants refused to respond in the follow-up surveys. Others could not be tracked down for the consecutive study waves. Reasons for the high drop-out rate were (a) the lack of incentives for responding, (b) the anonymous data collection, (c) the continued mobility of the migrants after their initial arrival in Berlin, and (d) the large number of questionnaire items that took about an hour to answer.

According to theoretical considerations, gender and age, were conceptualized as independent variables, whereas received and anticipated social support served as dependent variables.

3.1 Participants

The present analyses were performed on the basis of 235 migrants who had participated in all three study waves. The migrant sample comprised 126 men (mean age = 31 years) and 109 women (mean age = 32 years) who had arrived in West Berlin in 1989. To facilitate the incorporation of chronological age into analyses, three different age groups were compiled consisting of persons 14 to 25 years of age (Group1, N = 67), persons 26 to 45 years old (Group 2, N = 144), and those older than 46 years of age (Group 3, N = 24). 

3.2 Measures

Migration status. The majority (62%) of what is termed the "migrants" in the present study were actually refugees, who had arrived in West Berlin before November 9, 1989, whereas the others were considered to be legal migrants (38%). For the present analyses, however, both groups were lumped together because they did not differ with respect to the variables under study. 

Social Support. For the social support construct, a distinction was made between received social support, which denotes a retrospective assessment of actual behaviors, and anticipated social support which denotes the anticipation of the availability of support in times of need. The former consisted of 11 items such as "Friends and relatives have helped me to look for a job." This scale "received social support" revealed satisfactory internal consistency (Cronbach's alpha = .81). The scale "anticipated social support" consisted of 8 items such as "There are people whom I can rely upon when I need help." This scale also proved internally consistent, with Cronbach's alpha = .87. All items were endorsed on a four-point Likert-type scale. The correlations of received with anticipated social support were r = .73, r = .77, and r = .80 at the three points in time, respectively.

Depression. As a measure of depression, a 16-item German depression scale was selected [35]. Its internal consistency was Cronbach's alpha = .90. Typical items were "I feel simply miserable," or "I feel blue and downhearted."

Anxiety was measured by a short subscale of four items from the German version of the State Trait Personality Inventory (STPI), which has proved to be a valid and reliable instrument for assessing the different emotions of anxiety, curiosity, and anger [36]. The internal consistency of the anxiety scale used in the study was Cronbach’s alpha = .74. Item examples are “I get tense and restless when I think of all my worries and problems,“ and “I worry too much.“

Indicators of ill health. Self-reported physical symptoms were recorded on the basis of a well-known German instrument [37]. From this inventory, 24 items were taken that were subdivided into four subscales of six items each: (a) heart complaints (Cronbach's alpha = .77), (b) pain in the limbs (Cronbach's alpha = .82), (c) stomach complaints (Cronbach's alpha = .79), and (d) vital exhaustion (Cronbach's alpha = .87). All items were endorsed on a five-point Likert-type scale. The four scales were subsequently aggregated to one total score for which the term "health complaints" is used in this paper. Its scores range from 0 to 96.

4. Results

The first set of analyses aimed at the relationship between gender, age, and two social support indicators accross the three waves of data collection. Next, a number of self-reported psycho-social and health related variables were examined, in an effort to identify possible risk patterns among certain subgroups within the migrant population. A set of analyses of variance (ANOVAs) were computed with gender (two levels), and age groups (three levels) serving as independent variables and three points in time as the repeated measurement factor. Aside from the social support measures, indicators of negative affect (i.e., anxiety, and depression), as well as indicators for physical health (i.e., chest pain, exhaustion, and health complaints) served as dependent variables.

Finally, associations between received social support (aggregated over three waves), gender, and age as predictors, and health complaints as well as depression as outcome variables were examined. Accordingly, a multivariate analysis of variance was performed, with gender (two levels), age groups (three levels), and dichotomized received social support (aggregated over measurement occasions; two levels) serving as independent 

variables as well as aggregated (over three measurement occasions) health complaints and depression as dependent variables.

4.1 Social Support Varies with Gender and Age

First, a number of social support indicators, namely, received and anticipated social support were looked at. These indicators of social support served as dependent variables in analyses of variance including gender and age groups as well as a repeated measurement factor (time, three levels) as independent variables.

For received social support, a main effect of the repeated measurement factor time (F[1, 219] = 135.06, p < .001) resulted along with a significant interaction between gender and age groups (F[2, 219] = 4.23, p = .02). 

Generally, received social support means increased over time for migrants of all ages, and for men and women alike. However, aggregated over time points, differences between men and women and among the different age groups become visible. Figure 1. indicates that received social support among men increased with age. Among women, however, received social support decreased with age.
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Figure 1. Received and anticipated social support in men and women of different age-groups.

 With respect to anticipated social support a very similar picture emerged. A significant effect on age-group was found (F[2, 221] = 3.10, p = .047) along with an interaction between gender and age groups (F[2, 221] = 4.03, p = .02). Once again, women reported less anticipated social support the older they were whereas men of all ages reported similar degrees of anticipated social support (see figure 1).
4.2 Negative Affect, Gender, and Age

In a next step, indicators of negative affect, namely anxiety and depression served as dependent variables, whereas gender and age groups served as independent variables along with time as a repeated measurement factor (three levels).

Concerning reported anxiety, significant effects on time (F[1, 224] = 18.87, p <.001) and gender (F[1, 224] = 17.87, p < .001) were found. Also, a significant interaction between time and gender emerged (F[1, 224] = 9.96, p = .002). Furthermore, a tendency of an interaction between gender and age was observed (F[2, 224] = 2.66, p = .072).
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Figure 2. Anxiety and depression in men and women of different age groups.

Generally, anxiety decreased over time. Women of all age groups reported more anxiety when compared to men. Figure 2 demonstrates the means over time of anxiety in all age groups for men and women separately. Compared to the received and anticipated social support findings, a mirrored image occurs. Women report more anxiety with increasing age, men of all age groups, however, indicate similar lower levels of anxiety.

For depression, a main effect on gender was found (F[1, 219] = 10.99, p = .001) together with a time by age-group (F[2, 219] = 3.61, p = .032) interaction indicating decrements of depression for the younger age groups and an increment in depression for the oldest age groups over time. 

The main effect on gender shows women scoring higher on depression than men of all age groups (see figure 2).

4.3 Health Complaints, Gender, and Age

Additionally, health complaints served as dependent variables, namely reported chest pain, exhaustion, and overall health complaints. Once again, analyses of variance (ANOVAs) were conducted, with gender (two levels) and age groups (three levels) as independent variables and time as a repeated measurement factor (three levels).

Concerning self-reported chest pain, a significant time by age interaction (F[2, 215] = 5.03, p = .007) occurred. Means indicate a relatively steep increment of reported chest pain for the oldest age group (46 years and older) over the three time points for men and women alike. The younger study subgroups remained at the same level during time of assessment.

With exhaustion serving as a dependent variable, a significant main effect on gender emerged (F[1, 216] = 8.33, p = .004). Means show that women score higher on exhaustion than men both over all age groups and all time points.
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Figure 4. Health complaints reported by men and women of different ages.

As a last indicator of physical well being, reports of general health complaints were assessed. The analysis of variance reveals a main effect for age groups (F[2, 215] = 3.02, p = .05) and a gender effect (F[1, 215] = 7.05, p <.01). Furthermore, a time by age interaction was observed (F[2, 215] = 3.86, p <.02), indicating an increase of health complaints for the oldest age-group only, both younger age groups however, remain reporting even levels of health complaints over the three study waves. 

As shown in figure 4 , means point to lower levels of general health complaints in men of all age groups when compared to women of the same age. Moreover, increments of reported health complaints with increasing age are obvious for both men and women.

4.4 Received Social Support, Gender, and Age Predict Depression and Health Complaints

For all subsequent analyses, variables were aggregated over the three time points. To determine the possible predictor status of received social support with respect to self-reported health complaints, a multivariate analysis of variance (MANOVA) was performed with dichotomized time-aggregated received social support (two levels), gender (two levels), and age (three levels) as independent variables and aggregated depression scores as well as aggregated health complaints as dependent variables. Results for depression will be presented first.

For depression as a dependent variable, main effects on both received social support (F[1, 199] = 17.09, p <.001) and gender (F[1, 199] = 8.19, p =.005) can be reported. Furthermore, two significant interactions were found, one between social support and gender (F[1, 199] = 14.28, p <.001), and the second, between social support, gender and age (F[2, 199] = 3.15, p =.045). Follow-up analyses brought no significant effects for men, but a significant main effect on received social support  (F[1, 101] = 28.23, p <.001) and an interaction of received social support and age (F[2, 101] = 2.93, p =.058) for women.

Figure 5 shows means for men and women, different age groups, and different levels of received social support. First of all, it is obvious that women of all ages, perceiving little social support, report more signs of depression than do women reporting high levels of received social support or men of all ages at all levels of social support. Furthermore, there are no obvious differences in depression scores between men of all ages receiving little support and men receiving more support.

Concerning self-reported health complaints, significant main effects for both gender (F[1, 214] = 8.26, p =.004) and received social support (F[1, 214] = 6.42, p =.01) as well as a tendency on age groups (F[2, 214] = 2.69, p =.07) emerged. Moreover, an interaction between received social support and gender (F[2, 214] = 5.18, p =.02) was observed. Follow up analyses for men and women separately revealed no significant effects for men; however, for women a significant effect of received social support was found (F[1, 99] = 10.11, p =.002).

Means demonstrate, that women perceiving little social support, also have higher scores on health complaints which translates to worse self-reported health. Women perceiving more social support, on the other side, report much less health complaints. Interestingly, for men once again it does not seem to make a difference whether or not they report high received social support. In both groups reported health problems are on the same, comparatively low level (see figure 6).

5. Discussion

The present study adds to the literature on social support as a factor that may moderate the stress–illness relationship [1, 3]. Under stressful circumstances, the incidence of illness and 
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Figure 5. Depression means for men and women receiving high and low social support.

health complaints increases, but this is in particular true for those who are socially isolated or suffer from a lack of support. The unique feature of this investigation lies in the sample of refugees, who migrated from East Germany to the West either illegally (before the fall of the Wall) or legally (afterwards) [19, 38]. However, there were no visible differences in any  psychosocial characteristic between those who migrated early and those who migrated late. Thus, all migrants were combined for the present analyses. 





Figure 6. Means of health complaints reported by men and women with high vs. low received social support.

The experience of migration at a time of macrosocial crisis and political ambiguity was sufficiently stressful to let migrants draw upon all possible resources, including their social networks [3, 19]. The stress experience makes it likely that participants would later on manifest physical symptoms and impaired quality of life. But the empirical evidence does not support this assumption. Only the subgroup of socially deprived women exhibited higher levels of health complaints and depression. Men and women reporting high support indicated fewer health complaints and lower levels of depression. 

The results confirm the opinion that the relationship between stress, social support, and health needs to be examined in conjunction with other variables such as gender and age. Morbidity increases as people get older; therefore, age needs to be considered in all analyses. Health complaints increase with age in the present study. Specifically chest pains are reported more often in the older subsamples. Especially for women, the same is true for exhaustion and negative affect variables, depression and anxiety. Moreover, it is well-known that the sexes differ in their need, use, and provision of social support, with women typically requiring more and also being superior in this respect [19, 38]. In the present sample, men and women migrants became more susceptible towards morbidity with age. But a difference emerged only for women between the well-supported and the poorly supported ones. 

There are two typical profiles of women migrating to the West at the time of this study. One was the prototype of young women with a steady partner who left the East with a friend or spouse to tackle new challenges and to improve the life situation. This is the young, healthy, and supported type. The other prototypical woman is somewhat older and left the East by herself, without support. This one is at risk for depression and illness. 

Among the men, only one prototype stands out. This is the adventurous entrepreneur, no matter how young or old, migrating either alone, with friends, or with a spouse. Age or level of support do not seem to be of major influence here. Levels of illness and depression are very low. 

In this societal crisis situation, there seem to be no “victims” among the migrants. There are no forced refugees. Instead, they are in particular voluntary migrants who appraise the societal stress as a challenge [19, 38]. Mainly those with fighting spirit and pioneer mood leave the East. The others stay home. Thus, we find here a self-selected sample of active and resourceful copers, with only a minority of highly stressed women who lack the social resources or who did not go voluntarily but feel obliged to join their spouses.
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