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Abstract~Previous research on the buffering effects of social support focused mainly on life events as
stressors, and mental illness as outcome. Furthermore, the question as to why support influences illness has
not been subjected to theoretical or empirical study much. In this article we develop a hypothesis on the
basis of the theory of social capital. We hypothesize that specific types of social resources are more relevant
to the consequences of some events than of others. We test this hypothesis in two ways: (i) by taking life
events as stressor and occurrence of illness as outcome, and, which is somewhat unusual, (2) by taking illness
as stressor and duration and disabilities of illness as the outcome. Analyses of a representative sample of
the Dutch population (N = 10,110) reveal that receiving specific types of support does not lead to better
health or less illness in cases of stress. On the contrary, people who are under stress and receive more support,
also appear to report more illness, more disabilities and a longer duration. We suggest that in an open sample
like ours, the disease level measured is not severe enough to assess buffer effects of social support.
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INTRODUCTION
Support is implicated in the aetiology of and recovery from both physical and mental illness [1-7].
Two distinct ideas to explain the relationship between
support and health have been put forward. First, the
direct effect hypothesis argues that support enhances
health and well-being irrespective of level of stress.
Secondly, according to the buffering hypothesis,
support exerts its effects in the presence o f stress, by
protecting people from the negative consequences of
stress. Direct or buffering processes are established
in empirical research when different concepts and
types o f measurement o f social support are used.
Direct effects tend to be found when support is
measured by the degree to which a person is integrated
within a social network, while buffering effects tend to
be shown when support is indicated by the availability
of resources that help one respond to stressful events
[8-1 I]. In this paper we want to contribute to the study
of social support as a buffer of the stress o f events.
A t present, there is an extensive literature on life
events and their effects on mental health, and also
some literature on the effects on physical health,
although the results with regard to the latter are
not straightforward [12, 13]. The foregoing argument
can also be applied to illness itself. Becoming or being
ill is also an event that requires adaptation: the length
of the illness or the extent of complaints can be
mediated by support. The extent to which people
succeed in adapting to this type of stress can be learned
*Author for correspondence at: RIVM, CCM, HDE, P.O.
Box 1,3720 BA Bilthoven, The Netherlands.
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from the duration of their illness and the degree o f
disabilities.
The central questions we will try to answer here are:
(1) When we consider stressful life events, does
social support buffer their effects on
becoming ill?
(2) When we consider illness as stressor, does
social support buffer the level of disabilities
and duration of that illness?
We expect that, in the case of life events, illness will
occur less often when support is provided. In case o f
illness as the stressor, we expect that the illness will be
of shorter duration or will be accompanied by fewer
limitations in respect of daily activities when support
is provided.
In investigating these hypotheses we take a
somewhat different angle than what seems standard in
the literature. We argue that buffering effects can only
take place when events to be buffered are present.
Therefore, we do not analyse the often used interaction
of events and support, but instead select respondents
who have met specific events. Finding a buffer effect
through interaction actually means that people
experiencing more events and more support suffer
fewer consequences than people experiencing fewer or
no events at all or less support or none at all. But we are
not interested in the case of fewer or no events for our
analyses here, because then there is nothing to buffer.
We believe the central issue of the buffer effect is: does
support act as a buffer in case of events?
A shortcoming in existing research thus far has been
the lack of theoretically developed hypotheses. Why is
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it that support influences illness? Possible answers to
this question are sometimes suggested in a rather ad
hoc manner [5, 14]. In this paper we want to make a
contribution to the debate on buffering effects by
providing some theoretical notions that might explain
why some researchers find buffer effects and others do
not. These notions are presented in the next section.
A THEORY OF BUFFER EFFECTS

Social support is seen as a function of personal
relations [13]. Different sides to social support like
types of social support, experienced or 'objective'
support, positively or negatively experienced support
are popular topics in the research literature. Today,
the idea of social support has been thoroughly
examined, but no one version of this concept has been
generally accepted. Here, we propose the theory of
social capital, which, we believe, makes a contribution
to the empirical and theoretical discussion as it has
developed.
The theory of social capital assumes that people
have access to resources of the people they know
[15-17]. These resources are called social or 'second
order' resources, meaning that network-members
control the social resources ego has access to [18]. In
order to achieve certain goals (like health) people can
use their personal (e.g. economic, cultural, physical)
and their social resources. People with more resources,
including social resources, are better able to achieve
their goals [19]. People obtain social capital by
investing in their social network by way of entering in
new relations, or expanding and preserving old
relations [16]. The assumption made is that people
invest in social relations to guarantee access in the
future, or to repay investments made by others in the
past. Therefore, social capital is more than a simple
count of all people in the network and their personal
resources. Social capital is the result of:
(a) the number of people willing to provide
support;
(b) the resources that can be mobilized in this
indirect manner; and
(c) the extent in which these people are willing
or committed to providing support.
From these assumptions it follows that access to
social resources does not imply use. The networkmembers who control the resources may already have
made great investments in ego in the past: ego does not
want to become more indebted [20], or these networkmembers may no longer feel indebted to ego because
they see no future repayment from ego [21]. Further,
social resources may be goal-specific: "It takes a strong
man to carry an invalid" [22]. This may be an
explanation for the fact that measures of integration
do not, and measures of available resources in times of
stress do buffer according to the literature.
In terms of the theory of social capital, the buffer
effect concerns those cases in which support is actually

mobilized. According to our theory, people may use
the social resources they have built up in the past for
achieving momentary goals. If their well-being is
threatened by stressful events (and we see the
occurrence of illness also as a stressor), they can reduce
the consequences by resorting to their social resources.
When people have more social resources and when
they are able to mobilize more of these resources, the
consequences of stressful events will be less severe or
of shorter duration. This buffer effect will not occur or
will do so to a lesser degree if the persons to whose
resources one has access to are less socially indebted.
Because social resources are often goal-specific it is
also possible that the support available is of no use in
the specific situation arising. One might suppose that
the buffer effect would also be influenced by the
availability of professional health care: i.e. when
professionals are available, no support from lay
network-members is necessary. Since professional
providers of support are more or less equally available
to all in the Dutch society, we do not imagine that the
buffer effect will be influenced to any degree by the
presence of professional health care. Studies on the
elderly and the chronically ill [22-24], as well as a study
on a representative sample of the Dutch [25] give
empirical support for this assumption. Moreover, for
problems of everyday life there are no standard
solutions, which usually are offered by professionals.
Social resources are particularly adequate in case
of such unpredictable events, in tasks with many
contingencies which can not be easily subdivided
[22] (p. 10).
Like Litwak [22], Cohen and McKay [26] and
Cutrona and Russell [27], who categorized sources and
types of social support according to the specific needs
of individuals, we assume that specific types of social
support are more relevant to the consequences ofsome
events than of others. The characteristics of the specific
events and of the types of social support have to match
[5, 27]. A general distinction in types of support can be
found in the work of House and Kahn [28] and
Schonfeld [29]. The most frequently used categories
are emotional support, practical support, informational support and social companionship. We
hypothesize that emotional support is more relevant
when an event causes anxiety. An event will cause
more anxiety if people do not know much about it, if
the event does not occur frequently, or if a specific
event can not be related directly to a specific cause.
There is a need for practical support when the event
restricts everyday activities. And information is
supposed to benefit people who face events that do
require professional help, and when the causes of the
events are relatively unknown. Social companionship
might influence health or illness directly, but will not
be useful in case of buffering the stressors because
specific types of support and specific events have to
match. We consider social companionship nonspecific, and not meant to exchange any particular
kind of support (compare the notion of instrumental
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versus expressive dimensions of social support [30]).
Regarding illness as an event, similar hypotheses are
proposed, but now with regard to health-related
support. We assume that, because events and support
have to match, support related to illness is more able
to buffer illness as an event than general types of
support. Vice versa, general types o f support are more
able to buffer general types of stress (i.e. other life
events than illness) than support related to health.
This theory has much in c o m m o n with the social
support resource theory as developed by Hob(oil [31]
and with the theory of optimal matching as developed
by Cutrona and Russell [27]. In contrast to these
authors [27,31], we focus on 'behavioral social
support'. Schwarzer and Leppin [7] label the activation
of support, although usually measured by self-reports
o f receivers, as behavioral support, as it reflects more
concrete experience in specific situations. Perceived
support, in contrast, reflects general expectations.
Schwarzer and Leppin [7] refer to this last kind o f
support as 'cognitive'.
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. [7] (p. 102)
With the help o f the theory of social capital we
hypothesized that, for a buffer effect to take place,
available resources must be used and match with the
need raised by the stressor. Since behavioral support
refers to concrete situations, we considered this
measurement of support to be optimal to test our
hypotheses on buffer effects.
These theoretical notions provide us with a tool to
examine the relationships among stressful events,
support and illness. The goal-specific nature of social
resources, like support, may explain why social
support has a buffering effect in some studies and not
in others. We hypothesize that, for a buffering effect
to take place, the characteristics of specific events and
of the mobilized types of social support have to match.
To test this hypothesis, we conducted multiple
regression analyses on several combinations of types
of events and support. The next section gives more
details about our data and methods.
DATA AND METHODS
Data

D a t a is gathered as part of the national survey
'Morbidity and Interventions in General Practice' [32]
by means of a health interview*. The total sample
*Over 17,000 respondents were selected from the records of
161 general practitioners. Since virtually the entire
population of the Netherlands is registered with a general
practitioner and since the sample is quite similar to the
Dutch population [33], we may consider our sample
representative.
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includes 17,047 respondents, the response rate is 77%.
Respondents o f all ages are selected, but we have only
presented findings for respondents aged 18 and over
( N = I 0 , 1 1 0 ) here, because this group can be
considered to have more freedom in choosing their
network-members than younger people. We will first
describe the variables used in analyses on life events,
and then provide information on details o f variables
used in the analyses of illness as the stressor.
Descriptive statistics of the sample are given in Table 1.
Life events in our study were measured with the help
of two separate lists: life events experienced in the year
before the interview [34] and social problems
experienced at the moment o f the interview [35]. F o r
each list, a sum-score of the number of events or
problems was constructed. We decided to use the
number of events or problems instead of specific single
events on the basis of a literature study by Cohen and
Wills [9] in which they conclude that any single event
is less likely to be health-threatening. " I t is when
multiple problems accumulate [ . . . ] that the potential
for serious disorders occurs" (p. 312). At average,
respondents report 1.9 life events and 1.4 social
problems (see Table 1). The items on illness in the
list of events were not included here, to avoid
Table I. Descriptivestatisticsof the sample:percentageof respondents
according to gender, age,and to education, prevalence of chronic
diseases, minor complaints, psychiatric complaints,and of perceived
health status, mean number of social problems, mean number of life
events,mean number of days respondents could not carry out their
daily routine in the last twomonths (neglecting),mean number of days
respondents wereconfinedto bed during the lasttwo weeks(confined
to bed), mean number of days respondents have been slowingdown
inthe last two weeks (quieting) and mean number of disabilities
(N= 10,11o)
Percentage of respondents according to:
Gender

Male
Female

48.8
51.2

Age

18-24 years
25-44years
45-64 years
65 and above

14.3
44.8
27.0
13.9

Education

Primary
Lower secondary
Middle secondary
Upper secondary
Tertiary

19.6
28.8
15.3
22.2
14.I

Chronic diseases
o

44.9

1 or more

55.1

Minor complaints

0
1 or more

19.9
80.1

Psychiatric complaints

I-4 positive items
5 or more positive items

87.2
12.8

Perceived health status

(Very) good
82.9
Not good
17.I
Mean number of (and standard deviation)
Social problems
1.4
Life events
1.9
Days neglecting
2.8
Days confined to bed
0.1
Days quieting
1.1
Disabilities
1.1

f2.1)
(1.8)
(1o.3)
(0.9)
(3.3)
(1.9)
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contamination with the measurement of the dependent
variable, occurrence of illness. Life events in our list
range from death of a spouse to starting a new career.
Social problems range from problems in the relation
with a partner to problems with housing. To indicate
the occurrence of illness we used three indicators:
minor complaints, psychiatric complaints and experienced state of health. Minor complaints experienced
during the last two weeks prior to the interview were
measured by a checklist developed by Foets and Van
der Velden [33]. Occurrence of illness is computed by
summing all reported complaints and coding this in
0 - - n o complaints, 1 = 1 or more complaints, per
respondent. Nearly 80% of the respondents report 1
*Of the 42 complaints in the list, 2 were excluded for this
study because they are not direct indicators of (physical
or mental) health: problems at work, and family
problems. The list contains the following other
complaints: fever; general tiredness; general weakness;
sweating problems; headache; vertigo/dizziness; throat
complaints; ear pain/earache; buzzing; hearing complaints; sneezing/nasal congestion; nose bleed/epistaxis;
cough; pressure/tightness attributed to the heart;
palpitations/aware of heartbeat; pain attributed to the
heart; nausea; vomiting; diarrhoea; heartburn; stomachache or pain; cramps; constipation; teeth/gum
complaints; painful urination; incontinence; neck or
shoulder complaints; hip complaints; back complaints;
arm-, hand- or finger complaints; leg-, thigh, foot- or toe
complaints; menstrual pain. These complaints were
distinguished in eight groups with the help of the ICPC
[36]: general and unspecified complaints; neurological
complaints; respiratory and ear complaints; circulatory
complaints; digestive complaints; urinary complaints;
mnsculoskeletal complaints and female genital complaints. Prevalence figures range from 1 to 29%.
tName-generating items were: 'A. Do you talk with people
when you have problems with your health? B. When you
have a personal problem, do you talk about this with
other people? C. Did you receive any help or assistance
from people, with regard to a disease in the last few
months? D. Did anyone help you with jobs around the
house in the last three months? E. When you are away for
a longer period of time, do you ask someone to watch the
house, water the plants etc.? F. Did you visit anyone last
month, or did anyone visit you, or have you been going
out with people?' For each item the next question was:
'Can you tell me the names of at maximum three
persons?'.
:~These25 chronic diseases are (in order of appearance on the
check-list): chronic bronchitis/emphysema; asthma; hay
fever; hypertension; heart complaints; cardiac failure;
hacmorrhoids; varices; uicus cruris; arterio-sclerosis;
backache (slipped disc, sciatica); rheumatism/arthritis/
arthrosis; neoplasm/cancer; diseases of the nervous
system (Parkinson's disease, multiple sclerosis, epilepsy);
migraine/chronic headache; chronic gastro-intestinal
disorders; diabetes; gall-bladderand liver diseases; kidney
diseases; thyroid gland diseases; prostatism/prostatis;
menstruation/menopause complaints; chronic skin diseases/eczema; serious consequences of an accident;
hereditary handicaps. Respondents with asthma and
chronic bronchitis are included together. Respondents
suffering from heart complaints or cardiac failure are also
included together, because these diseases belong to the
same groups in terms of symptoms. The original list
consisted also of an 'other' category. This category was
excluded because of suspected minor reliability.

or more complaints*. The measure for psychiatric
complaints used here is the General Health
Questionnaire (GHQ-30, [37]). The G H Q usually is
used as a first stage screening instrument of
non-psychotic psychiatric illness. Anyone reporting
five or more positive items is a possible psychiatric
'case' [37, 38]. In our study 13% of all respondents
reported five or more positive items. The G H Q must
be viewed as measuring present mental health in
relation to a 'normal' status. The state of health
experienced is measured on a five-point scale [1 = very
good through 5 = very bad, recoded to 0 (scores 1 and
2) and 1 (scores 3, 4 and 5)]. 17% of all respondents
experience their current health status as not good.
The central variables of this study are indicators of
social support. To assess the amount and kinds of
social support we used the exchange method [39]. Six
name-generating questions had to be answered, each
referring to the provision of a specific type of social
supportL Respondents were requested to list a
maximum of three network-members per question, in
reference to people outside the household. Several
types of social support can be distinguished:
health-related support (see footnote: items A and C)
and support not related to health (items B, D, E and
F), and within these categories emotional support
(items A or B) and practical support (items C or D and
E). Item F is supposed to indicate social companionship, but as mentioned earlier, we have excluded this
concept for the present problem at hand. We
computed sum-scores for each respondent by counting
the number of times the respondent reported receiving
a specific type of support. Figures for support-variables can be found in our earlier work [40].
A last indicator of support is the amount of medical
information people have access to through networkmembers working (or educated to work) in health care.
Nearly half of the respondents had such networkmembers available to them. We acknowledge the fact
that the existence of these social relations in the
network does not mean that information is received by
the respondent. Although we stated in the section on
theory that availability of resources does not imply use
of them, and that only use of resources might buffer,
we can not analyse this to the full extent, because we
have no direct data available on receipt of
information.
For the analyses on illness as stressor, we measured
illness in terms of four indicators of which we already
mentioned three (minor- and psychiatric complaints
and experienced health status) above. The fourth
indicator concerns chronic diseases. The presence
of a chronic disease was measured by a checklist
developed by Van den Bos [41]. For each of 25
diseases~, the respondent filled in whether he or she
suffered from this disease. 55.1% of all respondents
repoi't one or more chronic diseases. This figure is
comparable to the results of other studies carried out
by the Central Bureau of Statistics in the Netherlands,
using the same list of diseases [42]. We did not relate
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life events to the prevalence o f chronic diseases,
because these diseases generally precede the events a n d
therefore such analyses would be causally incorrect.
Several measures were used to indicate the d u r a t i o n o f
illness. T h e first is the n u m b e r o f days (in the last two
m o n t h s before the interview) r e s p o n d e n t s were n o t
able to carry o u t their daily routine. This variable is
labelled 'neglecting'. The second variable is the
n u m b e r o f days (in the last two weeks) r e s p o n d e n t s
reported h a v i n g been 'confined to bed'. T h e last
variable o f this kind is the n u m b e r o f days (in the last
two weeks before the interview) r e s p o n d e n t s have been
slowing down: 'quieting'. In c o n t r a s t to the actual
d u r a t i o n of a n illness these measures c a n be considered
as 'social' d u r a t i o n , or 'social' limitations, because
they indicate the consequences illness has for social
life. The majority o f the r e s p o n d e n t s (over 8 0 % )
reported t h a t they did not neglect their daily routine,
h a d been confined to bed or were 'quieting'. A n
adjusted version o f a checklist developed by the
O E C D * . (OECD-16, [43]) was used to indicate the
physical disabilities people meet with. R e s p o n d e n t s
could report to w h a t extent they were able to p e r f o r m
certain activities themselves. Over 4 0 % o f the
r e s p o n d e n t s experienced one or more disabilities.
These m a y range from n o t being able to climb the
stairs, or n o t being able to r u n a 100 m, to not being
able to get dressed or cut food. We did n o t relate m i n o r
a n d psychiatric c o m p l a i n t s to the disabilities people
experience. These c o m p l a i n t s are acute in c o n t r a s t to
the disabilities which m a y be lifelong. Such analyses
would then be causally incorrect. Finally, the s u p p o r t
variables employed in the analyses o n illness as stressor
are the same as the ones we have described above.
Methods

Like Litwak [22] ( a n d with regard to m e n t a l illness:
C o h e n a n d M c K a y [26]) we assume t h a t specific types
o f social s u p p o r t are m o r e relevant to the
consequences of some events t h a n o f others. T h e
characteristics o f the specific events a n d o f the types o f
social s u p p o r t have to match. Therefore, we
categorized o u r measures o f stress (life events, social
problems) according to the supposed buffer effects o f
the types o f s u p p o r t (see T a b l e 2). W e categorized
these measures o f stress ourselves. This m a y be n o t the
best m e t h o d . W e expect t h a t the life events or social
p r o b l e m s in o u r list require s u p p o r t n o t related to
health. Accordingly, we discuss this categorization
below.
W e also categorized o u r measures o f illness as event
(chronic diseases, minor-, psychiatric complaints a n d
experienced health status) according to the supposed
buffer effects o f the different types o f support. T a b l e
3 shows o u r expectations regarding the needs for
s u p p o r t o f people experiencing those illnesses. W e
expect t h a t these types o f illness generally only require
*OECD stands for Organization for Economic Cooperation
and Development.
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Table 2. Expected need for support per life event or social problem
Support,
not related to health
practical emotional
Life events:
You moved, within town

You moved, out of town
You moved out parents house
Your child moved out
Your wife is pregnant, gave birth to a child'
Your wife had an abortion or miscarriage'
You stopped working
Other in family stopped working
You started working
Other in family started working
You started school, college, etc.
You quitted school, college, etc.
You got a degree
You/other in family failed to get a degree
Other in family married
Other in family divorced
You/other in family run away
You had a financial success
You had a financial disappointment
You suffered loss due to theft, fire, violence
Your partner died
Your child died
Your father/mother died
An important other died
You married
You divorced
You/partner had or has an affair
You were promoted
Your pet died
You/other in family was involved in a lawsuit
Social problems:
Financial
Housing
Parents
Education
Work
Getting older
Partner
Children
Important others
Contacts in general
Sexual
Religion
Self-realization
Yourself
Future
Addiction
Loneliness
Changes in society
Neighbourhood
Spending leisure time
Life in general
'For men only.

+
+
+
0
+
0
0
0
+
+
+
0
0
0
0
0
+
+
+
+
+
+
+
0
+
+
0
0
0
+

0
+
+
+
+
+
+
+
0
0
0
+
+
+
+
+
+
0
+
+
+
+
+
+
+
+
+
+
+
+

+
+
0
+
+
0
0
0
0
0
0
0
0
0
0
0
0
0
+
+
0

+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+

s u p p o r t t h a t is related to health. We further expect t h a t
all chronic diseases require information, because, since
these diseases are chronical, professional help m i g h t
ease the consequences for daily life.
W e state clearly that, as we are only considering
buffer effects here, a n d since events or illness are
the stressors t h a t are hypothesized to be buffered
by social support, we only selected r e s p o n d e n t s
w h o reported events or illness. We used linear as
well as logistic regression analyses. F o r analyses
regarding life events a n d social p r o b l e m s we are
mainly interested in occurrence o f illness: does illness
n o t occur w h e n life events or social p r o b l e m s are
buffered by social support? Because o u r d a t a o n illness
were u n a b l e to follow the n o r m a l distribution o f the
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Table3. Expectedneedfor supportper chronicdisease,groupof minorcomplaints,psychiatric
complaints,or feelingin bad health
Health-related support
practical emotional
Chronic diseases:
Arterio-sclerosis
Backache (slipped disc, sciatica)
Chronic bronchitis/emphysema, or asthma
Chronic gastro-intestinal disorders
Chronic skin diseases/eczema
Diabetes
Diseases of the nervous system
(Parkinson disease, multiple sclerosis, epilepsy)
Gall-bladder and liver diseases (incl. bilestones)
Haemorrhoids
Hay fever
Heart complaints, or cardiac failure
Hereditary handicaps
Hypertension
Kidney diseases (incl. kidney stones)
Menstruation/menopause complaints'
Migraine/chronic headache
Neoplasm/cancer (incl. lenkaemia)
Prostatism/prostatitisb
Rheumatism/arthritis/arthrosis
Serious consequences of accident
Thyroid gland diseases
Ulcus cruris
Varices
Minor complaints:
General and unspecified
Neurological
Respiratory
Digestive
Circulatory
Musculoskeletal
Urinary
Female genital'

information

+
+
+
+
0
0

+
+
+
+
+
+

+
+
+
+
+
+

+
+
0
0
+
+
0
+
+
+
+
+
+
+
+
+
+

+
+
0
0
+
+
+
+
+
+
+
+
+
+
+
+
+

+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+

+
+
0
+
+
+
0
+

+
+
0
+
+
0
0
+

+
+
0
0
+
+
+
+

Psychiatric complaints

+

+

+

Feeling in bad health

+

+

+

"For women only.
bFor men only.

errors as assumed for linear regression and because we
are interested in occurrence (and not number) of
complaints, we conducted logistic regression analyses
[44]. For the analyses on illness as event we are
interested in buffer effects of support on level of
disabilities and 'social' duration. Since the dependent
variable for this type of analysis is continuous (the
number of disabilities, or the number of days
respondents neglected daily routine, or have been
confined to bed, or have been quieting)*, we
performed linear regression analyses. Because a
majority of the respondents did not report disabilities
or neglecting their daily tasks etc., these dependent
variables had to be transformed to be able to apply
linear regression analyses. Best fitting results with
* A n o t h e r option for dealing with this p r o b l e m is to recode
the dependent variable in a d i c h o t o m o u s way. T h e n the
question is n o t whether social s u p p o r t influences the
n u m b e r o f disabilities, days neglecting routine etc., but
whether social s u p p o r t influences the occurrence o f
disabilities o r neglecting routine etc. Neglecting routine,
being confined to bed and 'quieting' m u s t then also be
considered as a kind o f disabifity. Such a dichotomized
dependent variable d e m a n d s for logistic regression
analyses. Anyway, whether we performed linear or logistic
regression analyses, results were always quRe the same.

regard to residuals and outliers [45] were obtained by
transforming the dependent variable with a square
root: ~/y + x/(Y + 1), where y ffidependent variable.
These data were now more able to follow the normal
distribution of the errors. All coefficients are tested for
significance at a one-tail P<0.05 level.
Because types of support seem to overlap, we
admitted only one type of support in each equation.
When practical support is provided, for instance,
people most often also experience emotional support.
In order to distinguish these different types of support,
we elicited them separately and also employed them in
separate analyses.
In an attempt to take possible confounders into
account, age, gender, education and the number of
events or complaints were included in the analyses as
control-variables. The number of events or complaints
was included to indicate severity. We included the
number of events or complaints only for the same
category of events or complaints. All variables in
regression analyses were used as continuous variables,
except gender. Gender is a dummy-variable: 1 = male.
Education is coded as 1 = low, 5 = high.
Of course, we also conducted bi-variate analyses. To
be able to determine whether events do relate to illness

The match of types of events and support
in general, and whether support relates to illness in
general, we computed product moment correlations
for our total sample. These are shown in Appendices
A and B, and will be discussed in the next sections
when appropriate.

RESULTS
First, we describe results for our categorization of
stress-measures according to the supposed buffer
effects of the types of support. Correlations (Pearson
product-moment, [46]) between events requiring
specific kinds of support (not related to health) and
perceiving this kind of support are given in Appendix
C. Although the statistical significance of low
correlations might be due to the large sample size,
these correlations nevertheless indicate that our
categorization could be useful. These correlations are
calculated for each number of events or problems in
combination with the receipt of one particular type of
support. All correlations indicate that the experience
of more life events or social problems is related to the
experience of more support. Relationships of life
events and social problems requiring emotional
support with receiving emotional support are
statistically significant. The relationships of life events
or social problems requiring practical support and
receiving practical support are not statistically
significant. Because the lists of events or problems
requiring emotional or practical support partially
overlap, the finding that correlations with the receipt
of both types of support are statistically significant
does not surprise us, although we would have expected
stronger correlations with the matching type of
support. Further, we see that these stressors are also
related to the receipt of health-related types of
support. We assume that, although the list of events
and problems did not incorparate items on health
problems, these correlations are due to the fact
that people very often also experience health
problems.
Correlations between types of illness and all types of
health-related support are also given in Appendix C.
Experiencing more chronic diseases, more minor
complaints, psychiatric complaints and feeling in bad
health is generally related to receiving health-related
emotional and practical support. For the availability
of sources of information, the correlations with
measurements of illness as stressor are mostly
negative. Experiencing chronic diseases is generally
related to perceiving less sources of information.
Experiencing minor and psychiatric complaints, or
feeling in bad health is not significantly related to
receiving sources of information.

*To take the possible confounding effect of severity into
account, we also conducted analyses for people with and
without chronic comorbidity (not shown here). We found
no important differences between these analyses.
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Correlations between one type of support and
categories of, for instance, chronic diseases are always
quite the same. This is due, of course, to the fact that
the chronic diseases in each category overlap: one
chronic disease often requires several kinds of support.
The same is true for the categories of minor
complaints.
Half of the correlations between types of support
not related to health (emotional support in particular)
and types of illness as stressor are also statistically
significant. Suffering from a particular illness, of
course, does not mean that only health-related matters
are experienced. People who suffer from illness,
probably also experience certain other life events or
social problems. In further analyses, buffer effects of
all kinds of support are estimated with regard to all
kinds of stressors.
The next paragraphs in this results section concern
the hypothesized buffer effects.
4.1. Social support in relation to life events

That events coincide with more health complaints
can be concluded from Appendix A: the number of
events or problems and the number of specific
complaints are all positively related. The results of
testing the hypothesis that support buffers the effects
of events or problems on reported complaints are
shown in Table 4. The main conclusion to be drawn
is that there is just one statistically significant
(negative) coefficient in accord with our hypothesis:
people who reported social problems requiring
emotional support (all problems in our list) and who
also have resources available who might give them
health-related information, appear to report feeling in
bad health less often (coefficient=-0.38). What
appears more clearly is that people experiencing
complaints also receive more support, specifically
health-related emotional and practical support.
4.2. Social support in relation to illness as stressor

All types of self-reported illness are positively and
statistically significant related to the 'social' duration
of illness and disabilities (Appendix B). Findings on
the hypothesis about buffer effects of social support on
the 'social' duration and disabilities of chronic diseases
are in line with the conclusions above (see Table 5)*.
Health-related support has no buffer effects: people
who report a longer duration and more disabilities,
receive more health-related support than people who
report a shorter duration or fewer disabilities. An
exception here is information: people with chronic
diseases report fewer disabilities in combination with
the availability of sources of information (coefficients
are: for chronic diseases requiring emotional support
- 0 . 1 5 , for chronic diseases requiring practical
support - 0 . 1 7 , for chronic diseases requiring
information - 0.15, all are statistically significant at a
level of P < 0.001).
In all regression equations regarding people with
minor complaints, the signs of support-variables are
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Table 4. Non-standardized logisticregressioncocl~cientsfor each type of support per dependent variable,
for people with social problems or life events requiring emotional or practical support, analyses are
controlled for gender (0 = female, 1~ male), age (continuous), education (1 = low, through 5 = high), and
number of problems or events in each group of problems of events
Occurrence of
minor
Psychiatric Feelingin
complaints complaints bad health
(1) For people experiencing social problems requiring emotional support (N= 3226)
-0.17
Emotional support, not related to health
0.21
0.16
-0.01
Practical support, not related to health
0.15
0.02
0.50***
Emotional support, related to health
0.63***
0.32***
0.92***
Practical support, related to health
0.55
0.68***
-0.38***
Information, related to health
0.01
-0.09
(2) For people experiencing social problems requiring practical support (N = 651)
0.03
Emotional support, not related to health
0.20
0.28
0.15
Practical support, not related to health
0.15
0.08
0.36
Emotional support, related to health
0.93**
0.32
1.42"**
Practical support, related to health
0.39
0.36
-0.28
Information, related to health
-0.04
-0.09
(3) For people experiencing life events requiring emotional support (N= 2259)
Emotional support, not related to health
0.23*
0.57***
0.07
0.07
practical support, not related to health
0.32***
0,06
0.57***
emotional support, related to health
0.93***
0.65***
1.47"**
practical support, related to health
1.32***
1,01***
information, related to health
-0.07
-0,03
-0.12
(4) For people experiencing life events requiring practical support (N= 1733)
Emotional support, not related to health
0.40**
0,58***
-0.03
0.04
Practical support, not related to health
0.23*
-0.01
Emotional support, related to health
1.08"**
0.83***
0.59***
1.44"**
Practical support, related to health
1.45"**
0.91"**
Information, related to health
0.09
- 0,16
- 0.08
Statistical significance:*P<0.05; **P<O.01; ***P<O.OOl,t-test.

positive, indicating that respondents reporting more
days neglecting the routine, being confined to bed and
quieting experience more support, health-related* or
not. Results for people with psychiatric complaints are
that health-related support has no buffer effect, and
that the possible buffer effects of emotional support
not related to health are not statistically significant
(coefficients are: for number of days neglecting daily
tasks - 0 . 2 7 , for number of days being confined to bed
- 0 . 0 9 , for number of days quieting - 0 . 2 9 ) . That
emotional support not related to health might buffer
the effects o f psychiatric complaints (vs the
non-buffering effects of emotional support related to
health) may not be strange since our measures of
support clearly distinguish between health problems
and personal problems. Respondents may view
psychiatric complaints as personal problems and not
as health problems. Results for people feeling in bad
health are all in line with the results for people

*We also carried out separate regression analyses for
respondents experiencing minor complaints divided in
those with and without paid employment. Perhaps people
misinterpreted the question about neglecting their daily
routine as only referring to work. There are no important
differences in signs and statistical significance of
coefficients for support variables between employed and
unemployed people. Another possible reason why we did
not find any buffer effects could be that the support
measures only refer to people outside of the household.
For this reason we performed all regression analyses both
for people living alone and for those not living alone.
Again, no differences were found With regard to buffering
minor complaints.

experiencing minor complaints: people experiencing
longer duration perceive more support.
Because most of our respondents report no days of
neglecting daily tasks, being confined to bed or
quieting at all, and nearly 60% reports having no
disabilities, we decided to perform the analyses shown
in Table 5 for respondents reporting at least one day
of being constrained through illness or at least one
disability. This may be also another way of controlling
for severity o f illness to a certain extent. People who
have suffered at least some consequences o f their
illness, as indicated by the report o f a disability or a day
of quieting etc., may be all more severely ill than people
who have not suffered these consequences recently. In
Appendix D we show the results o f these analyses.
They indicate that, to some extent, buffer effects might
exist for this group of respondents. M o r e coefficients
of support variables show the expected buffer effect,
namely 13 as compared to 3 in Table 5. Nearly half of
all coefficients in Appendix D appear to have a
negative sign (the 'sign' of buffering), whereas in
Table 5 only 11 out of all 135 coefficients do. M o r e in
detail, the availability of sources of information
appears to be related negatively to the number of days
being confined to bed and the number of disabilities.
Coefficients of emotional support not related to health
reach statistical significance in the number of days
quieting in the case of people experiencing chronic
diseases requiring emotional support ( - 0 . 2 5 ) , and
requiring information ( - 0 . 3 0 ) , and also in the case of
people experiencing minor complaints requiring
information ( - 0 . 2 2 ) . We will discuss these results in
the next section.

The match of types of events and support
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Table 5. Non-standardized linear regression coefficients for each type of support per dependent variable
for people with illness as stressor, analyses are controlled for gender (0=female, l = m a l e ) , age
(continuous), education (! = low, through 5 ffihigh), and number of diseases or complaints in each group
of diseases or complaints
Number of days
Neglecting

Confined
to bed

Quieting

Number of
disabilities

(1) For people experiencing chronic diseases requiring emotional support ( N= 5042)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

0.22*
0.37***
0.60***
2.83***
0.11

0.01
0.05***
0.06**
0.41"**
0.02

0.08
0.20***
0.41"**
1.50"**
0.09

0.01
-0.03
0.11"*
0.83***
-0.15"**

(2) For people experiencing chronic diseases requiring practical support (N=4362)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

0.21
0.36***
0.62***
2.81"**
0.09

0.01
0.06**
0.06*
0.44***
0.02

0.10
0.22***
0.41'**
1.50"**
0.07

-0.01
-0.03
0.13"*
0.86***
-0.17"**

0.08
0.18"**
0.42***
1.43"**
0.06

-0.01
-0.04
0.11"*
0.81"**
-0.15"**

(3) For people experwncmg chronic diseases requiring information (N = 5509)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

0.17
0.37***
0.61"**
2.81"**
0.07

0.01
0.05***
0.06**
0.39***
0.02

(4) For people experwncmg minor complaints requiring emotional support (N=6264)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

0.07
0.32***
0.48***
2.63***
0.08

0.01
0.05***
0.03
0.41"**
0.02

0.05
0.18"**
0.36***
1.29"**
0.10"

p

(5) For people experwncmg minor complaints requiring practical support ( N = 7142)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

0.04
0.31"**
0.44***
2.69***
0.05

0.01
0.04***
0.03
0.40***
0.02

0.01
0.17"**
0.33***
1.31"**
0.07

(6) For people experwncmg minor complaints requiring information ( N = 6874)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

0.06
0.30***
0.44***
2.68***
0.05

0.01
0.04***
0.03*
0.41"**
0.01

0.02
0.17"**
0.33***
1.32"**
0.06

-0.27
0.59**
0.66*
3.52***
0.52

-0.09
0.11"
0.10
0.65***
0.01

-0.29
0.38***
0.52***
1.68"**
0.28

------

0.41
0.61"**
0.64**
2.65***
0.36

0.07
0.12"**
0.06
0.47***
0.03

0.25
0.39***
0.41"*
1.42"**
0.41 **

------

(7) For people experiencing psychiatric complaints ( N = 1221)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

(8) For people feeling in bad health ( N = 1693)
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

Statistical significance: *P<0.05; **P<0.01: ***P<0.001, t-test.
Regression analyses for people experiencing minor-, psychiatric complaints and feeling in bad health with
number of disabilities are not included: these complaints are acute while disabilities may have been
present for a longer period of time. Such analyses then, would be causally incorrect.

C O N C L U S I O N AND DISCUSSION

The main result of this study is that receiving
support does not coincide with better health or less
illness in cases of stress. On the contrary, especially
perceiving practical support related to health is
associated with occurrence of illness, a greater number
of disabilities and a longer duration. An explanation
for these results has been hinted at earlier by DunkelSehetter and Wortman [47], Avis et al. [48] and
Sehwarzer and Leppin [7]. With cancer as the stressful

event and symptoms and physical functioning as
dependent variables, Dunkel-Schetter and Wortman
[47] conclude that stress can bring about increased
support that could mistakenly be viewed as a negative
buffering effect even in longitudinal studies. Schwarzer
and Leppin [7] call this phenomenon a 'mobilization'
effect. In our case this probably means that we did not
take the severity of the complaints sufficiently into
account, because 'mobilization' could be caused by the
fact that people who are more severely ill also need
more support than those less severely ill. Studies by
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Ros [49] and Glass and Maddox [50] show that
buffereffects are found for severely ill people.
Schonfeld [29] argues that when severely threatening
life events are rare in a sample, a study does not
provide an optimum context for examining stress
buffering effects. In this study we have tried to take the
severity of complaints into account by controlling for
the number of events or complaints. We also
conducted separate analyses for people who can be
considered more severely ill on grounds of other
measurements and those who probably are less
severely ill. Finally, for illness as stressor, we also
performed analyses for people who reported at least
one day of being constrained because of their illness or
at least one disability, assuming that these people
would be more severly ill than people who did not
report these consequences. Although we found an
increased number of indications of buffer effects for
this group, this number was still not very convincing.
However, to examine the effect of severity into more
depth, one needs a case-control study in which more
specific data on physical and mental condition are
available.
Systematic buffer effects are not found in our
analyses. Buffer effects are found sometimes in the case
of information available through persons working in
health care: more health-related information available
relates to fewer complaints, shorter duration and fewer
disabilities for people suffering from chronic diseases.
Nevertheless, the number of relationships indicating
buffer effects is too small to be conclusive. Support
not related to health does not show buffer effects
systematically and this type of support does not
often show statistically significant relationships at all.
Methodological objections could be made. For
instance, we employ cross-sectional data to test
hypotheses on a longitudinal process. Still, we hardly
ever find buffer effects for support not related to
health, while other researchers in this area, also using
cross-sectional data, did find buffer effects, for
physical illness too. One reason may be for minor
complaints, that they usually are present for such a
short period that support simply does not get a chance
to buffer its course. One could also criticise our
measurement of the length of illness behaviour. This
length was limited to two months or two weeks before
the interview, but this period may have continued after
the interview or may have started before the two
month or two weeks period. We do not have a remedy
for this problem. Further, all measurements were
reported by the respondents themselves. For the
support measure for instance this means that only
people who experienced the receipt of support report
this, for people who did not experience support we
have no data on support available. Then, there is the
problem of matching types of events and support. We
categorized events in a rather ad hoc manner. Future
studies have to test this categorization. A final remark
involves the time-frames of all variables used.
Imposing a causal order on the measures used is not

that easy, even more so since the support-variables
each refer to different time-frames.
But, notwithstanding these remarks, the design of
our study has some clear advantages over those of
others. For instance, we studied life events as well as
illness as stressor. Furthermore, the buffer effects of
social support on the occurrence of physical illness
have not been studied very often (we can only recall
one earlier study: [51]). Even more advanced in this
field is our investigation into the duration and
accompanying disabilities of the illness with regard to
illness as a stressor. This clearly fills a gap in the
research literature on buffer effects. Not only is
physical illness rarely studied, if it is, researchers only
examine utilization of health services or recovery [2].
There are still other methodological advantages in our
study worth recalling. The data are gathered for a
representative sample. And most important, the idea
of necessity of a match between types of support and
illness for the occurrence of buffer effects, has been
empirically tested in this study. As, in contradistinction to most earlier studies, we have data at our
disposal on several types of illness and support, we
were able to combine types of support and types
of events in our analyses. Although other authors
also report on matching events and support
[48--49, 52-56], this line of research is rare in the
international literature. Unfortunately, we have very
few results worth mentioning on the validity of
matching types of support and illness.
In considering the properties of our investigations
here, we think that the lack of empirical results
confirming the buffer effect can not be completely
attributed to faults in design and measurement. The
only measure of support that shows buffer effects
sometimes is 'available information'. These results are
open to several possible interpretations. For one, it
may be that social support does not buffer the duration
or disabilities of illness in an open population. The
events or diseases studied might also be not severe
enough for the buffer effect to function. The suggestion
for future research to be concluded from this is that
social support should be asked for more specifically, in
relation to specific events, and that also the measure
of illness, or duration and disabilities must be much
more specific, and of course, longitudinal.
Another option is to withdraw the mechanism of
buffer effects as we described it in terms of actual use
of resources. Since health-related information is
measured indirectly, as access to health professionals,
we probably have measured some kind of integration
instead of the receipt of support. The mechanism
proposed alternatively is of a more psychological
nature. This other possible path consists of direct
psycho-physiological changes (like elevated blood
pressure) instigated by members of the social network,
that influence disease susceptibility. Less exposure to
social contacts then, is expected to produce a worse
physiological or psychological status that could
produce occurrence of health complaints [14]. This

The match of types of events and support
possible mechanism is expected to work irrespective o f
stress level. Previous analyses [57] indicated that other
measures o f integration, especially household composition, are positively related to health. Some first
provisional analyses on a selection o f people
experiencing chronic diseases (not shown) indicate
that not living alone, being member of a church, being
member o f a voluntary organization, reporting more
friends and a higher number of support-givers overall,
is related to reporting less disabilities. The causal
direction of these results has to be determined by
longitudinal analyses, because it is possible that these
measures o f integration protect health, but it is also
possible that it is health status that determines the
degree o f social integration.
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APPENDIX A

Pearson's product moment correlations for stressful events, types of support, minor complaints,
psychiatric complaints and feeling in bad health (N = 9662-10,1 i 0)
Minor
complaints

Psychiatric
complaints

Feeling in
bad health

Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

0.08**
0.05**
0.19"**
0.19"**
0.01

0.10"*
0.04**
0.13"**
0.17"**
0.01

-0.09**
-0.02*
0.09**
0.16"**
-0.11"*

Social problems requiring emotional support
Social problems requiring practical support
Life events requiring emotional support
Life events requiring practical support

0.42***
0.26***
0. I 1"*
0. ! 1"*

0.53***
0.33***
0.13***
0.12**

0.21"**
0.12"**
0.01
- 0.01

Statistical significance: *P<0.05; **P<0.01; ***P<0.001.
Correlations between life events and chronic diseases are not included, because these diseases
generally precede the events, and therefore these analyses would be causally incorrect.
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APPENDIX B
Pearson's product moment correlations for illness as stressor, types of support, and consequences of illness
(N--9106-10,110)
Number of days
Neglecting
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health
Chronic diseases requiring emotional support
Chronic diseases requiring practical support
Chronic diseases requiring information
Minor complaints requiring emotional support
Minor complaints requiring practical support
Minor complaints requiring information
Psychiatric complaints
Feeling in bad health

Confined
to bed

Quieting

Number
disabilities

- 0.0 i
0.04**
0.08**
0.20***
-0.01

0.01
0.03**
0.04**
0,16"**
-0.01

0.01
0.05**
0.10"**
0.21"**
-0.01

- 0.12"*
-0.03**
-0.03**
0.22***
-0.15"**

0.17"**
0.17"**
0.16"**
0.12"**
0.15"**
0.15"**
0.22***
0.23***

0.11"**
0.12"**
0.10"**
0.14"**
0.14"**
0.13"**
0.15'**
0.13"**

0.18"**
0.19"**
0.17"**
0.21"**
0.26***
0.24***
0.26***
0.25***

0.41"**
0.39***
0.38***
------

Statistical significance: *P<0.05; **P<0.01; ***P<0.001.
Correlations for minor-, psychiatric complaints and feeling in bad health with number of disabilities are
not included because these complaints are acute in contrast to the disabilities which may have been
present for a longer period of time. These analyses would be causally incorrect.

APPENDIX C
Correlations between receipt of support and expected need for support
Support, not
related to health
Practical
Number of:
Social problems requiting emotional support
Social problems requiting practical support
Life events requiring emotional support
Life events requiting practical support
Chronic diseases requiring emotional support
Chronic diseases requiring practical support
Chronic diseases requiring information
Minor complaints requiting emotional support
Minor complaints requiring practical support
Minor complaints requiring information
Psychiatric complaints
Experienced health status
(1 =very good, 5=very bad)

Emotional

Health-related support
Practical

0.16"**
0.09**
0.07**
0.10"*

Information
0.04***
0.02*
0.08**
0.08**

N

0.01
-0.02
0.03
0.03

0.08*
0.01
0.06**
0.05

-0.02
-0.01
-0.01
0.01
0.02
0.03*
-0.02

-0.05**
-0.04*
-0.05**
0.06***
0.06**
0.05**
0.02

0.13"**
0.13"**
0.12"**
0.13"**
0.14"**
0.15"**
0.08**

0.01
0.02
0.03*
0.13"**
0.14"**
0.13"**
-0.01

-0.07**
-0.05**
-0.06**
0.01
0.01
-0.01
-0.04

5099
4412
5570
6335
7220
6948
1240

-0.01

-0.05*

0.09**

-0.01

-0.05

1720

Statistical significance: *P<0.05; **P<0.01; ***P<0.001.

0.07**
-0.01
0.02
0.01

Emotional

3257
661
2283
1748
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APPENDIX

D

Non-standardized linear regression coefficients for each type of support per dependent variable for people
with illness as stressor and at least one day of neglecting, being confined to bed, or quieting, or at least one
disability, analyses are controlled for gender (0 = female, l = male), age (continuous), education (I --low,
through 5 = high), and n u m b e r o f diseases or complaints in each group of diseases or complaints
N u m b e r o f days
Neglecting

Confined
to bed

Quieting

Number of
disabilities

984
-0.25*
0.01
- 0.02
0.78***
-0.21

2544
-0.01
0.05
0.09*
0.77***
-0.11"

904
-0.25
0.06
- 0.07
0.74***
-0.22

2241
-0.02
0.06
0.09*
0.76***
-0.13"*

(1) For people experwncmg chronic diseases requiring emotional support
N=
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

977
- 0.11
0.30
0.55
1.30"**
-0.38

256
- 0.11

-0.04
0.13
0.68***
-0.48*

(2) For people experwncmg chronic diseases requiring practical support
N=
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

882
- 0.05
0.31
0.52
1.41'**
-0.46

239
- 0. ! 7
-0.04
0.11
0.63**
-0.50*

(3) For people experiencing chronic diseases requiring information
N=
1062
Emotional support, not related to health - 0 . 1 6
Practical support, not related to health
0.28
Emotional support, related to health
0.62*
Practical support, related to health
1.31"
Information, related to health
-0.43

271
-0.15
-0.01
0.1 i
0.64***
-0.45*

1042
-0.30*
-0.02
-0.03
0.68***
-0.20

2638
-0.02
0.04
0.07
0.76***
-0.12"

(4) For people expertencmg minor complaints reqmring emotional support
N=
1318
Emotional support, not related to health - 0 . 2 6
Practical support, not related to health
0.24
Emotional support, related to health
0.68**
Practical support, related to health
1.49"**
Information, related to health
-0.45

343
- 0.07
0.07
0.08
0.77***
-0.46**

1228
- 0.16
0.07
0.15
0.77***
-0.I0

m

(5) For people experiencing minor complaints requiring practical support
N=
1471
360
1349
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

-0.22
0.20
0.64**
1.56"**
-0.43

-0.09
0.04
0.09
0.73***
-0.37*

-0.20
0.05
0.11
0.80***
-0.14

m

(6) For people experiencing minor complaints requiring information
N=
1430
Emotional support, not related to health - 0 . 2 1
Practical support, not related to health
0.21
Emotional support, related to health
0.62**
Practical support, related to health
1.56"**
Information, related to health
-0.46*

350
-0.08
0.06
0.10
0.74***
-0.40*

1323
-0.22*
0.06
0.09
0.79***
-0.17

(7) For people experwncmg psychiatric complaints
N=
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

390
-0.81
-0.07
- 0.31
1.19"
-0.28

121
0.05
-0.07
- 0.18
0.76*
-0.10

415
-0.19
0.07
- 0.32
0.62**
0.09

488
-0.08
0.1 i
0.23
0.39
0.12

139
0.02
0.05
0.30
0.40
-0.52

550
-0.08
-0.08
-0.08
0.37*
-0.16

m

m

(8) For people feeling in bad health
N=
Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

m

Statistical significance: * P < 0 . 0 5 ; * * P < 0 . 0 1 ; ***P<0.001, t-test.
Regression analyses for people experiencing minor-, psychiatric complaints and feeling in bad h e a l t h w i t h
number of disabilities are not included because these complaints are acute in contrast to the disabilities
which m a y have been present for a longer period o f time. These analyses would be causally incorrect.

