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6 Social Support, Social Disability,
and Psychological Well-Being in
Rheumatoid Arthritis

(Dirk Doeglas, Theo Suurmeijer, Boudien Krol, Robbert Sanderman, Martin van Rijswijk,

and Miek van Leeuwen)

6.1 Introduction
Rheumatoid Arthritis (RA) is a chronic-progressive disease of the
autoimmune system characterized by an unpredictable course
(Coëlho and Kloosterhuis 1989, Brown et al. 1989). There is no
general pattern, but in most cases patients will become more or less
disabled. Alternation of exacerbations and remissions makes the
speed of deterioration uncertain (Pincus and Callahan 1989, Wright
1983, Zvaifler 1984).
RA is a disease that fits the disease-impairment-disability-handicap
model (WHO 1980). Body functions get disturbed by the chronic
disease, which may result in impairment (physical incapacity).
Impairment, in turn, may lead to disability i.e. restrictions to perform
activities, tasks and behaviours. When this has a social effect or
disadvantage, one speaks of handicap (EURIDISS 1990, Meenan
1984). This means that besides the consequences of the disease for the
body, RA has other consequences in terms of e.g. behavioural
restrictions and changes (CBS/NIMAWO 1990, Sherrer et al. 1986,
Kelsey and Cunningham 1984) which should be distinguished from
‘...disease itself... The relationships between impairment, disability
and handicap are not direct, but are mediated by a number of factors’
(Suurmeijer and Kempen 1990).
Social support is such a factor, modifying the relations between
impairment, disability and handicap. Being satisfactorily supported
may ameliorate disability and increase quality of life. The aim of the
present study is to investigate the direct and moderating effect of
social support on the relation between social disability and
psychological well-being in patients with RA.

6.1.1 Social support and rheumatoid arthritis
Social support can be defined as ‘an exchange of resources between
at least two individuals perceived by the provider or the recipient to
be intended to enhance the well-being of the recipient’ (Shumaker
and Brownell 1984). Social support is supposed to gratify ‘(...) a
person’s basic needs (...) through interactions with others’ (Thoits
1982).
Social support has two important types of functions. One is a health-
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sustaining function; this function of social support has a direct effect
on the well-being of individuals. On the other hand, social support
has an indirect, stress-reducing (buffering) function. People receiving
support will be less vulnerable to the negative effects resulting from
stressful events (Thoits 1982, 1983). The effects of both functions of
social support have been the subject of research in patients with
rheumatoid arthritis. We will summarize briefly the most important
findings.
Using an overall support satisfaction measure, Affleck et al. (1988)
found that ‘participants who expressed greater satisfaction with their
social support were rated by their health care providers as exhibiting
superior psychosocial adjustment’. They also found evidence for the
potential stress-buffering effect of social support: a significant
interaction effect was found between social support and functional
disability, indicating that the association between social support and
psychosocial adjustment was stronger among those patients with
poorer functional status. Affleck et al. states that ‘availability of a
satisfying network of supportive relationships may be more
important for the psychological adjustment of patients who
encounter greater problems with everyday functioning than for those
who are less disabled’. Functional disability was measured by the
functional difficulty and satisfaction scale of the MHAQ, as well by a
rating of how troublesome the disease had been during the previous
six months. Weinberger et al. (1986) provided a group of 150
osteoarthritis patients with emotional, informational and
instrumental support, by means of telephone calls, every two weeks.
The first hypothesis concerning the direct effect of social support was
confirmed: the telephone calls were related to an improvement of the
patients’ functional status. Functional status comprises psychological
disability, physical disability, and pain. A second hypothesis
concerning the buffering effect of social support predicted that
improvement of functional status would be greatest in patients with
little social support at the start of the study. This hypothesis was not
supported. In a later study, Weinberger et al. (1990) once more
examined the effect of social support on health in 439 patients with
osteoarthritis. The types of social support under study were: self-
esteem, appraisal, belonging, and instrumental support. Self-esteem
support was most strongly correlated with functional status. Because
no empirical evidence was found for the buffering model,
Weinberger et al. concluded that social support has a direct, rather
than a buffering effect on functional status. Finally, Krol et al. (1993)
found evidence for a significant contribution of social support to the
psychological well-being of patients with RA (the direct effect), but
no evidence for the buffering effect.
Two final remarks should be made about the additive and buffering
effect of social support. Firstly, it is possible that both models are
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active simultaneously, depending on the types of social support and
the presence or absence of stressors (Cohen et al. 1985). Secondly,
social support is not an unidimensional concept. Several types of
social support should be distinguished, because each may have
different effects on the health status and well-being of individuals.
Therefore, we decided to distinguish between five dimensions of
social support (see section on ‘measures’) and to explore both direct
and buffering effects on social disability and psychological well-
being. Functional status and functional disability, which are terms
often used in the literature on rheumatism, are approximately the
same as what we call (social) disability.

6.2 Method
6.2.1 Subjects

As part of the EURIDISS-project (EUropean Research on
Incapacitating DIseases and Social Support 1990), sixty-five patients
with RA were randomly selected from the files of the Department of
Rheumatology of the University Hospital Groningen (the
Netherlands). Eight of these 65 patients (4 women and 4 men)
refused to participate for various reasons. Another three patients
dropped out; one of them died, and the other two did not meet
classification criteria for RA. The other patients fulfilled at least 4 out
of 7 ARA-criteria formulated by the American Rheumatism
Association (Arnett et al. 1988), and all had a disease duration of
more than 4 years. Accordingly, the final sample consisted of 54
patients: 35 women (65%), and 19 men (35%). The mean disease
duration of the total group was 8.2 years (range from 4 to 36; sd 5.5),
while the mean age of the patients with RA was 53 years (range from
20 to 84; sd 16.5). All patients lived in the northern part of the
Netherlands, and all but one were born there.
In the second half of 1989, data were gathered by means of a two-
hour interview at the patient’s home, carried out by one of the first
three authors or a trained student in medical sociology.

6.2.2 Measures
The Groningen Activity Restriction Scale (GARS; Suurmeijer and
Kempen 1990, Kempen and Suurmeijer 1990) was developed to
measure disability or restrictions in Activities of Daily Living (ADL;
11 items) and Instrumental Activities of Daily Living (IADL; 7 items).
There are 4 response categories per item: can perform activity
independently without difficulty, independently with some
difficulty, needs some help from others, needs complete help. These
ADL and IADL functions may be regarded as two categories of
activities affecting the individual’s ability to remain independent in
daily life. ADL refers to activities that are essential for an individual’s
daily self-care, for example washing and dressing oneself, eating,
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drinking, and moving around. IADL comprises activities that are
necessary to adapt independently to the environment, such as
preparing meals, washing and ironing clothes, shopping and
cleaning. Restrictions in the performance of these activities is called
‘disability’ or ‘social disability’ and has been defined as ‘... the
dysfunctioning in a social role or in some aspect of social behaviour’.
These restrictions are viewed as social rather than clinical facts
(Suurmeijer and Kempen 1990, Wiersma 1986). The Guttman Scaling
Procedure (using two response categories) as well as the Mokken
Scale analysis for Polychotomous items (MSP) showed that the ADL
and IADL items both separately as well as together (GARS), form a
strong unidimensional scale of hierarchically ordered items (Debets
et al. 1987, Sijtsma 1990). Suurmeijer and Kempen found a Mokken
scalability coefficient (H) of .65. (The lower limit for a strong scale is
.50). The reliability coefficient ρ was above .90. It can be concluded
that the GARS-scale is a good measure with regard to functional
outcomes, or the degree of social disability.
The General Health Questionnaire (GHQ-28) is used to measure
several aspects of psychological well-being, considered as an aspect
of quality of life (Ormel et al. 1989, Sanderman 1988, Sanderman and
Stewart 1990). The GHQ-28 has four subscales each consisting of 7
items (Cronbach’s α values are shown in brackets): 1. somatic
symptoms (.70), 2. anxiety and insomnia (.89), 3. social
dysfunctioning (.80), and 4. severe depression (.95). Cronbach’s α for
the total scale (28 items) is .94.
The Social Support Questionnaire for Transactions (SSQT), assesses
global supportive interactions between the respondent and the
members of his/her social network. The SSQT consists of 28 items
(see appendix 2 for the adapted version of the SSQT, or Van
Sonderen 1990 for the SSQT as it was used in this study), divided into
the following dimensions (Cronbach’s α values are shown in
brackets): daily emotional support - 4 items (.74), problem-oriented
support - 8 items (.80), social companionship - 5 items (.80), daily
instrumental support - 5 items (.27), and problem-oriented support -
6 items (.54). The response categories are: 1. seldom or never, 2. now
and then, 3. regularly, and 4. often.
In contrast to the good reliability coefficients for the other three
dimensions of social support, the Cronbach’s α for daily and
problem-oriented instrumental support scales were unacceptably low
(.27 and .54 respectively). Therefore, we excluded these two
dimensions from our analysis.
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6.3 Results
None of depicted correlations between social support and disability
is significant (see table 6.1).

Table 6.1 Correlation coefficients between social disability and
the dimensions of social support

Social disability

Dimensions of ADL IADL GARS

social support

Mean (sd) 16.8 (5.3) 14.9 (5.8) 31.7 (10.5)

DES .16 .16 .17

PES .18 .16 .18

DES + PES .21 .20 .22

SC -.10 -.15 -.14

No significant values at .05

Next, we examined the psychological well-being as measured by the
GHQ; firstly, in relation to the dimensions of social support
(table 6.2), and secondly in relation to the extent of social disability
(table 6.3).

Table 6.2 Correlation coefficients between subscales of the GHQ and the
dimensions of social support.

Dimensions of social support

Subscales

of the GHQ DES PES SC mean (sd)

Somatic symptoms -.09 .33 a .13 12.9 (3.5)

Anxiety and insomnia -.32 a .19 .05 12.1 (4.9)

Social dysfunctioning -.32 a .15 -.13 15.1 (2.5)

Severe depression -.48 a .16 -.26 a 9.4 (4.6)

Total GHQ -.37 a .24 a -.06 49.5 (13.1)

a: p < .05

Table 6.2 shows the relation between several dimensions of social
support and the GHQ. A higher score on the GHQ means less
psychological well-being. The most striking result in this table is the
fact that daily emotional support (DES) is negatively correlated with
almost all the dimensions of the GHQ, implying that when more
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support is received, respondents experience greater well-being. On
the other hand, problem-oriented emotional support (PES) is
positively correlated with the dimensions of the GHQ, implying that
when respondents experience less psychological well-being, greater
problem-oriented emotional support is received. On the whole, the
correlations with daily emotional support (DES) are stronger. Social
companionship only correlates with severe depression: the more
companionship, the less depressed.

Table 6.3 Correlation coefficients between disability and the
subscales of GHQ.

Social disability

Subscales ADL IADL GARS

of the GHQ

Somatic symptoms .18 .10 .15

Anxiety and insomnia .05 -.04 .00

Social dysfunctioning .20 .10 .16

Severe depression .26 a .09 .18

Total GHQ .20 .06 .14

a: p < .05

Table 6.4 Multiple regression of social disability and social support on
psychological well-being.

Step Variables R2 F Change R2 F

1 ADL .039 2.02

2 IADL .055 1.42 .016 .82

3 DES .218 4.45 b .163 10.00 b

4 PES .316 5.42 b .098 6.74 a

5 SC .327 4.46 b .011 .75

6 ADLxDES .348 4.00 b .021 1.46

ADLxPES .329 3.68 b .003 .18

ADLxSC .328 3.67 b .002 .12

IADLxDES .327 3.64 b .000 .00

IADLxPES .327 3.65 b .001 .04

IADLxSC .334 3.76 b .007 .49

a: p < .05; b: p < .01
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Investigating the relation between social disability and well-being,
table 6.3 shows that only ‘severe depression’ is significantly
correlation with ‘ADL’; patients who are less well performing on
ADL, feel also more depressed, or visa versa.
Finally, a regression analysis on GHQ was carried out to investigate
the possible buffering effect of social support (table 6.4). Firstly, ADL
and IADL were entered in the equation, followed by the dimensions
of social support. The (instrumental) activities of daily living show
no significant relation to psychological well-being. However, daily
emotional support (DES) and problem-oriented emotional support
(PES) both contribute significantly to psychological well-being. To
test for interactions between social disability and social support,
separate social disability-by-social support interaction terms were
considered in the model. At step 6 the six interaction terms were
entered into the model, each separately and one at a time. None of
these interactions contributed significantly to psychological well-
being.

6.4 Concluding remarks
We expected a significant relationship between the several
dimensions of social support and social disability. The results did not
support these expected associations (p about .10). The significant
contribution of DES and PES confirmed a direct effect of social
support on psychological well-being. A buffering effect, however,
was not found.
Furthermore, we found that daily emotional support was positively
related to the GHQ, whereas problem-oriented support showed a
negative relationship (more support is associated with less
psychological well-being). An explanation for this fact could be that
daily emotional support has a more general health-sustaining effect,
whereas problem-oriented emotional support is only offered in more
problematic situations. Subsequently, the GHQ-score is negatively
influenced by these problematic situations. Social companionship
was only related to severe depression. The fact that different types of
social support each have a different influence on well-being (or the
other way around), is an indication that it is not sufficient to speak of
the beneficial influence of social support.
Finally, the aspects or subdimensions of social support may have
different positions in s-µ cause-effect linkage. To investigate the
cause-effect linkage a longitudinal design is required. It may also be
relevant for future research to include measures of disease severity
and activity. We may expect that different levels of disease severity
and activity will lead to a different outcome in the research model
(EURIDISS 1990). However, it may be questioned what is meant by
disease severity. Is this severity in terms of handicap, or in terms of
quality of life, or health? And next, what type of severity measure
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should be used, and what would be the value of it in research like
this? Therefore, more theoretically and methodologically oriented
research is strongly needed.


