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Abstract

:

This study examined the extent to which dimensions of social connectedness and perceived social support have distinct associations with the physical and mental health of older adults. This study utilized data from the Utah Fertility, Longevity, and Aging (FLAG) study. Participants included 259 older adults, aged 60 or older (mean age: 67.75 ± 4.8). Connectedness (networks and satisfaction with networks) was measured with the Duke Social Support Index. Social support (affective, confidant, instrumental) was measured with the Duke–UNC Functional Support Scale. Physical and mental health were measured with the Short Form Health Survey (SF-36). The results showed significant differences in the mean physical and mental health scores between participants with high scores on satisfaction with networks, affective, confidant, and instrumental support, and those with low scores on these dimensions. After controlling for covariates, affective support significantly predicted physical health, while satisfaction with networks, and affective and instrumental support significantly predicted mental health. The findings suggest that social support may be relatively more important to the health and wellbeing of older adults than social connectedness. This underscores the relative importance older adults attach to the quality rather than quantity of social ties.
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1. Introduction


Social relationships are fundamental to human survival and are significantly involved in the attainment and maintenance of good health and wellbeing. Social relationships have been variously defined and measured diversely across studies and disciplines. Regardless of the differences, however, two major components of social relationships have consistently been studied and documented: social networks and social support [1,2,3]. Studies have demonstrated a clear link between these components and the health of older people. For instance, strong ties with families and friends have been found to improve mental and physical health, positively influence health behaviors, reduce mortality risk [4,5,6,7,8], and enable older adults to stay in the community rather than being institutionalized [9]. Additionally, supportive relationships have been linked to the provision of emotional security [10]. With its absence often experienced as emotional (loneliness) and social isolation, older adults appraise their social relationships on the basis of the degree to which they feel connected and supported [5,11,12,13].



1.1. Social Connectedness and Social Support


Social connectedness and social support have not always been considered separately in previous studies. This is partly the result of their linear relationship, with social support being a function of social relations that are provided by members in one’s social network. In most studies, for instance, having a companion was synonymous with social support [3,14,15] regardless of whether or not support was provided. Again, studies examining isolation and loneliness have, to a large extent, been conducted in the context of social support [4,16,17] where the availability of social support indicated the presence of social relations or ties and thus the absence of loneliness feelings. Some studies, however, suggest that the availability of companionship does not guarantee that social support will actually be provided [18,19,20].



Few studies on social relationships have examined the influence of isolated aspects of social relationships such as the total level of connectedness and the amount of social support on the health and wellbeing of older adults [10,18,21,22]. While this method is important and enlightening, there are theoretical and empirical reasons to suspect that adding up the individual aspects of relationships to create a unidimensional construct does not compare with the effect of being nested in a relationship construct with a particular set of characteristics (e.g., frequent interaction with family and friends or receiving emotional support). In other words, by examining social connectedness and social support as singular, non-dimensional constructs, it becomes difficult to distinctly identify the dimensions within each construct and their health implications, particularly among older adults for whom the importance of social relationships cannot be underestimated [18,23,24,25].



Dimensions of Social Connectedness and Social Support


Social connectedness is a measure of belongingness and interaction between people [12]. It involves the quality and the quantity of ties one has with others in both familial and non-familial social circles [26,27]. Indicators of connectedness reported in the literature include the size of one’s social network, and the frequency of interaction among network members and engagement in social activities [11,12].



Network ties are conduits of social support. Social support has been described as interpersonal exchanges involving the expression of a positive affect to another, the giving of material aid, and the provision of information relevant to one’s self-evaluation [8]. Three major forms of social support have been studied and documented in the literature—affective or emotional, instrumental or practical, and confidant or informational support. Affective support is considered as the most important form of social support. It refers to the expression of love, sympathy, care, and trust, and the acceptance of an individual [8,25]. Instrumental support includes actions intended to help meet an individual’s needs, such as providing financial assistance and offering shelter or services needed to enhance the living condition of an individual [28,29]. Confidant support refers to having a partner with whom secrets are disclosed or private matters discussed [25].





1.2. Purpose of the Study


In spite of the empirical evidence linking some of these dimensions of connectedness and social support to health, a limited number of studies (to the knowledge of the researchers) exist that simultaneously examine the dimensions of social connectedness and social support and their relationship with health [7,19,21,28]; thus, it is difficult to draw a firm conclusion on the health implications of dimensions of social connectedness and social support. It therefore may be more informative to examine some of these dimensions and their association with the physical health and mental wellbeing of older adults. To contribute to the existing research on social relationships and their impact on health of older adults, this study aimed to investigate the association of the dimensions of social connectedness (networks and satisfaction with networks) and perceived social support (affective, confidant, and instrumental) with the physical and mental health of older adults.





2. Methods


2.1. Design and Sample


Data for this study were obtained from the Utah Study of Fertility, Longevity, and Aging (FLAG). The FLAG study, an observational longitudinal study, comprises a statewide multiple statistical analysis of collected and existing medical and demographic records of geographically stable older adults. The FLAG project is premised on the hypothesis that a constellation of factors, both genetic and environmental, influence the rate of aging and longevity. The study attempted to test this claim by identifying families known to have exceptional longevity on whom to measure the epidemiologic, social, cognitive, psychological and molecular traits believed to be associated with aging and longevity (FLAG study protocol, n.d.).



The FLAG study has two groups of participants—the proband (older adults, 90 years or older, known to have exceptional longevity) and the offspring (progenies of the Proband group) (FLAG study protocol, n.d.). The current study sample consisted of participants drawn from the offspring group in the FLAG study. The inclusion criteria included age (60+) and having data on social connectedness and perceived social support, the two independent variables examined in the current study. A total of 259 participants that met these inclusion criteria were included in the current study.



Data on social connectedness, perceived social support, and the health of older adults were analyzed with the purpose of understanding the relationship between the dimensions of social connectedness and perceived social support and health. The study was approved by the University of Utah Institutional Review Board (Ethics Committee reference #: IRB 00011975).




2.2. Measures


2.2.1. Independent Variables


Social connectedness. Social connectedness was measured with the Duke Social Support Index (DSSI). Designed for use with older adults, the DSSI, with 10 items, offers a measure of the level or degree of a person’s connectedness with others [30]. The DSSI has 10 items that were used to compute the two dimensions of connectedness, network, and satisfaction with the network. The network domain comprised three items which measure the frequency of interaction between participants and their family, friends, and neighbors during the past week. The responses ranged from none to seven times or more. The responses were recoded into 0 = none to 5 = seven or more times, during the past week, with scores ranging from 0 to 15. A higher score indicates a strong connection to members of one’s network. The satisfaction with the network domain comprised five items which asked participants to indicate how satisfied they were with the relationships they have with family and friends. Reponses ranged from 1 = hardly ever to 5 = most of the time, with scores ranging from 5 to 25. A higher score indicates a greater level of satisfaction with one’s network. Cronbach’s alpha coefficients of 0.684 and 0.738 were recorded for the network and satisfaction with the network dimensions, respectively [30].



Perceived social support. Perceived social support was measured with the Duke–UNC Functional Social Support (DUNCFSS) questionnaire developed to provide a brief assessment of functional social support. It was designed specifically to measure an individual’s perception of the amount and type of personal social support [31]. The instrument has 10 items with five-point Likert scale responses from 1 (much less than I would) to 5 (as much as I would like to). The 10 items were further grouped into 3 subscales (dimensions) measuring affective support, confidant support, and instrumental support. Affective support comprised three items with scores ranging from 3 to 15; confidant support comprised three items with scores ranging from 3 to 15; and instrumental support comprised four items with scores ranging from 4 to 20. A higher score indicates strong affective, confidant, and instrumental support. Cronbach’s alpha coefficients of 0.825, 0.741, and 0.686 were recorded for affective, confidant, and instrumental support, respectively [32,33].




2.2.2. Dependent Variables


Physical and mental health. Physical and mental health were measured with the Medical Outcome Study Short-Form 36 (SF-36). The 36 items were used to compute 8 domains of health. The physical health domain had 10 items which required participants to describe the extent to which their health limits them in performing certain activities. Response categories ranged from 1 = Yes, limited a lot to 3 = No, not limited at all. All 10 items were recoded so that 1 = 0 and 3 = 100. Scores on physical health domain ranged from 0 to 100. A higher score indicates favorable physical health status. The mental health domain involved 5 questions requiring participants to indicate how they felt and how things have been with them over the last 4 weeks on a 6-point Likert scale response, 1 = All of the time to 6 = Most of the time. Items on this domain were recoded so that 1 = 0 and 6 = 100, with scores ranging from 0 to 100. A higher score indicates a favorable health mental status. Cronbach’s alpha coefficients of 0.75 and 0.81 were recorded for both physical and mental health, respectively [34,35].



Covariates. Covariates included six items asking participants about their age, gender, marital status, living arrangements, socio-economic status, and religiosity. Age was a continuous variable that ranged from 60 to 81 years. Gender was a categorical variable with two response categories, 0 = Male, and 1 = Female. Marital status was a categorical variable with two response categories, 0 = Not married/single and 1 = Married. Living arrangement was a categorical variable with two response categories, 0 = Living alone and 1 = Living with others. Socio-economic status (SES) measured in terms of a family’s gross income was a continuous variable ranging from USD 10,000 to USD 100,000 or more. SES was recoded into categorical variable with two response categories, 0 = Poor to fair, representing individuals with family gross income less than USD 49,999, and 1 = Good, representing participants with family gross income of USD 50,000 or more.





2.3. Sample Characteristics


The mean age of the sample was 67.75 years, with a range from 60 to 81 years. More than half (58.7%) of the participants were female. Most (84.2%) were married, and the majority (69.4%) reported a good socio-economic status. More than two-thirds (90.3%) indicated that they lived with others (spouse, children, siblings) (see Table 1).



Mean scores (M = 7.42, SD = 1.55) and (M = 12.89, SD = 1.64) were recorded for network and satisfaction with the network dimensions of social connectedness, respectively (see Table 2). Based on the mean scores, the participants appeared to have strong social connections, and were highly satisfied with their social connections. Mean scores for the three dimensions of social support were affective support (M = 8.70, SD = 1.45), confidant support (M = 9.27, SD = 2.23), and instrumental support (M = 10.54, SD = 2.89). Based on the mean scores, the participants perceived the support they received from others as good. The sample’s mean scores on the SF-36 scale were physical health (M = 83.57 SD = 15.17) and mental health (M = 74.65, SD = 12.17). Participants on average considered their health on both domains as good (see Table 2).



For the purposes of analysis, using the mean scores as the cut-off point, the participants were further divided into two groups based on their scores on the dimensions of social connectedness and social support. For social connectedness, a score ≥8 on network dimension put a participant in a high network category and a score ≥13 put one in a high satisfaction with network category. For social support, a score ≥10 on both confidant and instrumental dimension put one in the category of high confidant and instrumental support, and a score ≥9 on affective dimension put a participant in the high affective support category (see Table 2).




2.4. Statistical Analysis


The data were processed using Statistical Package for the Social Sciences (SPSS Statistics 25). Several statistics were used in the study, including the estimation of sample means and proportions according to the type of variables and regression analyses. A hierarchical regression analysis was used to examine the ability of the independent and covariate variables to predict the dependent variables. Using an independent samples t-test, the mean scores of the sample on health variables were compared in relation to the dimensions of social connectedness and perceived social support. Effect sizes (eta squared—0.01 = small effect; 0.06 = moderate effect; 0.10 = large effect) were calculated to determine the magnitude of the difference between the groups used in the independent samples t-test analysis.





3. Results


This section is divided by subheadings. It should provide a concise and precise description of the experimental results, their interpretation, as well as the experimental conclusions that can be drawn.



3.1. Group Comparison


3.1.1. Social Connectedness and Physical and Mental Health


An independent samples t-test was used to examine the differences in the dependent variables in relation to the independent variables. There were no statistically significant differences in the mean physical health score between participants who had a high network score (M = 83.70, SD = 14.782) and those with a low network score (M = 82.07, SD = 16.707), t (257) = −0.768, p = 0.443; and mean mental health scores between the participants who had a high network score (M = 74.71, SD = 12.539) and those with a low network score (M = 74.56, SD = 13.866), t (257) = −0.084, p = 0.933 (see Table 3). The results, however, showed statistically significant differences in the mean physical and mental health scores between participants who had a high satisfaction with network score and those who had a low satisfaction score. For physical health, participants with a high satisfaction with network scores had a significantly higher physical health score (M = 84.53, SD = 13.628), compared to those with a low satisfaction with network score (M = 80.76, SD = 18.816), t (257) = −2.02, p < 0.05. The magnitude of the difference in mean score was 3.77, with a small effect size (Eta squared = 0.015). For mental health, participants with a high satisfaction with network score had a significantly higher mental health score (M = 77.37, SD = 11.163), compared to those with a low satisfaction with network score (M = 67.76, SD = 14.531), t (257) = −5.571, p < 0.001. The magnitude of the difference in the mean score was 9.61, with a moderate effect size (Eta squared = 0.081). Generally, older participants who were more satisfied with their network were more likely to have better physical and mental health compared to those who were less satisfied with their network.




3.1.2. Perceived Social Support and Physical and Mental Health


An independent samples t-test showed statistically significant differences in the mean physical and mental health scores between the participants who had high affective, confidant, and instrumental support and those with low support on these dimensions (see Table 4). For physical health, participants with a high affective support score had a significantly higher physical health score (M = 85.78, SD = 13.577), compared to those with a low affective support score (M = 79.57, SD = 17.059), t (257) = −3.211, p < 0.001; participants with a high confidant support score had a significantly higher physical health score (M = 85.51, SD = 13.692), compared to those with a low confidant support score (M = 80.63, SD = 16.813), t (257) = −2.562, p < 0.01; and participants with a high instrumental support score had a significantly higher physical health score (M = 86.27, SD = 12.084), compared to those with a low affective support score (M = 79.13, SD = 18.417), t (257) = −3.767, p < 0.001. The magnitude of the difference in the mean score ranged from −4.882 to −7.141, with small to moderate effect sizes (Eta squared = 0.025–0.053).



In terms of mental health, participants with a high affective support score had a significantly higher mental health score (M = 78.28, SD = 11.231), compared to those with a low affective support score (M = 68.83, SD = 13.240), t (257) = −6.078, p < 0.001; participants with a high confidant support score had a significantly higher mental health score (M = 78.11, SD = 11.852), compared to those with a low confidant support score (M = 70.10, SD = 12.697), t (257) = −5.175, p < 0.001; and participants with a high instrumental support score had a significantly higher mental health score (M = 78.49, SD = 10.638), compared to those with a low instrumental support score (M = 69.06, SD = 13.875), t (257) = −6.152, p < 0.001. The magnitude of the difference in the mean score ranged from −8.012 to −9.455, with moderate to large effect sizes (Eta squared = 0.095–0.135) (see Table 4). In summary, older adults who perceived that they were receiving more affective, confidant, and instrumental support were more likely to have better physical and mental health than those who perceived that they were receiving minimal affective, confidant, and instrumental social support.





3.2. Hierarchical Regression Analysis


3.2.1. Predictors of Physical Health


Table 5 presents the results from the hierarchical regression analyses examining the effects of social connectedness and social support on physical health, after controlling for the influence of socio-demographic variables. Model 1 examined the effects of all five of the socio-demographic variables on physical health. The model with all the variables was significant, F(5, 250) = 3.829, p < 0.01, and explained 7.1% (R-squared = 0.071) of the total variance in physical health. Age (B = −0.480, p = 0.016) and socio-economic status (B = 4.314, p < 0.05) significantly predicted physical health (R-square change = 0.071, p < 0.05). The remaining demographic variables were not associated with physical health (p > 0.05) (see Table 5).



Model 2 examined the effect of network and satisfaction with network (the two dimensions of social connectedness) on physical health, after controlling for the effects of socio-demographic variables. The model was significant, F(7, 248) = 3.624, p < 0.001, explaining 9.3% of the total variance in physical health. Satisfaction with network (B = 1.326, p < 0.05) significantly predicted physical health (R-square change = 0.022, F-change (2, 248) = 2.963, p < 0.05, after controlling for the effects of socio-demographic variables.



The dimensions of social support—affective, confidant, and instrumental support—were introduced in model 3. Their inclusion enhanced the model’s performance in predicting physical health, with the model as a whole explaining 12.7% of the total variance in physical health, R-square = 0.127, F(10, 245) = 3.564, p < 0.001. Affective support (B = 1.506, p < 0.05) significantly predicted physical health, and helped explain 3.4% of the variance in physical health, R-square change = 0.034, F-change = (3, 245) = 3.200, p < 0.001. Confidant and instrumental support were not significant predictors of physical health. R was significantly different from zero at the end of each model. None of the dimensions of social connectedness were associated with physical health following the introduction of the perceived support dimensions. Age (B = −0.616, p < 0.01), gender (B = −3.898, p < 0.05) and SES (B = 3.076, p < 0.05) were significant predictors of physical health (see Table 5). While one dimension of perceived social support significantly predicted physical health, none of the dimensions of social connectedness predicted physical health.




3.2.2. Predictors of Mental Health


Table 6 presents the results from the hierarchical regression analyses examining the effects of social connectedness and social support on mental health, after controlling for the effects of socio-demographic variables. All five of the socio-demographic variables were entered in model 1. The model with all demographic variables was not significant F(5, 250) = 1.854, p = 0.103. However, age (B = 0.394, p < 0.05) was a significant predictor of mental health, which explained 3.6% (R-square = 0.036, p < 0.05) of the total variance in mental health. The rest of the demographic variables were not associated with mental health (p > 0.05) (see Table 6).



Model 2 examined the effect of the dimensions of social connectedness—network and satisfaction with network—on mental health. The model was significant F(7, 248) = 8.819, p < 0.001. Including both dimensions improved the model’s performance in predicting mental health, with this model explaining 19.9% of the variance in mental health, R-square = 0.199. Of the two dimensions, satisfaction with network significantly predicted mental health and explained 16.4% of the variance in mental health, R-square change = 0.164, F-change (2, 248) = 25.331, p < 0.001, after controlling for the demographic variables.



The dimensions of social support—affective, confidant and instrumental—were entered in model 3. The model was significant F(10, 208) = 8.573, p < 0.001. Their inclusion also enhanced the model’s performance in predicting mental health, with the model as a whole explaining 28.2% of the total variance in mental health, R-square = 0.292. Affective (B = 3.167, p < 0.001) and instrumental (B = 2.713, p < 0.05) support were significant predictors of mental health. Both dimensions explained an additional 11.1% of the total variance in mental health after controlling for the influence of socio-demographic variables and the dimensions of social connectedness, R-square change = 0.111, F-change (3, 245) = 13.158, p < 0.001.



Model 3 highlights the predictive ability of satisfaction with network. Together, satisfaction with network, and affective and instrumental support were significant predictors of mental health.






4. Discussion


The findings that social connectedness and social support were related to health status of older adults did not come as a surprise. Most of the analyses showed that connectedness and support dimensions had significant, positive, small-to-medium in-strength associations with the health of older adults. Consistent with previous research [11,12,25,28], the findings of the current study further highlight the multidimensionality of social connectedness and social support constructs, suggesting that different aspects of these constructs are related in different ways to health and wellbeing in older adults. A social network provides the context within which people can interact with one another, thereby leading to the perception of being socially connected [6,11,19]. The importance of the social network cannot be underestimated as a mechanism through which productive and healthy aging occurs and acts as protection against many health and behavioral limitations that could compromise quality of life of older adults [3,10,21,26]. Contrary to expectations, however, the findings of this study showed no significant association between the network dimension of the social connectedness and physical and mental health. There was no significant difference in the mean physical and mental health scores between participants with a high network score and those with a low network score. In other words, the physical and mental health status of participants who were highly connected were not significantly different from those who were less connected. The degree of connectedness has often been measured by network size, frequency of interaction with others, and participation in social activities [12]. Interestingly, previous studies, for the most part, have documented a range of findings, from a lack of significant association to significant positive or negative associations, between these measures of connectedness and health variables studied [26,36,37]. In the research community, the consensus, following these mixed findings, has been that to the older adult, the number of interactions, for instance, is not as important to them as the quality of the interaction [38]. To the participants in the current study, it is probably not the existence of people they could count as forming their social ties or having frequent interactions with that is important, but rather the satisfaction they derive from their network that matters to them.



Although not significant, the direction of the association between physical and mental health and the network dimension leaves much to be desired. In contrast to most previous studies, the results of the present study seemed to suggest a possible negative impact of the network on the health status of older adults. This finding is consistent with studies by Antonucci et al. [36] and Perkins et al. [26] which suggested that the negative consequences of a social network on health may arise from demands placed on older adults with little or no resources to meet the demands. The findings of these studies [26,36] showed that participants who reported a larger network size, with a resulting frequent interaction and increase in demands, were less happy and had a poorer health status than those who reported a smaller network size. Similar to the group difference analysis which found no significant differences in the mean physical and mental health scores between participants with a high and low network, the hierarchical regression analysis also showed that network was not a significant predictor of either physical or mental health when the effects of demographic variables were controlled for.



Satisfaction with the social network is important because it represents a person’s overall assessment of quality and quantity of social contacts available to the individual. Satisfaction with a network can be measured in terms of the amount of support a person receives. This, however, suggests the possibility of rating as high a person’s level of connectedness irrespective of one’s network characteristics (e.g., frequency of interaction). Significant associations were found between the satisfaction component of the social connectedness scale and health measures, with high scores on satisfaction with network corresponding with high physical and mental health scores. Consistent with findings of earlier research [28], the findings of the current study suggest that participants who were more satisfied with their social ties (as measured in terms of support received) had better physical and mental health, compared to those who were less satisfied. The associations between the satisfaction dimensions and the health of older adults underscore the value older adults attach to the quality rather than the quantity of social ties [3,6,38]. The finding that affective support was significantly associated with physical and mental health is consistent with the findings of Antonucci et al. [18] and Chao [28]. Operating through social and psychological pathways, affective support has been documented to greatly improve older adults’ health [25]. To many older adults, having family and close friends who exhibit a caring and compassion attitude toward them and engage them both socially and cognitively by facilitating social and pleasurable activities with them, gives them the feeling that they are liked, accepted, and understood [13,18]. The opportunity to stay connected with others and obtain the necessary affective support helps combat feelings of loneliness and isolation which are risk factors of mental illness in the adult population [39].



The findings of this research confirm previous studies which indicate that instrumental support is more often provided by family and tends to be associated with the improved health status of older adults [8,28]. Instrumental support comes in many forms. For some older adults, it is about family, carers, and friends finding information and coordinating services for them [40]. For others, it comes in the form of receiving assistance with daily activities [41]. Yet for some, instrumental support assumes a whole different meaning as it is interpreted in emotional terms. To such individuals, instrumental support connotes the idea of caring, esteeming, and understanding an individual. Instrumental support is simply understood as any behavior or action perceived by the support recipient as helpful [29]. Regardless of the form it takes, the availability of instrumental support is reported to be associated with improved mental health and decreased financial and economic stress, making older adults feel relaxed and happier [42]. With nearly 90 percent of the sample indicating they lived with others, possibly with spouses, children, siblings, or any other extended relatives, the finding that the provision of instrumental support was associated with good mental health only seemed confirmatory. The results of this study, however, showed that the dimensions of social support had stronger associations than the dimensions of social connectedness to the health status of older adults. While this reflects participants’ regard for social support rather than the frequency of interaction or the number of people in their network, this finding clearly shows social support is important to health in late life. Future studies may, however, investigate the underlying factors responsible for these differential associations of social connectedness and social support to the health and wellbeing of older adults. In a nutshell, the perceived availability of social support, in any form, can be a source of a general positive affect, enhanced self-worth, and feelings of being socially connected and protected. Similarly, research also documents situations where excessive support provision negatively affected the health and wellbeing older adults. Seeman [43], for instance, found that the provision of instrumental support, which was well intended, caused a deterioration in the physical and mental health of older adults, as it weakened older adults’ confidence to remain independent. The findings of this study, in confirming earlier research, underscore the need to not only ensure the integration of older adults but also ensure they receive the needed support to live normal and healthy lives.



4.1. Limitations


The findings of this study add to the existing literature on social relationships and health in the adult population. Contrary to the popular notion on the importance of social connectedness to health, the findings of this study implicitly suggest that the effect of social connectedness on the health of older adults operates through social support. Contributing to the existing literature, the findings of this study highlight the importance of social support in relation to the health of older adults. In spite of this, the results of this study must be interpreted with caution, as the socio-demographic characteristics of the participants may have influenced the results of the study. Most of the participants in this study were females in their mid to late 60s who were married, lived with others, and had a good SES. A combination of these characteristics, for instance, being a female with a good socio-economic status, and living with others, has the potential to influence the health-seeking behavior and health outcomes of an individual [44,45]. It is suspected that these demographic variables included in the analysis may have influenced the results of the current study. In choosing participants with data on the independent variables of interest, a selection bias may have been introduced. The sample selected for analysis may not be representative or accurately reflect the target population. The results of the study may have been skewed due to selection bias, thereby limiting the generalizability of the study’s findings. Relatedly, participants in the study may also be significantly different from older adults living in other states of America or countries around the world. This also places a limitation on the findings thereby limiting their generalizability. Social connectedness and perceived social support have both been found to be associated with health. A correlation rather than a predictive association has been reported in almost all studies examining the association between social relationships and health. Correlation does not imply causation. As a cross-sectional study, this research is limited by the fact that correlation, but not causality, could only be determined. It is, therefore, not possible to determine if the dimensions of social connectedness and perceived social support examined in the study could lead to better health or poor health among older adults.




4.2. Implications


In an era characterized by health promotion activities and with the healing quality that relationships possess, studies of this nature have become essential. The outcome of this study has implications for social work practice and education, policy, and research.



4.2.1. Social Work Practice


While interventions are constantly being developed to offer relief from health problems, the outcome of this study is valuable in designing practice interventions intended to increase not only social support, but also to improve social ties through which support is offered. It is believed that strong ties and adequate support contribute to a greater sense of belonging and social fulfillment. Such interventions, therefore, will help alleviate the problem of isolation and loneliness that have almost been accepted as characteristic of aging.




4.2.2. Social Work Education


Addressing the many health complications and social problems people may be faced with in late life requires creating an awareness and developing effective training for a generation of health and human service professionals with the will to join in such efforts. With the surge in health promotion activities, particularly in the areas of non-conventional means of promoting health and wellbeing, the findings of this study are essential. It is important that students join the global conversation around health and the non-conventional means of promoting it, of which social relationships are a major component. The findings of this study, therefore, might inform the training of social work students with a gerontology focus, who are educated to provide social and supportive service to help older adults to live independently or stay in the community.




4.2.3. Policy


The attempt to address the problem of isolation and loneliness may also be considered at the policy level. With findings supporting staying connected and supported influence an individual’s health status, policy interventions might be designed and implemented with the aim of targeting older adults at risk of becoming socially isolated. A policy intervention may take the form of community employment opportunities for older adults. While the manifest function may be about enhancing the economic wellbeing of older adults, such policies may latently function to help older adults stay active and connected to other individuals in the community.




4.2.4. Research


Further research is needed to confirm the results and fill in the gaps identified in this study. While the findings of some previous studies have suggested that social connectedness is more important to the health and wellbeing of older adults than social support, the current study suggests otherwise. Previous studies have also documented the effects of demographic characteristics such as age and gender, and emotional states or wellbeing such as the presence or absence of depressive symptoms, on social relationships and social support. Since the current study did not include variables on the emotional wellbeing of participants and the analysis did not examine the effects of demographic characteristics on social connectedness and perceived social support, it is suggested that future research not only examine the effects of these variables but also their roles in the differential associations of social connectedness and social support with the health and wellbeing of older adults.






5. Conclusions


This study investigated the associations of the dimensions of social connectedness (network and satisfaction with network) and perceived social support (affective, confidant and instrumental support) with the physical and mental health among older adults in the Utah FLAG study. The results showed that significant differences existed in the physical and mental health of participants who were highly satisfied with their network, and received higher levels of affective, confidant, and instrumental support. Satisfaction with networks and instrumental and affective support remained significant predictors of both physical and mental health when the effects of demographic variables were controlled for. The findings generally suggest that social connectedness and perceived social support may affect different aspects of health independent of the other. The findings also suggest that perceived social support may be relatively more important to the health and wellbeing of older adults than social connectedness and underscore the relative importance older adults attach to the quality rather than quantity of social ties.
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Table 1. Socio-demographic characteristics of the study participants.






Table 1. Socio-demographic characteristics of the study participants.












	
	Categories
	N
	%
	M ± SD





	Age
	--
	259
	--
	67.75 ± 4.82



	Gender
	Male

Female
	107

152
	41.3

58.7
	--



	Marital status
	Unmarried/single

Married
	41

218
	15.8

84.2
	--



	Socio-economic status
	Poor–Fair

Good
	79

179
	30.6

69.4
	--



	Living arrangement
	Alone

With others
	25

234
	9.7

90.3
	--







Note: Because of missing data N is not always equal to 259.
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Table 2. Mean scores of social connectedness, perceived social support, and health measures.
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	N
	Mean
	SD
	Range
	Score Cut-Off





	Social connectedness
	
	
	
	
	



	Network
	259
	7.42
	1.55
	3–15
	≥8–high



	Satisfaction with network
	257
	12.89
	1.64
	6–21
	≥13–high



	Social support
	
	
	
	
	



	Affective support
	259
	8.70
	1.45
	4–15
	≥9–high



	Confidant support
	259
	9.57
	2.23
	5–15
	≥10–high



	Instrumental support
	259
	10.12
	2.89
	4–20
	≥10–high



	Health
	
	
	
	
	



	Physical health
	259
	83.57
	15.17
	10–100
	--



	Mental health
	259
	74.92
	12.17
	28–92
	--
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Table 3. Means score differences in physical and mental health in relation to the dimensions of social connectedness (t-test).
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Social Connectedness Dimensions






	

	
Network

	

	
Satisfaction

	




	

	
High

(n = 173)

	
Low

(n = 75)

	
t

	
High

(n = 193)

	
Low

(n = 66)

	
t




	

	
M

	
M

	

	
M

	
M

	




	
Health

	

	

	

	

	

	




	
Physical health

	
83.70

	
82.07

	
−0.768

	
84.53

	
80.76

	
−2.484 *




	
Mental health

	
74.71

	
74.56

	
−0.084

	
77.37

	
67.76

	
−5.571 ***








Notes: * p < 0.05; *** p < 0.001.
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Table 4. Mean score differences in physical and mental health in relation to the dimensions of perceived social support (t-test).
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Social Support Dimensions






	

	
Affective

	

	
Confidant

	

	
Instrumental

	




	

	
High

(n = 167)

	
Low

(n = 92)

	
t

	
High

(n = 156)

	
Low

(n = 103)

	
t

	
High

(n = 154)

	
Low

(n = 89)

	
t




	

	
M

	
M

	

	
M

	
M

	

	
M

	
M

	




	
Health

	

	

	

	

	

	

	

	

	




	
Physical health

	
85.78

	
79.57

	
−3.211 **

	
85.51

	
80.63

	
−2.562 **

	
86.27

	
79.13

	
−3.767 ***




	
Mental health

	
78.28

	
68.83

	
−6.078 ***

	
78.11

	
70.10

	
−5.175 ***

	
78.49

	
69.06

	
−6.152 ***








Notes: ** p < 0.01; *** p < 0.001.
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Table 5. Coefficients and standard errors from the regression of physical health scores on the covariates and independent variables.






Table 5. Coefficients and standard errors from the regression of physical health scores on the covariates and independent variables.











	Variables
	Model 1
	Model 2
	Model 3





	Demographics
	
	
	



	Age a
	−0.480 * (0.198)
	−0.566 ** (0.200)
	−0.616 ** (0.200)



	Gender b(i)
	−3.259 (1.932)
	−3.674 * (1.931)
	−3.898 * (1.990)



	Marital status b
	0.2.63 (3.722)
	0.233 (3.695)
	−1.104 (3.685)



	Living arrangement b
	1.779 (4.478)
	1.226 (4.455)
	1.012 (4.412)



	SES b(ii)
	4.314 * (2.167)
	3.868 * (2.158)
	3.076 * (2.160)



	Social Connectedness
	
	
	



	Network a
	
	0.510 (1.178)
	0.292 (1.171)



	Satisfaction a
	
	1.326 * (0.609)
	−0.253 (0.738)



	Social support
	
	
	



	Affective a
	
	
	3.506 ** (2.883)



	Confidant a
	
	
	0.20 (0.517)



	Instrumental a
	
	
	0.521 (0.448)



	R
	0.267
	0.305
	0.356



	R2
	0.071
	0.093
	0.127



	Adjusted R2
	0.053
	0.067
	0.091



	R2 Change
	0.071
	0.022
	0.034



	Intercept
	7.851 ***
	5.414 ***
	5.383 ***



	Unweighted N
	256
	256
	256



	F
	3.829 **
	3.624 **
	3.564 ***



	df(residual)
	5(250)
	7(248)
	10(245)







Notes: * p < 0.05; ** p < 0.01; *** p < 0.001. SES = Socio–economic status. a Continuous variable. b Dichotomous variable. i Reference category is female. ii Reference category is good SES. Unstandardized regression coefficients shown. Standard errors are presented in parenthesis. A higher significant positive coefficient indicates better physical health.
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Table 6. Coefficients and standard errors from the regression of mental health scores on the covariates and independent variables.
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	Variables
	Model 1
	Model 2
	Model 3





	Demographics
	
	
	



	Age a
	0.3.94 ** (0.170)
	0.97 (0.158)
	0.361 (0.117)



	Gender b(i)
	−2.104 (1.658)
	−3.082 * (1.528)
	−3.487 ** (1.490)



	Marital status b
	0.240 (3.194)
	0.185 (2.942)
	−2.061 (2.758)



	Living arrangement b
	−0.647 (3.843)
	−0.604 (3.525)
	−7.83 (3.303)



	SES b(ii)
	1.652 (2.823)
	1.620 (1.708)
	0.725 (1.617)



	Social Connectedness
	
	
	



	Network a
	
	1.043 (0.932)
	0.853 (0.876)



	Satisfaction a
	
	3.308 *** (0.482)
	1.627 ** (0.552)



	Social support
	
	
	



	Affective a
	
	
	3.167 *** (0.755)



	Confidant a
	
	
	−0.367 (0.387)



	Instrumental a
	
	
	0.830 * (0.355)



	R
	0.189
	0.446
	0.557



	R2
	0.036
	0.199
	0.310



	Adjusted R2
	0.016
	0.177
	0.282



	R2 Change
	0.036
	0.164
	0.111



	Intercept
	3.784 ***
	−0.127
	−0.245



	Unweighted N
	256
	256
	256



	F
	1.854
	8.819 ***
	11.029 ***



	df(residual)
	5(250)
	7(248)
	10(245)







Notes: * p < 0.05; ** p < 0.01; *** p < 0.001. SES = Socio–economic status. a Continuous variable. b Dichotomous variable. i Reference category is female. ii Reference category is good SES. Unstandardized regression coefficients shown. Standard errors are presented in parenthesis. A higher significant positive coefficient indicates better mental health.
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