Journal of Social and
Personal Relationships

http://spr.sagepub.com

Social Support and Health: A Theoretical and Empirical Overview
Ralf Schwarzer and Anja Leppin
Journal of Social and Personal Relationships 1991; 8; 99
DOI: 10.1177/0265407591081005

The online version of this article can be found at:
http://spr.sagepub.com/cgi/content/abstract/8/1/99

Published by:
©SAGE

http://www.sagepublications.com

On behalf of:
International Association for Relationship Research

Additional services and information for Journal of Social and Personal Relationships can
be found at:

Email Alerts: http://spr.sagepub.com/cgi/alerts

Subscriptions: http://spr.sagepub.com/subscriptions
Reprints: http://www.sagepub.com/journalsReprints.nav

Permissions: http://www.sagepub.co.uk/journalsPermissions.nav

Citations http://spr.sagepub.com/cgi/content/refs/8/1/99

Downloaded from http://spr.sagepub.com at Freie Universitaet Berlin on December 1, 2008


http://www.iarr.org
http://spr.sagepub.com/cgi/alerts
http://spr.sagepub.com/subscriptions
http://www.sagepub.com/journalsReprints.nav
http://www.sagepub.co.uk/journalsPermissions.nav
http://spr.sagepub.com/cgi/content/refs/8/1/99
http://spr.sagepub.com

SOCIAL SUPPORT AND HEALTH: A
THEORETICAL AND EMPIRICAL
OVERVIEW

Ralf Schwarzer & Anja Leppin

Freie Universitat Berlin

Itis generally assumed that social support has a favorable impact on the
maintenance of health and on coping with iliness. However, results are
inconsistent and even conflicting. This is partly due to conceptual and
methodological shortcomings. In order to overcome these problems
and to guide further research, we present a taxonomy of social relation-
ships and a causal process model. Social integration, cognitive social
support and behavioral social support are distinguished and related to
personality, stress, coping and the pathogenic process. In the causal
model we propose that social support is depicted both as mediating the
effects of stress on illness as well as directly affecting iliness. A meta-
analysis was conducted that related social support and social inte-
gration to morbidity and mortality based on eighty empirical studies,
including more than 60,000 subjects. Data subsets revealed disparate
patterns of results that give rise to intriguing theoretical questions.
Evidently, social support operates in complex ways. Several causal
models are specified which represent alternative pathways of social
support processes. Where social support was associated with less
iliness, a direct effect model was proposed. In cases where more sup-
port was seemingly paradoxically associated with illness it is assumed
that a mobilization of support has taken place. In conclusion, some
recent research examples that help illustrate future directions untan-
gling the social support—illness relationship are presented.

Researchers have explored the impact of life stress on health out-
comes and have found a trend towards a positive relation between
stress and illness. However, the amount of explained outcome
variance remained very limited. This resulted in a study of resis-
tance and resource factors that either may serve as buffers in the
coping process or may directly improve well-being (Cohen & Wills,
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1985; Hobfoll, 1988). Among such potentially protective factors,
social network variables and social support have received a great
deal of attention. The buffer argument suggests that stress does
affect some individuals severely, but that others who possess social
support or other coping resources are relatively resistant to the
deleterious effects of stressful events. Direct effects of social sup-
port occur where health is improved or maintained, independent of
respective stress levels.

According to recent reviews of empirical evidence which has
been compiled within the last two decades, it seems, however, as if
social relationships have rather inconsistent effects on physical
health — if any effects at all (Cohen, 1988; Ganster & Victor,
1988; House et al., 1988; Schwarzer & Leppin, 1989a, b). Two main
reasons for such inconsistent findings might be (1) the considerable
heterogeneity of existing theoretical formulations and a lack of
conceptual specificity and (2) deficits in measurement. Regarding
this latter point, instruments which are psychometrically unsound
or which have evolved from different concepts of social support
produce diverse results.

We propose a reconceptualization of social support by establish-
ing a causal model that treats the major areas of social relationships
in terms of their possible impact on the stress and illness process.
This theoretical perspective may help to explain the inconsistency
of empirical findings and to overcome shortcomings in future
investigations. First, a taxonomy of social relationships is outlined.
Second, the conceptual associations between social relationships
and the pathogenic process are explored, taking temporal factors
into consideration. Finally, we report empirical findings in order to
give an impression of the strength or weakness of social factors in
predicting illness.

A taxonomy of social relationships

In a recent review, House et al. (1988) argue for a theoretical
subdivision of social relationships into social integration, social
networks and relational content. Social integration refers to the
mere existence of a quantity of social relationships, and it comprises
the size of a network, such as number of relatives and friends and
the frequency of contact with these people. The number of active
social ties determines one’s degree of embeddedness, with social
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isolation being one extreme endpoint. Social integration has also
been conceptualized as the number of important roles a person
holds, such as being a friend or a boss, or being married (Thoits,
1983).

Social network structure has been defined as a set of relational
properties such as density, reciprocity, sex composition, durability
or homogeneity of one’s network. The presence of women in one’s
network, for instance, might facilitate coping with stress because,
on average, women are regarded as being more supportive than
men, ‘Women appear to give and to receive more support, with
benefits to others and costs as well as benefits to themselves’ (House
et al., 1988: 304). Small-sized networks, strong ties, high density,
high homogeneity and low dispersion are advantageous for main-
taining identity and, indirectly, for well-being and health. If a
change in identity appears to be necessary (e.g. during or after a
divorce), a larger network with weaker ties, a lower density and
greater social and cultural heterogeneity may be more beneficial.

Relational content comprises social support as well as social regu-
lation and control and social demands and conflicts. Relational
content thus refers to the function and nature of social relationships
with various sources, such as spouse, boss, friends or relatives.
House et al. (1988) reserve the term support itself for the ‘positive,
potentially health-promoting or stress-buffering, aspects of rela-
tionships’ (p. 302). Social regulation or control, on the other hand,
may either promote or impair health, depending on the circum-
stances. Relational demands and conflicts represent negative quali-
ties of relationships and may contribute to poor health or lack of
well-being. This distinction can be considered as being useful for
breaking down inconsistent results or for counterbalancing positive
and negative relational content to determine the net effect of
specific aspects of relationships. Attention has to be paid to the
processes of support, conflict and regulation that may take place in
response to stressful life events or daily routines. Deleterious
effects due to negative content or lack of support may be greater
than beneficial effects caused by helpful actions.

House et al.’s (1988) distinctions represent a more sociological
view, whereas the psychological perspective mainly deals with posi-
tive relational content (i.e. the function and quality of beneficial
social relationships). One can make a further subdivision of func-
tion and quality into categories such as emotional support, instru-
mental support, informational support, tangible support, esteem
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support and appraisal support, among others. Many of the more
recent social support measures reflect this distinction (for an over-
view, see Heitzmann & Kaplan, 1988; Tardy, 1985).

From this functional viewpoint the subjective interpretation of
expected or enacted support plays a crucial role. Cobb (1976), for
instance, emphasized the latter aspect by describing support as
information that makes the person believe that he or she is cared for
and loved, is esteemed and valued, and belongs to a network of
communication and mutual obligation. Health and well-being are
dependent on what the person sees and believes, be it accurate or
not.

However, within a functional perspective, perceived availability
of support has yet to be distinguished from the activation of support
when needed. In fact, both concepts seem to refer to orthogonal
dimensions. It has been convincingly demonstrated that perceived
available and actually received support are almost uncorrelated
in studies where both concepts have been measured (Dunkel-
Schetter, 1984; Dunkel-Schetter & Bennett, 1990; Dunkel-Schetter
et al., 1987b). Discriminant validity was particularly high for tang-
ible and informational, less so for emotional, support. Further
verification for this contention is offered by McCormick et al.
(1987), who applied confirmatory factor analysis to two scales, one
for received and one for perceived support. Five factors emerged,
three of which included only items of received support, whereas the
remaining two were established by items pertaining exclusively to
perceived support. Newcomb (1990) has reanalyzed data by confir-
matory factor analyses and found an unbiased correlation of .35
between perceived and received support.

Perceived and received support differ in terms of the point in time
when they become important. Perceived support may be most
important under normal, everyday circumstances where people can
usually cope on their own or have to rely only to a limited degree on
others’ help. The general sense that one is loved and cared for by
others and that these others would help once they are really needed
should contribute to psychological and physical well-being. Also,
during the initial encounter of a stressful event the perceived avail-
ability of support might help to reduce stress appraisal in so far as
the balance between threat and coping assets may be more favor-
able. However, once support actually has to be mobilized, discrep-
ancies can occur. At this point, support receipt may differ from
support expected prior to the event, either because the network
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FIGURE 1
Social integration and social support: a taxonomy
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does not respond in an appropriate manner, or because the avail-
able support has actually been underestimated.

The first box in Figure 1 displays a hierarchy where relational
content is based on social network structure, and the latter, in turn,
is based on social integration or network size. A second box is
drawn for perceived or cognitive social support availability, which
denotes the amount of support that is expected to be available in
case of need. A sample item could be: ‘If I were in a bind, I could
rely on my (spouse, friend, etc.)’. A subset of this is the evaluative
component or satisfaction with anticipated support. A typical item
is: ‘If X helped you to solve the problem Y, how would you feel?
Responses range from ‘feel worst possible’ to ‘feel best possible’.

It has been questioned whether measures of perceived social
support truly reflect the actual availability of support in one’s social
environment. A cognitive bias might lead to over- or underestima-
tion of one’s social resources. Several studies have attempted to
determine the validity of the perceived support measures by using
indicators of social interaction frequency as a criterion for validity.
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According to Cohen (1989), Cutrona (1986, 1989), as well as
Vinokur et al. (1987), there is evidence that self-reports are rather
accurate. However, the extent of overlap between self- and other
reports of support nevertheless leaves a sizeable component of
support unaccounted for, which may be attributed to some extent to
self-bias.

The third box in Figure 1 refers to behavioral social support in
times of stress, which includes critical life events as well as daily
hassles. This behavioral support refers to the actual receipt of
helpful transactions, which can be of the emotional, instrumental or
material variety, and the evaluation of the appropriateness and
comfort of the support provided. Mobilizing social support can be
considered a coping strategy. The Ways of Coping Scale (Folkman
& Lazarus, 1989), for example, contains the subscale ‘seek social
support’ with 6 items, such as, ‘I talked to someone to find out more
about the situation’.

Received support itself is usually measured by asking people
what kind of supportive transactions they have received from others
during a specific time in the past, either in general or as aresponse to
specifically defined stressful situations (Dunkel-Schetter et al.,
1987a). Although objective social behavior is not observed here,
the term ‘behavioral social support’ is preferred in this case for two
reasons. First, it is the difference in time perspective that is empha-
sized. While cognitive support is purely anticipatory, behavioral
support is retrospective after behavior has been initiated. Second,
while the subjective view of the recipient is of primary concern in
both cases, perceived support reflects general expectations only,
while received support is based on more concrete experience in
specific situations.

Although the evaluation of support is considered a subset of
cognitive support on the one hand and behavioral support on the
other, and is often measured as part of the respective construct, it
has to be kept in mind that it refers to a dimension of its own. In fact,
the descriptive and the evaluative components are only moderately
interrelated: B.R. Sarason et al. (1990b), for instance, report corre-
lations between .30 and .40.

The three boxes in Figure 1, representing social integration,
cognitive social support and behavioral social support, have very
low intercorrelations. For example, marital status, available
emotional support, and received aid are almost unconnected with
each other. Seeman & Berkman (1988) have shown that measures

Downloaded from http://spr.sagepub.com at Freie Universitaet Berlin on December 1, 2008


http://spr.sagepub.com

Schwarzer & Leppin: Social support and health 105

of network size and measures of available support are only weakly
associated, and Dunkel-Schetter & Bennett (1990) as well as
McCormick et al. (1987) and Newcomb (1990) have pointed to the
fact that perceived and received support are empirically distinct. In
contrast, measures within the boxes share a considerable amount of
variance. Researchers who focus on cognitive support, for example,
have discovered that the corresponding measures are highly inter-
correlated and are associated with personality characteristics (B.R.
Sarason et al., 1987). They conclude that perceived social support
can be conceived of as a stable individual difference variable which
is based on a sense of acceptance by others:
perceived support is a measure of a person’s belief that he or she is valued not for
superficial characteristics or performance, but as someone independently worthy
of this status without contingency. This is then 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 point in time. (B.R. Sarason et al., 1990a)

Cohen et al. (1988: 230) state that ‘at least part of the variance in
perceived support measures is probably explained by stable individ-
ual differences’, but in the same context they also maintain that
‘support is primarily a reflection of the social environment’. This
raises a theoretical question: to what degree can social support be
either a personality characteristic or an environmental variable
(‘resources provided by others’)? The clue to the answer lies in the
above classification: cognitive social support can be strongly
influenced by personality predispositions and, thus, can acquire the
status of an individual difference variable, but social integration as
well as ‘behavioral support’ would remain either truly social or
transactional variables determined by the specific patterns of social
exchange.

It has been found that cognitive social support is often related
differently to third variables than behavioral social support. In a
study with ninety-seven Israeli mothers of ill children, for example,
Hobfoll & Lerman (1988) have found that those mothers who
experienced greater emotional distress received greater social sup-
port at the time of crisis; this association turned out to be indepen-
dent of cognitive social support, which was negatively related to
distress. Dunkel-Schetter & Bennett (1990) have reported the
empirical evidence for discriminant validity and have given four
alternative theoretical explanations for the discrepancies between
cognitive and behavioral support:
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1. One obvious reason for discrepancies would be simply the
over- or underreporting of help received owing to inaccurate per-
ception or memory failure.

2. Exaggerated expectations of support coming forward might
be another problem. In a study by Peters-Golden (1982), for
instance, enacted support experienced by breast cancer patients
was compared to support expected by a group of healthy individuals
in case they should be confronted with a cancer diagnosis. The latter
reported a great deal of available support, but the actual patients
seemed to experience lack of support or inept support attempts.
There appears to be an optimistic bias in the normal population,
resulting in disappointment when life events strike. In fact, poten-
tial helpers might have their specific problems with the crisis situ-
ation, too. Thus, network members may fail to extend appropriate
support because (a) they feel threatened themselves or do not know
what kind of help is likely to be effective, (b) they have misconcep-
tions about the coping process, or (c) they blame the victim for
his or her misfortune (Wortman & Lehman, 1985; Wortman &
Dunkel-Schetter, 1987).

3. Another reason for discrepancies between cognitive and
behavioral social support may lie in over-modest expectations.
Particularly in the case of positive life changes, such as having a
baby, the network may provide an unexpected abundance of
assistance.

4. Finally, initial support may dissipate over alonger timespan of
crisis because network members might feel unable to cope with a
long-term burden. They are frustrated, for instance, when a chronic
illness progresses in spite of their skillful support, or feel burned out
by physical exertion, lack of reciprocal affection or, maybe, missing
signs of gratitude (there is also evidence that those who experience
greater discomfort receive less support; see Hobfoll & Lerman,
1989).

The discrepancy between cognitive and behavioral support could
also be a product of misperceptions of relational qualities that
people expect to derive from certain social network structures. A
large network with low density could be perceived as a potential for
available support, but in times of stress each network member
might assume that someone else is available and therefore would
not feel obliged to deliver services (diffusion of responsibility). A
small, dense network, on the other hand, might not be able to fulfill
all the needs a person can develop during times of crisis.
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Secial support and the pathogenic process:
a causal model

The previous section has dealt with three aspects of social relation-
ships (social integration, cognitive social support and behavioral
social support), which were themselves subdivided into further
categories. The following section deals with the possible mechan-
isms through which social relationships may influence the develop-
ment of health and health behavior. Prior attempts to deal with the
complex causality problem in this field have not been very convinc-
ing because of conceptual deficits in the support construct itself:
support has been used mainly as a single predictor instead of as a set
of rather orthogonal factors (see Barrera, 1986; Cohen & Wills,
1985; Schwarzer, 1985). Cohen (1988), who has modelled the poss-
ible influence of social support on the etiology of disease, has
distinguished generic, stress-centered and psychosocial process
models. This distinction may be helpful in emphasizing the actual
differences between various support processes. Generic models
simply refer to the assumption that the beneficial effect of support is
mediated either by behavior, or by biological responses, or by both.
Stress-centered models pertain to the buffer type of effect that
social support is assumed to have. Support may have either a
positive effect on health in the normal population, thus appearing as
a statistical main effect, or it may alleviate stress and its conse-
quences. In the stress-buffering model, support may be influential
at two points in time: first, when stressful demands are cognitively
appraised, and second by dampening health-damaging physiologi-
cal processes. The stress-centered models are refined in the psycho-
social process models. For both the main effect and the buffer effect
hypotheses, Cohen (1988: 280) postulates separate types of con-
tent-specific models. Thus, the information-based model refers to
the fact that wide networks might provide a wider range of infor-
mation pertaining to health-relevant behaviors, which ease the
access to medical services or help avoid exposure to infectious
agents. Identity and self-esteem models, on the other hand, refer to
the general self-worth improving effect of social support which is
supposed to contribute to less psychological despair, a greater
motivation for self-care or — more directly health related — to
suppressed neuroendocrine response. Social influence models
again maintain that social integration entails controls and pressures
by close others that might either promote or discourage certain
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health-relevant behaviors. Tangible resource models, finally, focus
on the beneficial effects of aid and material resources provided by
others that help to provide a healthier environment for the
individual.

Linking personality, stress appraisals and coping to social support
Social relationship processes are presented here as a composition of
hierarchies and pathways (Figure 2) with the essential feature of
separating three previously elucidated aspects of social relation-
ships and relating these to personality, stress and health.
Individual differences in personality would contribute to the
observed discrepancy between cognitive and behavioral support.
For example, persons high in self-esteem might be prone to expect
more available support than would actually materialize later in
cases of stress. On the other hand, persons with high self-esteem, if
they also cope more efficiently on their own, might actually need
less support. Social competence, the propensity to seek help by
communicating skillfully with network members, in turn, would be
a prerequisite for support mobilization. Poor social competence, on
the other hand, reduces the likelihood of network activation. The
willingness to accept help without feeling inferior or feeling obliged
to reciprocate could also differ among recipients. Shyness again
represents an additional example of a barrier that might prevent
people from seeking help. Figure 2 depicts such a causal influence of
a personality disposition on both cognitive and behavioral support.
How might social support be related to stress appraisals? Lazarus
& Folkman (1984) distinguish between primary and secondary
appraisals, which deal with different sources of information and
have different functions. During primary appraisal, the person
perceives the demand characteristics of a stressful event and decides
what and how much is at stake. Primary appraisal can be of four
types: harm/loss, threat, challenge or benefit (Lazarus & Folkman,
1987). Secondary appraisals are evaluative judgments about one’s
coping options. Both kinds of appraisals are intertwined, occur
simultaneously and influence each other. Stakes and coping options
are considered as transactional variables because they depend on
the environment and on the personality, as well. Coping options are
based on two kinds of antecedent variables: environmental
resources and a person’s hierarchy of goals, beliefs and commit-
ments. With respect to appraisal, personal resources such as com-
petence, coping styles, hardiness, skills, self-efficacy expectancy or
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self-esteem may operate as influential factors on secondary apprai-
sals and on coping. However, Cohen & Edwards (1989), in review-
ing the literature, came to the conclusion that ‘research on person-
ality factors as buffers of stress-induced pathology has not been very
successful’ (p. 275). Such personal resources in most cases do not
operate as buffers on symptomatology, only generalized expectan-
cies of control could be tentatively assigned a stress-buffering role.

In the present context (Figure 2), cognitive appraisals of stressful
encounters are dependent on cognitive social support (i.e. one’s
perception of social embeddedness). If someone feels in control of a
difficult situation owing to the availability of help by close network
members, then the appraisal process is likely to result in a lower
level of stress intensity. The perceived availability of a responsive
social network also represents a coping option and therefore would
make appraisals of harm/loss, threat or challenge less severe or even
non-existent. On the other hand, perceived social isolation would
imply the lack of one coping option, namely seeking help, with the
person having to rely exclusively on other, non-social options.
While this cognitive type of social support exerts a direct influence
on stress appraisal, objective social network integration is an ante-
cedent variable which can merely have an indirect influence. Cogni-
tive social support serves as a mediator between social integration
and appraisals.

Based on the arguments detailed above, social support can be
considered a stress-protective factor. In the context of stress apprai-
sal, individuals assess available support along with a number of
coping competencies and skills that they possess to mobilize sup-
port. According to the present approach, social integration would
be a ‘social resource’, and so would be cognitive social support —
when it is considered a stable set of expectancies. Behavioral sup-
port, however, is not a resource per se, and thus does not enter the
appraisal process as a relevant factor, but is part of the actual coping
process which on the social dimension includes mobilization,
receipt and evaluation of help. Behavioral support is reported after
it has been provided, whereas stress appraisals, by definition, take
place before coping activities are performed. Therefore, appraisals
can rely only on anticipated (cognitive) support, not on behavioral
support.

Coping behaviors depend on stress appraisals and, therefore,
may be indirectly influenced by cognitive social support. A specific
kind of coping behavior is the mobilization of social support and its
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acceptance when provided. Some researchers have conceptualized
social support particularly in this light. Thoits (1985), for instance,
has specifically defined social support as ‘coping assistance’. How-
ever, while the seeking of support has seemingly found a place
among coping researchers’ attempts at conceiving of, and operatio-
nalizing, coping strategies and behaviors (see, for instance, the
Ways of Coping Scale by Folkman & Lazarus, 1989), little research
has been done in the area of how seeking help is related to individ-
ual coping strategies, such as problem-focused as compared to
emotion-focused coping, and how such individual coping strategies
and coping assistance by others might jointly affect well-being. The
discussion so far has dealt with the specific role of social resources in
the stress and coping process. It is taken for granted that social
resources are not the ‘golden bullet’ for understanding this complex
process, but merely a straw. There are other resources such as
health, energy, time or wealth that may account for more variance
in a particular stress situation. Hobfoll (1988, 1989) has proposed an
intriguing ecological approach where social resources are con-
sidered to buffer stress simultaneously with other resources in an
interactive manner.

An interesting question in this context is how active coping with
illness may be related to the likelihood of receiving support from
others. This changes the perspective from the recipient to the
provider. Social support research has dealt mainly with the reci-
pient’s perspective, but in order to get the full picture we should
consider both the recipient and the provider, and their interaction.
Does it make a difference to the network member’s willingness to
extend help if the patient is actively coping or not? This question
leads to an analysis of the transactional process which involves the
support provider as well as the recipient (see Figure 3).

In order to exemplify the connections between coping behavior
and support mobilization, an experimental simulation study will be
briefly presented (Schwarzer & Weiner, 1991), which investigated
the effects of an individual’s coping on others’ willingness to extend
support. Participants responded to a number of vignettes in which
eight diseases were varied with respect to onset cause and coping
behavior of the patient. The patient was either responsible for
the onset of a problem or was a victim of an externally caused
misfortune. For example, someone may have developed cancer
because he or she did not comply with wearing regulation-
prescribed clothing while working with cancer-producing chemicals.
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FIGURE 3
A transactional model of the dyadic support relationship
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This person would be responsible for the onset of the disease. But
another person who was living unknowingly in an area which was
once a toxic waste dump of cancer-producing chemicals would not
be responsible.

A network member’s emotions and reactions towards the victim
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should strongly depend on his or her attributions made for the crisis.
If the victim is not held personally responsible, then feelings of pity
and compassion should result, which are likely to go along with an
intention to help. Vice versa, if the victim is held responsible, then
anger or indifference might occur, and people might be prone to
withhold help. Naturally, such tendencies will be moderated by the
closeness of the relationship and the severity of the condition.

Patients, on the other hand, when they become support reci-
pients, will probably perceive the supportive action and may also
correctly interpret the underlying intention. If no undesired side-
effects of help emerge, recipients should experience positive
changes in adjustment and improvement of functioning.

Independent of this distinction on the causality dimension,
people could either cope with the disease in an instrumental or in a
rather emotional manner, for instance by denial. They could
undergo chemotherapy and radiotherapy and take all possible
efforts to regain health, including changes in diet and life-style; on
the other hand, they could deny the severity of the disease, not
wanting to learn about it and not showing up for appointments
scheduled for further diagnosis or treatment.

An important question to be answered by this experiment, there-
fore, was which would be the stronger predictor of the network
member’s intentions to give support: perceived onset cause or
perceived coping? It turned out that coping made the major impact:
patients who coped well on their own turned out to be more likely to
obtain additional help from their social environment (Schwarzer &
Weiner, 1991). Meanwhile, this study, based on an American
population, has been replicated with a German sample (Schwarzer
& Weiner, 1990). In a field study, Dunkel-Schetter et al. (1987b)
also found that problem-focused coping in particular was related to
the receipt of help, which underscores the notion that one’s instru-
mental actions may be major determinants of support receipt. The
bottom line is: persons in problem situations are more likely to
obtain social support when presenting themselves in a way that
triggers effort attributions in potential support providers.

The transactional model, involving both the support recipient
and the support provider, however, has to be extended to a broader
time frame. Continued transactions tend to alter subsequent
resources and perceptions. Some resources may be depletable,
others may grow when called upon, and their appropriateness may
change. Provider burnout or loss of control or self-esteem, induced
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in the recipient by assistance, may decrease the amount of further
interactions. It is also possible that different sources of help might
compete with each other, either in terms of quantity or specific
quality, matching the actual needs at a certain stage of coping, and
the subject may turn to the one who provides the highest benefit in
relation to costs.

Linking physical health to social support: a meta-analysis
When exposed to prolonged stress, additional lack of support might
lead to a chronically elevated neuroendocrine response and to an
immune suppression, which in the long run would impair bodily
resistance towards illness. Social support, on the other hand, is
expected to suppress neuroendocrine reactivity and to enhance
immune functioning (Cohen, 1988). Combined with the impair-
ment of health behaviors, the genesis and progression of illness
would be affected negatively by lack of support. These processes
represent a ‘missing link’ in social support research, in that so far
few empirical studies have tried to investigate these theoretical
assumptions. While these mediating processes are underre-
searched, there is, on the other hand, an abundance of theoretical
and empirical literature on the mere relationship between social
support and physical health outcomes (cf. Badura, 1981; Berkman,
1985, 1986; Cohen, 1988; Cohen & Syme, 1985). Some of the
empirical studies have dealt with the question of how social inte-
gration and social support relate to disease onset (Berkman &
Syme, 1979; House et al., 1982; Reed et al., 1983; Siegrist, 1986).
Others have studied the role of social support in coping with chronic
illnesses such as cancer (cf. Dunkel-Schetter, 1984; Filipp et al.,
1986) or coronary heart disease (Badura et al., 1987; Ruberman et
al., 1984). Many studies have reported a significant impact of social
support on health-related variables, although more empirical evi-
dence exists for mental than for physical health changes. There is no
agreement, however, on the actual effect size in the population as
correlations differ in degree and even in direction.

In a recent review on this topic, Ganster & Victor (1988: 33)
concluded:

At this time the literature still has not resolved several fundamental questions of
the relationship between social support and health. Perhaps foremost is the
ambiguity regarding the impact of social support on physical well-being. Until
large-scale prospective studies on a general population sample are conducted, the
literature will have to continue to assume that either physical morbidity is
unaffected by social support, or that the current research is systematically flawed.
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A meta-analysis on morbidity/mortality and social relationships
was conducted (Schwarzer & Leppin, 1989a, b) and recently up-
dated, based on the literature from 1976 to 1988. A meta-analysis
combines many research findings by use of appropriate statistical
procedures which allow a quantitative synthesis and which provide
parameters such as a population effect size and an index of homoge-
neity (Schwarzer, 1989). The present meta-analysis is based on
eighty studies with 60,936 subjects. If the authors did not report any
correlations, then either other statistical values were transformed
into effect sizes, or else the available material was reanalyzed,
whenever possible. For instance, many studies dealing with the
given topic published risk ratios or exact probabilities instead of
effect sizes. An often cited study by Berkman & Syme (1979), for
example, states that the mortality risk for weakly integrated persons
is about twice as high as that of socially well integrated men and
women. We have estimated an effect size of ‘only’ r = —.07 for this
ratio, based on the entire sample instead of on extreme groups (a
more extensive elaboration on this point can be found in Schwarzer
& Leppin, 1989a: 209-13). This transformation reveals two aspects:
(1) effect sizes are less ‘spectacular’ than some other statistics, at
least when large samples or extreme groups are involved, and (2)
small effect sizes can nevertheless be important if serious conse-
quences are at stake.

The 110 correlations varied from r = —.43 to r = +.17, and the
majority of coefficients were located near 0 (see Figure 4). All 110
effect sizes have been combined to obtain a first estimate to be used
later as a yardstick for comparison. The population effect size
(weighted average) was r = —.07.

For the purpose of the present discussion, only some aspects are
of importance, and we therefore turn to the subanalyses in which
specific kinds of social relationships have been related to physical
symptoms, thereby excluding results on mortality, illness incidence,
blood pressure, time of recovery from illness and other illness
indicators. The majority of studies used symptoms such as head-
ache, fever and stomach pains as a cumulative index. It turned out
that social integration was only slightly associated with the report of
physical symptoms (.07), while functional support was more closely
connected, especially in the case of instrumental support (—.18).
Table 1 summarizes these results.

The highest correlation was obtained for the evaluative compo-
nent (i.e. satisfaction with support (—.25)). This points to the fact
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FIGURE 4
Stem-and-leaf display for 110 correlations
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TABLE 1
Relationships between social support/social integration and physical symptoms
Variable k n r Homogeneity
(percent)
Social integration 15 1643 -.07 100
Emotional support 8 5578 —.11 100
Instrumental support 8 6092 —-.18 34
Satisfaction with support 9 730 -.25 40

that the way support is subjectively experienced is most crucial for
physical symptoms — at least as far as self-reports of such symptoms
are concerned.

Another question that we tried to answer with this meta-analysis
was whether cognitive and behavioral support would relate to
symptom reporting to a similar degree or whether there would be
large differences. It turned out that perceived availability of support
was correlated with physical symptoms in the expected way (—.11).
However, surprisingly, received support had a positive correlation
with symptoms (+.12). A striking result such as this one was found
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nowhere else in the entire data set. It is based on 7 studies with 451
subjects and can be considered reliable because the observed effect
size variance was almost completely explained by sampling error
(97 percent). Table 2 summarizes these results.

TABLE 2
Relationships between cognitive/behavioral support and physical symptoms
Variable k n r. Homogeneity
(percent)
Cognitive support 31 15,295 -.11 33
Behavioral support 7 451 +.12 97

Why should more symptom complaints be associated with more
support? There may be different reasons, but one point seems
particularly salient. Behavioral social support refers to seeking,
receiving and evaluating tangible aid, care and emotional attach-
ment. In times of prolonged stress, physical symptoms may de-
velop, and simultaneously one’s social network may be activated for
assistance. A positive correlation between poor health and social
support can thus be due to such a mobilization effect, with the prior
stress episode being the eliciting cause of both support and com-
plaints. It is these types of effects that we shall scrutinize more
closely next.

Support mobilization effects

This basic three-variable problem can be studied systematically by
specifying at least four causal models. All of them imply a positive
correlation between stress and support, and half of them also imply
a positive correlation between support and illness (Figure 5).

In the first model, the stress situation motivates people to seek
support. If support is granted, no detrimental health consequences
occur at all (in this case, the mobilized support is sufficient for
preventing the onset of illness).

In the second model, stress exerts three effects, two direct ones
on support and illness, and an indirect one via support on illness.
Here it is assumed that support reduces the severity of illness.

In the third model, a delayed mobilization is hypothesized. Stress
alone does not suffice to activate one’s network; the onset of illness,
and maybe the urgent presentation of symptoms towards significant
others, is necessary to obtain the help needed. Sometimes a
network overlooks the first signs of a crisis and only later realizes
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FIGURE 5
Different causal models implying different signs of correlations
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that there is a sufferer who is in need of attachment; sometimes the
patients themselves hesitate to call on others at an early stage of
distress, either because of shyness or because of anticipated feelings
of obligation.

The fourth model extends the third one by adding a time perspec-
tive to the illness dimension. Stress and illness combined may
mobilize support, which in turn helps to facilitate recovery from
illness. At the first point in time, support and illness are positively
correlated, at the second point in time they are negatively corre-
lated. How does this phenomenon occur? Support in this case is
dependent on disease onset, whereas recovery is dependent on the
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ensuing support. Different signs of correlations may just reflect the
time point at which the investigator has collected the data.

This example demonstrates that in social support research all
kinds of correlations can be meaningful, and that the specific cir-
cumstances determine how the size, as well as the direction, of
influence turn out. Therefore, possibly most empirical findings on
the support—health relationship are underestimated.

Another unresolved issue in the support—disease relationship lies
in the temporal pattern of influence. Chronic illness develops slowly
during the lifespan and may be due partly to chronic or recurrent
stress episodes or to an unhealthy life-style. Social support, in order
to be acknowledged as influential in this process, must be a stable
characteristic. Stability, however, is attributed more to social inte-
gration, whereas support is regarded as a short-term variable by
most authors (Cohen, 1988, 1989). According to Cohen et al.
(1989), the genesis and progression of illness, therefore, may be
linked to social integration, whereas acute manifestations of disease
may be more likely associated with functional social support. In
reviewing the literature on coronary heart disease and psychosocial
factors, they distinguish between sudden and non-sudden cardiac
death and speculate that perceived support might be an important
predictor of arrhythmia and sudden cardiac death. Social inte-
gration, on the other hand, might rather have an effect on the
development of coronary artery disease by protecting individuals
from a number of pathogenic effects over the lifecourse.

This distinction between functions of perceived social support vs
social integration is derived from assumptions outlined earlier that
refer to the stress-buffering role of perceived support compared to
the main effect role of social integration (Cohen & Wills, 1985).
However, the stability status of social support itself is ambiguous in
so far as some authors maintain that if considered over the whole
lifespan, perceived social support indeed is a fairly stable asset (I1.G.
Sarasonetal., 1986; B.R. Sarason et al., 1987). In any case, stability
might not be the crucial point in this context; instead, we propose to
focus on the causal status of different social relationship variables.
Although social integration is often treated as a proxy for social
support, the latter should have a higher causal impact because
psychological variables should be considerably closer to a psycho-
logical process than sociological background variables. Marital sta-
tus, for instance, can serve only as a social indicator, but not as a
causal agent in the disease process. In contrast, the perception of
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one’s spouse’s availability, behaviors and intentions, and the nature
of the social interactions can be seen as potential causal determi-
nants of affect, coping and symptomatology.

Recent research examples

As demonstrated, social support operates in complex ways and has
to be studied accordingly. As a brief illustration for some aspects of
this complexity, we refer to two recent research examples. Kulik &
Mabhler (1989) have studied the effect of natural social support on
recovery from surgery. They measured time spent in a surgical
intensive care unit as well as time spent in the hospital for fifty-six
married male coronary by-pass patients, half of them with low
support and half of them with high support. Behavioral support was
assessed unobtrusively by observing the actual number of spouse
visits in the hospital. In addition, sixteen unmarried fellow patients
were studied. Highly supported married males were released 1.26
days sooner on the average than their low supported counterparts.
The effect size is r = —.31 (converted by us from F(1,52) = 5.44).
The unmarried men fell in between. Unmarried patients who are
used to coping with everyday life in the absence of a significant other
are apt to be more self-reliant. Married patients, however, are
accustomed to someone being around and usually expect their
spouse to be supportive in times of crisis. Therefore, they might be
worse off when expectations are not met. The authors discuss
several causal pathways which may have produced gains in recov-
ery. First, it is possible that spouse support improved the emotional
states of patients (e.g. by holding their hands, cheering them up,
being understanding and compassionate). Second, spouses may
have directly encouraged recommended recovery behaviors such as
deep-breathing exercises, ambulation, eating the right diet or get-
ting sufficient rest, combined with an expression of confidence in
the patient’s skill to recover. This excellent study is noteworthy in
particular (a) because it assessed behavioral support in terms of
observed actions (visits), and (b) because it used an objective
outcome measure (recovery time), thus going beyond most other
studies where predictor and outcome variables tend to be more or
less confounded.

Looking exclusively at the beneficial effects of social support
limits our understanding of health-related social processes. Both
positive and negative aspects of relationships should be considered,
if we are to elucidate fully social support impact. Lack of support
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and social conflict can be most detrimental to the physical status of
patients. Marital disruption, for instance, can deter people from
exercising appropriate coping strategies and facilitate maladjust-
ment. Manne & Zautra (1989) conducted a study with 103 female
rheumatoid arthritis patients and their husbands. Self-reported
behavioral spouse support was measured by a 10-item scale which
tapped instrumental and appraisal support. In addition to this
positive support inventory, a negative aspect of marital interaction
was observed by interviewing the husbands and counting the
number of critical remarks they made on their wife’s illness and
coping behavior. These two facets of social relationships were
related to two coping strategies, wishful thinking and information
seeking/cognitive restructuring, and to psychological adjustment to
the chronic illness. The two coping dimensions were derived from a
factor analysis of 16 items. Poor psychological adjustment was
measured by a 37-item mental health inventory. All data were
reported by the patient, except the husbands’ critical remarks which
were recorded during the spouse interview. The authors were able
to fit a causal model with two major pathways: (1) husband support
caused information seeking/cognitive restructuring (.426), and the
latter was related to a higher degree of psychological adjustment
(.285); (2) critical remarks led to wishful thinking (.237), and this
resulted in poor psychological adjustment (.553). In addition, it was
found that actual critical remarks were unrelated to reported spouse
support (—.09), but related to the patient’s activity limitation (.34),
suggesting that husbands feel bothered by the inconvenience caused
by their wife’s disability. A shortcoming of this study is its cross-
sectional nature, rendering all causal statements somewhat specula-
tive. The message of this study is two-fold: (1) negative relationship
aspects can be important predictors of maladjustment to chronic
illness, and (2) both facets of social support bear indirect effects of
adjustment via coping. Social support makes its impact on patients
by influencing them to choose an appropriate or effective strategy,
and, more than that, by improving the chronic stress appraisal
balance and by enhancing a sense of mastery and coping efficacy.
The direction of causality, however, remains an unresolved issue.
Some researchers have proposed the opposite direction: instrumen-
tal coping is followed by more support from network members
(Dunkel-Schetter et al., 1987b; Schwarzer & Weiner, 1991). It has
to be determined under which specific conditions and for which
specific populations one way or the other turns out to be the
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predominant causal pathway. Transactional processes will have to
be studied with highly sophisticated designs for the fabric of the
social support process to be understood more fully.

Discussion

We have established a taxonomy of social relationships that separ-
ates social integration, with its subcomponents social network struc-
ture and relational content, from cognitive social support, including
its evaluation, and from behavioral social support, with its sub-
dimensions mobilization, receipt and evaluation. These constructs
became part of a causal model in which they were related to
personality, stress appraisals, coping and health. We have pre-
sented some findings from a recent series of meta-analyses, but the
data provided by the original studies were far from being sufficient
to confirm the entire pattern of associations. There was evidence,
however, that social integration is indeed a more remote factor
which is mediated by social support to become effective. Also,
cognitive social support was differently related to health compared
with behavioral social support.

There is good reason to believe that the social support and health
relationship might be empirically underestimated. First, negative
and positive correlations are counterbalanced when averaged.
Although in the majority of cases more support is associated with
less illness, there may be substantial positive correlations under
specific conditions. More illness may be associated with more sup-
port, for example when accidents or sudden diseases occur, result-
ing in the mobilization of one’s network. At a later point in time,
this spurious correlation may disappear. Unfortunately, most
studies do not control for changes over time. It may be that the
onset of an illness initially mobilizes a network until caregiver
burnout or other factors once more reduce the amount of support.
If all positive correlations were due to such a ‘mobilization effect’,
then they would represent a category of their own and should not be
collapsed with negative correlations from studies where different
causal mechanisms are at work. Second, the relationship between
support and health is underestimated in studies which fail to specify
an appropriate causal model or where health behaviors are held
constant. Social support operates partly through other variables
and exerts indirect effects on health that may even exceed the
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straightforward direct effect. Social support can prompt health
behavior, such as adherence to medical regimens. The same applies
when the effect of social isolation on illness is determined after
separating out all other risk factors such as smoking, lack of exercise
and substance abuse. The latter risk factors should be mediators,
thus contributing to the total effect of social isolation on illness.
Separating out risk factors may at least obscure the causal relation-
ship between social resource factors and health outcomes.

One limitation of the present meta-analysis is that buffer effects
were not included because the corresponding database was too
small for a quantitative synthesis of a number of identical buffer
effects. On the other hand, the effect sizes would not be higher with
buffer effects combined because the interaction terms in those
studies reviewed almost never explained more than 1 percent of the
criterion variance. The prior distinction between main effects and
buffer effects may be seen as simplistic and obsolete when com-
pared to more complex causal models which allow the inclusion of
more than three variables, specify more accurate directions of
influence and consider several points in time (Barrera, 1986;
Schwarzer, 1985). Cohen & Wills (1985), for example, have
hypothesized that cognitive social support is more likely to exert a
main effect while behavioral support would be more likely to
produce buffer effects. This seems a reasonable assumption in so far
as the receipt of support in most cases is likely to be preceded by a
prior situation of need. Wethington & Kessler (1986), however,
have found the opposite pattern in their study. Wills (1985) has
made a distinction in terms of types of supportive functions. He
proposed that social integration, status support, companionship
and information support would be prone to have main effects, while
instrumental and appraisal support would be more appropriate for
buffer effects. Cohen & McKay (1984) have stated that, in order to
prove effective, social support must match the specific needs of the
recipient. These needs differ with respect to the kind of stressor and
time of exposure. Research results will remain inconsistent as long
as no complex causal models are applied to longitudinal data. It is
suggested to focus on the role of multiple mediators instead of being
preoccupied with a single moderator.

This discussion refers to the concept of numerous supportive
actions within a dyadic or network relationship. It would make
sense not only to ask retrospectively how much help has been
accumulated over a specified period of time, but to obtain a series of
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data pertaining to different support constructs accompanying the
flow of events during a possibly helpful transaction in times of
stress. Researchers have repeatedly stated that social support oper-
ates in complex ways, but, in contrast, continue to report zero-order
correlations among global variables and, thus, contribute to further
obscuring the specific causal pathways. We need not compile addi-
tional cross-sectional correlation studies on global support—health
relationships, but should conduct more theory-guided process
analyses. Also, studies have to be more fine grained with respect to
the timing of support and to the appropriateness of aid from differ-
ent sources.
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