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ABSTRACT
Objectives: To examine whether the association
between emotional support and indicators of health
and quality of life differs between Canadian and Latin
American older adults.
Design: Cross-sectional analysis of the International
Mobility in Aging Study (IMIAS). Social support from
friends, family members, children and partner was
measured with a previously validated social network
and support scale (IMIAS-SNSS). Low social support
was defined as ranking in the lowest site-specific
quartile. Prevalence ratios (PR) of good health,
depression and good quality of life were estimated with
Poisson regression models, adjusting for age, gender,
education, income and disability in activities of daily
living.
Setting: Kingston and Saint-Hyacinthe in Canada,
Manizales in Colombia and Natal in Brazil.
Participants: 1600 community-dwelling adults aged
65–74 years, n=400 at each site.
Outcome measures: Likert scale question on
self-rated health, Center for Epidemiological Studies
Depression Scale and 10-point analogical quality-of-life
(QoL) scale.
Results: Relationships between social support and
study outcomes differed between Canadian and Latin
American older adults. Among Canadians, those
without a partner had a lower prevalence of good
health (PR=0.90; 95% CI 0.82 to 0.98), and those with
high support from friends had a higher prevalence of
good health (PR=1.09; 95% CI 1.01 to 1.18). Among
Latin Americans, depression was lower among those
with high levels of support from family (PR=0.63;
95% CI 0.48 to 0.83), children (PR=0.60; 95% CI 0.45
to 0.80) and partner (PR=0.57; 95% CI 0.31 to 0.77);
good QoL was associated with high levels of support
from children (PR=1.54; 95% CI 1.20 to 1.99) and
partner (PR=1.31; 95% CI 1.03 to 1.67).
Conclusions: Among older adults, different sources
of support were relevant to health across societies.
Support from friends and having a partner were related
to good health in Canada, whereas in Latin America,
support from family, children and partner were
associated with less depression and better QoL.

INTRODUCTION
Population ageing is a global phenomenon,
affecting developed and developing countries.
Among the social determinants of physical
and mental health in populations of older
adults, strong social networks with high levels
of social support generally represent a protect-
ive factor for maintaining good health and
quality of life in old age.1–3 Different forms of
social support are related to a variety of phys-
ical and mental health outcomes.4 For
example, older adults may receive emotional
support from their loved ones and feel useful
when they are involved in their lives. A study of
over 1200 community-dwelling older adults in
Spain concluded that high emotional support
was positively associated with physical and
mental health.5 Another study of over 3400
older adults in the USA confirmed that
satisfaction with social support is related to
good self-rated health (SRH).6 Moreover, a

Strengths and limitations of this study

▪ This study examines the associations between
emotional support and self-rated health (SRH),
depression and quality of life in cross-cultural
samples of older adults.

▪ The measure of emotional support (International
Mobility in Aging Study-social network and
support scale) has been validated in the study
population and differentiates between different
types of social ties.

▪ The study protocol and measurement instru-
ments were identical across international sites,
allowing rigorous cross-cultural comparison.

▪ While cross-sectional data cannot ascertain the
direction of the associations between social
support and health outcomes, the associations
between SRH, depression and quality of life with
social support from different sources are signifi-
cant and strong and they vary across cultures.

Bélanger E, et al. BMJ Open 2016;6:e011503. doi:10.1136/bmjopen-2016-011503 1

Open Access Research

http://dx.doi.org/10.1136/bmjopen-2016-011503
http://dx.doi.org/10.1136/bmjopen-2016-011503
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2016-011503&domain=pdf&date_stamp=2016-06-28
http://bmjopen.bmj.com


systematic review of 51 studies with different age groups
also revealed significant protective effects of perceived
emotional support in relation to depression.7 Finally, good
quality of life has also been related to social support in
older adults.8

Berkman and Glass3 9 proposed a conceptual model
of the influence of social networks and support on
health status, which recognised that individual social net-
works depend on the social and cultural context where
individuals live. As such, the impact of social relations
on various indicators of health and well-being appears to
vary depending on the nature of social ties (eg, friends,
children, family members and partner) and the quality
of the relationships, a complexity that calls for further
study.10 For example, recent research in the USA sug-
gests that social support from friends becomes an
important predictor of perceived health among older
adults, particularly when compared with younger
cohorts for whom family support seems more import-
ant.11 In addition, the majority of research about the
impact of social support on health and quality of life has
been carried out in specific populations in North
America and in Western Europe,12 13 although what con-
stitutes good social support may vary in relation to the
social values and norms of regions and countries. To this
day, we have limited knowledge about the relationships
between social support and health outcomes beyond
these particular socio-cultural contexts. The different
social norms and expectations surrounding social rela-
tions in cross-cultural samples of older adults further
complicate this field of study.14 15 Research across ethnic
or racial groups in the USA16–18 demonstrated differ-
ences in correlates of health and quality of life among
these groups, which suggest that there will be differences
in different regions of the world.19 20 Comparisons
across populations allow us to detect the features of the
social environment that affect most (or all) individuals
in a population and have therefore little variance (or are
invariant) within that population.21

The objective of this study is to examine associations
between emotional support and self-reported health,
depression and quality of life, which are important indi-
cators of overall well-being among older adults from
Canada and Latin America. The three study outcomes
were chosen because of their importance in terms of the
longevity and well-being of older adults. SRH is one of
the stronger predictors of mortality in cohorts of older
adults in Canada22 and in Brazil,23 and according to
multiple international studies.24 25 Depression in later
life is a strong risk factor for disability26 and cognitive
decline,27 and a frequent outcome for chronic dis-
eases.28 Self-reported quality of life is an encompassing
index of well-being in old age and of successful
ageing.29 The study sites were four middle-sized cities:
Kingston (Ontario) and Saint-Hyacinthe (Quebec) in
Canada, Manizales in the Andean Mountains of
Colombia and Natal in North East Brazil. The sites were
selected to capture a diversity of experiences in old age,

particularly different social and gender relations, as well
as levels of economic security. Moreover, we used a new
validated measurement tool that assesses the emotional
support associated with different social ties, which will
enable us to detect cross-cultural differences in the links
between social relations and indicators of health and
well-being.30 In light of existing literature, we posit the
following hypotheses regarding the relationship between
emotional support and the outcomes of interest. We
expect that more emotional support will generally be
associated with better health, mood and quality of life in
older adults. We also expect that different sources of
support will have different effects on the outcomes, and
that these associations will vary cross-culturally in North
America when compared to Latin America.

METHODS
Study population and recruitment methods
For this study, we analysed baseline data from the
International Mobility in Aging Study (IMIAS), which
were collected in 2012. Rationale and methods have
been described in previous publications.31 Briefly, the
sample includes 400 community-dwelling adults (200
men and 200 women) aged 65–74 years at each of the
four sites, for a total sample of 1600. The sample sizes
were established as part of the original IMIAS study and
were deemed sufficient to capture gender differences in
mobility across sites. Participants were recruited ran-
domly from the patient lists of primary care providers.
At the two Latin American sites, participants were con-
tacted directly by researchers and there was a response
rate close to 100%. Owing to requirements of the ethical
review boards, participants could not be contacted dir-
ectly in Canada. They were invited to participate in the
study through a letter from their primary care provider,
and then had to contact our field researcher to enter
the study. Approximately 30% of those receiving the
letter contacted us to participate, and 95% of them par-
ticipated in the study. At all sites, study procedures were
carried out at the participants’ home. Study material
and questionnaires were available in the local languages:
English, French, Spanish and Portuguese.

Ethical requirements
This project was approved by the institutional review
boards of the relevant health centres where the study
was conducted, and the overall study is overseen by the
ethical review board of the Research Centre of the
Centre Hospitalier de l’Université de Montréal
(CRCHUM).

Measures
Self-rated health
Participants were asked, ‘Would you rate your health as
very good, good, fair, poor or very poor?’. SRH was
dichotomised as good if respondents answered ‘very
good’ or ‘good’, and poor if respondents answered
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‘fair’, ‘poor’ or ‘very poor’.32 The validity of this meas-
urement item was demonstrated in our study population
through a significant linear association between mean
score of the Short Physical Performance Battery and
ordinal categories of SRH.33 Four participants were
excluded because of missing values.

Depressive symptoms
In this study, we defined depression as having a score of
16 and above on the Centre for Epidemiological Studies
Depression (CES-D) scale, which is indicative of a prob-
able diagnosis of depression.34 The CES-D scale has
been used extensively in populations of older adults and
encompasses negative affect, positive affect, somatic
symptoms and interpersonal problems.35 Studies have
demonstrated its validity and reliability in French,36 in
Spanish37 and in Portuguese,38 as well as in low-income
settings.39 There were no missing values.

Quality of life
Quality of life was assessed with a visual analogue scale
(VAS). Participants were asked to indicate their quality
of life in the preceding 2 weeks on a continuous line
that went from the worst possible quality to the best pos-
sible quality. Their answers were then converted into a
number from 1 to 10 based on their position on the
line. VAS measures of quality of life are valid and reliable
when used as a dependent variable to assess global
quality of life.40 41 Given the distribution of quality of
life across sites, a score higher or equal to 8 out of 10
represents a good quality of life (this corresponds
roughly to 70% of the studied Canadian population), in
agreement with research showing that ∼75% of older
adults consider that they have a good or very good
quality of life.8 There were no missing values.

Social support
Social support was measured for different social ties,
namely with friends, family members, children and
partner. To this effect, we used a scale that was devel-
oped and validated by members of the IMIAS team
using confirmatory factor analysis, called the social
support and network scale (SSSN-IMIAS)30 based on
previous scales.1 42 Factor analysis demonstrated satisfac-
tory goodness of fit and consistent validity in the study
population.30 This scale focuses on the emotional
support and feelings of usefulness provided by the four
above cited types of social ties. Five Likert scale ques-
tions about social support were included in the
IMIAS-SSSN for each type of social tie. For example, par-
ticipants were asked if they felt loved by their friends, if
they felt that their friends listen to them when they talk
about their problems, if they felt useful for their friends,
how often they helped their friends and if they felt they
play an important role in their friends’ lives. The
maximum total score for social support is 20 for each
type of social tie. There were wide variations in the exist-
ence and frequency of social ties cross-culturally. As an

illustration, while most Canadians reported having
friends only half of the Natal sample reported this tie.
Given this, social support was coded as ranking in the
lowest quartile of social support. Low social support is
used as the reference category throughout the analyses,
and compared with those without the social tie and
those reporting social support above the lowest quartile.
Missing data were excluded, leaving a total sample size
of 1582 participants. They did not follow a specific
pattern across study sites and represented fewer than
five respondents per study site, per social tie.

Control variables
The confounding variables that were controlled for in
this study were selected according to the literature on
socioeconomic and functional determinants of SRH,
depression and quality of life in older adults. Among
them, age, gender, education and income have been
identified as potential strong confounders in the associa-
tions of self-reported measures of physical and mental
health and quality of life with social support. Finally, dis-
ability in activities of daily living (ADL) was considered a
potential confounder because this type of severe disabil-
ity has known effects on SRH and depression and it is a
strong determinant of quality of life. ADL disability has
been shown to be related to social networks and
support.43 Education was measured as a categorical vari-
able, in terms of having less than a high school degree,
having a high school diploma or having postsecondary
education. Income sufficiency was also measured as a
categorical variable; respondents could indicate that
their income was insufficient, sufficient or very sufficient
to cover their basic needs. ADL disability was measured
as a binary variable to capture the presence of any diffi-
culty in conducting any of a list of six basic activities of
daily living (walking across a room, bathing, getting
dressed, getting up, eating and going to the bathroom).

Statistical analyses
We examined descriptive statistics and then constructed
several models using Poisson multiple regression with
robust covariance to test our hypotheses with each
outcome variable. While logistic regression is recom-
mended to estimate the occurrence of rare events, that is,
those occurring <10% of the time, Poisson regression
with robust covariance is preferred for cross-sectional
studies of binary outcomes that are common, because
the confidence intervals (CIs) are more conservative and
prevalence ratios (PR) are easier to interpret and dissem-
inate.44 45 The analyses were carried out following the
hypotheses tested. We first modelled the data together to
examine the associations between sources of social
support and the outcomes of interest. To test the hetero-
geneity of the associations between considered risk
factors and SRH, depressive symptoms and quality of life
across research sites, we conducted two Omnibus tests of
the interactions of all social support sources with each
outcome (six models) with research site and then with
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gender at a level of significance of 0.05, without including
potential covariates. Since these associations were statistic-
ally significant for the Canadian data and the Latin
American data, we proceeded by analysing these separ-
ately. We finally tested the impact of confounding vari-
ables on models developed at the different sites to assess
whether the associations between social support and the
outcomes of interest remained statistically significant
despite controlling for age, gender, income sufficiency,
level of education and disability in activities of daily
living.

RESULTS
There are major differences between the Canadian and
Latin American study samples in terms of socio-
demographic variables, ADL disability, SRH, depression
and quality of life. In table 1, the Canadian sample has
significantly higher levels of education and income suffi-
ciency. While few people had less than secondary educa-
tion or had insufficient income to cover basic needs in
Canada, the majority of Latin American older adults
had not finished secondary education and had insuffi-
cient income to cover basic needs. These are very
important aspects of the social context to consider when
assessing the health of ageing populations. ADL disabil-
ity was significantly more prevalent in Latin America,
affecting 26% of older adults in Manizales and 31% in
Natal compared with 22% in Kingston and 16% in
Saint-Hyacinthe.
Good SRH was more common in Canada, with the

highest value among men living in Kingston (87.50%)
and the lowest one among women living in Natal
(22.93%) (table 2). The majority of Latin American par-
ticipants reported being in poor health. Depression was
less frequent among Canadian participants and was

higher among women, overall, but especially at Latin
American sites. Although less pronounced than the dis-
tribution of SRH, quality of life followed a similar trend,
with the majority of Canadian respondents reporting a
high quality of life and the majority of Latin American
older adults reporting a low quality of life. Correlations
between the outcome measures were moderate: between
quality of life and SRH, it was 0.35; between quality of
life and depression, it was 0.29 and between depression
and SRH, it was 0.36.
The differences between the distributions of social

support variables across sites are also worth noting
(table 3). While fewer than 6% of Canadian participants
reported having no friends, this proportion reached
25% in Manizales and nearly 50% in Natal. Support
from partner was precluded for those without a partner.
This was of particular importance in Manizales, where
49.50% had no partner. The proportions of low social
support were similar across sites because the variable was
constructed as a site-specific lowest quartile among those
who had the specific social tie (friends, children, family
or spouse). Low social support is therefore a context-
specific variable, whereby support is considered low in
comparison with local societal norms. The variable of
interest is therefore exposure to less social support than
the social norm at the specific study sites.
We first pooled all of the data together to examine

relationships between different sources of social support
and each outcome of interest. Then, we examined how
context (research site) modified the association between
social support and the three outcomes. Significant inter-
actions were found between the social support provided
by family members and Canadian versus Latin American
study sites (comparison of models with interaction terms
and without, SRH: χ2=10.86, p=0.004; depression:
χ2=12.57, p=0.002 and quality of life: χ2=5.27, p=0.072).

Table 1 Descriptive statistics of study samples

Kingston Saint-Hyacinthe Manizales Natal

p Value χ2N % N % N % N %

Gender 0.887

Male 186 46.73 191 47.63 198 49.50 192 47.76

Female 212 53.27 210 52.37 202 50.50 210 52.24

Age 0.011

65–69 years 223 56.03 255 63.59 214 53.50 215 53.48

70–74 years 175 43.97 146 36.59 186 46.50 187 46.52

Education 0.000

Primary/illiterate 38 9.60 113 28.46 335 83.75 360 89.78

Secondary 50 12.63 82 20.65 20 5.00 24 5.99

Postsecondary 308 77.78 202 50.88 45 11.25 17 4.24

Income sufficiency 0.000

Insufficient 21 5.28 30 7.48 285 71.25 298 74.13

Sufficient 134 33.67 194 48.38 96 24.00 88 21.89

Very sufficient 243 61.06 177 44.14 19 4.75 16 3.98

Prevalence of ADL

disability

90 22.61 64 15.96 106 26.50 125 31.09 0.000

ADL, activities of daily living.
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We also tested for interactions with gender, and
although it is a significant confounder in Latin America,
none of the interaction terms between social support
and gender were significant. Men and women were
therefore modelled together.
To better understand these differences between sites,

we modelled the Canadian and Latin American data
separately. Table 4 presents the PR obtained in Canada
when testing the relationship between all sources of
social support and the three outcome variables, first
unadjusted and then when controlling for age, gender,
site, level of education, income sufficiency as well as dis-
ability. High support from friends and not having a
spouse are significantly associated with poorer health in
Canada, in the unadjusted and the adjusted models.
Similarly, not having friends and not having a partner
yield a higher PR of depression, but this effect disap-
pears after adding the control variables about socio-
economic status (staggered inclusion of variables in
regression models, not shown here). The associations
are not significant for quality of life, but the absence of
partner again appears to be relevant for quality of life in
the unadjusted model with our sample of older
Canadian adults. It is noteworthy that among older
Canadians, social support from family members and
children is not related to any of the three outcomes,
and that the quality of the relationships themselves does

not seem to have an impact. In other words, those with
a better relationship with friends and who have a
partner do report better outcomes. For partner, signifi-
cant differences only emerge between those with the
specific social tie and those without.
The results from the Latin American models were at

odds with the Canadian ones (table 5). High levels of
social support by family members were associated with
better health and although the significance of the asso-
ciations was lost after full adjustment by covariates, the
size of the regression coefficients changed very little.
High social support from partner was also associated
with good health, but this relationship also disappeared
after controlling for gender and site (staggered entry of
variables in the analyses, not shown here). The results
for depression demonstrated large effects despite all
control variables; a high level of social support from chil-
dren, family members and partner was all related with a
lower prevalence of depressive symptoms. With respect
to quality of life, a high level of social support from chil-
dren and partner remained significant after controlling
for confounding variables. Across the three outcome
variables, there were no significant differences between
those without social ties and those with poor levels of
social support. To assess whether the associations of
quality of life with social support were independent
from older adults’ physical and mental health, we fitted

Table 2 Prevalence of good self-rated health, depression and high quality of life (%)

Kingston Saint-Hyacinthe Manizales Natal

Men Women Men Women Men Women Men Women

Good self-rated health 87.50 83.89 83.77 81.43 55.05 45.54 35.42 22.97

Depression 5.38 10.85 6.28 12.86 17.68 28.71 6.25 31.90

High quality of life 75.81 70.75 74.75 69.52 40.91 52.48 44.79 42.38

Table 3 Distribution of social support (%)

Kingston Saint-Hyacinthe Manizales Natal p Values* χ2

Social support friends 0.000

No friends 2.76 5.74 24.75 48.51

Low friend support† 25.88 24.44 21.25 14.93

High friend support 71.36 69.83 54.00 36.57

Social support children 0.034

No children 11.56 11.72 10.00 6.22

Low children support† 27.89 22.94 28.00 24.63

High children support 60.55 65.34 62.00 69.15

Social support family 0.014

No family 8.79 3.99 4.00 4.73

Low family support† 26.88 25.69 25.00 29.85

High family support 64.32 70.32 71.00 65.42

Social support partner 0.000

No partner 37.19 29.43 49.50 31.59

Low partner support† 20.85 22.94 12.75 22.89

High partner support 41.96 47.63 37.75 45.52

*Comparison between sites.
†Defined as the lowest quartile of the social support score at each specific site.
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Table 4 Prevalence ratios of good self-rated health, depression and high quality of life in Canada

Good self-rated health Depression High quality of life

Unadjusted (CI) Adjusted (CI) Unadjusted (CI) Adjusted (CI) Unadjusted (CI) Adjusted (CI)

Social support friends

No friends 0.76 (0.58 to 0.99) 0.80 (0.62 to 1.03) 2.49 (1.22 to 5.05) 1.55 (0.79 to 3.05) 0.74 (0.53 to 1.01) 0.79 (0.59 to 1.05)

Low support friends (ref)

High support friends 1.10 (1.02 to 1.19) 1.09 (1.01 to 1.18) 0.69 (0.42 to 1.15) 0.67 (0.40 to 1.11) 1.04 (0.93 to 1.15) 1.03 (0.93 to 1.13)

Social support family

No family 0.94 (0.82 to 1.09) 0.90 (0.79 to 1.05) 1.31 (0.62 to 2.76) 1.30 (0.63 to 2.69) 0.90 (0.71 to 1.14) 0.86 (0.68 to 1.08)

Low support family (ref)

High support family 1.00 (0.93 to 1.07) 0.98 (0.91 to 1.05) 0.78 (0.47 to 1.28) 0.75 (0.47 to 1.22) 1.12 (1.00 to 1.25) 1.09 (0.98 to 1.21)

Social support children

No children 1.02 (0.91 to 1.14) 1.01 (0.91 to 1.12) 0.98 (0.54 to 1.79) 1.08 (0.61 to 1.90) 1.06 (0.89 to 1.26) 1.04 (0.89 to 1.22)

Low support children (ref)

High support children 1.00 (0.93 to 1.08) 1.00 (0.92 to 1.08) 0.63 (0.38 to 1.05) 0.65 (0.38 to 1.08) 1.07 (0.96 to 1.20) 1.06 (0.95 to 1.19)

Social support partner

No partner 0.84 (0.77 to 0.92) 0.90 (0.82 to 0.98) 2.23 (1.25 to 3.98) 1.36 (0.78 to 2.37) 0.85 (0.74 to 0.97) 0.93 (0.82 to 1.06)

Low support partner (ref)

High support partner 0.99 (0.92 to 1.07) 1.00 (0.93 to 1.07) 0.60 (0.29 to 1.24) 0.64 (0.32 to 1.28) 1.09 (0.97 to 1.22) 1.10 (0.99 to 1.22)

Table 5 Prevalence ratios of good self-rated health, depression and high quality of life in Latin America

Good self-rated health Depression High quality of life

Unadjusted (CI) Adjusted (CI) Unadjusted (CI) Adjusted (CI) Unadjusted (CI) Adjusted (CI)

Social support friends

No friends 1.04 (0.80 to 1.34) 1.26 (0.99 to .1.63) 1.07 (0.75 to 1.52) 0.97 (0.68 to 1.37) 0.81 (0.64 to 1.04) 0.83 (0.65 to 1.06)

Low support friends (ref)

High support friends 1.04 (0.81 to 1.34) 1.08 (0.85 to 1.38) 1.25 (0.88 to 1.78) 1.10 (0.78 to 1.54) 1.15 (0.92 to 1.44) 1.13 (0.91 to 1.40)

Social support family

No family 0.83 (0.46 to 1.48) 1.00 (0.59 to 1.69) 1.25 (0.80 to 1.93) 0.90 (0.60 to 1.37) 1.21 (0.82 to 1.79) 1.27 (0.84 to 1.92)

Low support family (ref)

High support family 1.35 (1.06 to 1.72) 1.25 (0.99 to 1.58) 0.64 (0.48 to 0.86) 0.63 (0.48 to 0.83) 1.23 (0.98 to 1.53) 1.15 (0.93 to 1.44)

Social support children

No children 0.98 (0.65 to 1.48) 0.89 (0.61 to 1.31) 0.87 (0.59 to 1.30) 1.12 (0.75 to 1.68) 1.52 (1.07 to 2.16) 1.39 (0.99 to 1.94)

Low support children (ref)

High support children 1.18 (0.93 to 1.51) 1.20 (0.95 to 1.52) 0.56 (0.41 to 0.76) 0.60 (0.45 to 0.80) 1.66 (1.28 to 2.14) 1.54 (1.20 to 1.99)

Social support partner

No partner 1.22 (0.91 to 1.63) 1.19 (0.91 to 1.57) 1.08 (0.80 to 1.46) 0.86 (0.65 to 1.15) 1.17 (0.91 to 1.52) 1.20 (0.94 to 1.55)

Low support partner (ref)

High support partner 1.44 (1.08 to 1.90) 1.21 (0.93 to 1.57) 0.45 (0.30 to 0.68) 0.57 (0.31 to 0.77) 1.31 (1.02 to 1.69) 1.31 (1.03 to 1.67)
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regression equations for Canada and Latin America,
using quality of life as the dependent variable and
adding SRH or depression as a potential confounder.
Changes in the coefficients of social support variables
were negligible, demonstrating that the associations
between quality of life and social support are independ-
ent of any physical or mental health problems (data not
shown).

DISCUSSION
We examined the associations between emotional
support and SRH, depression and quality of life in older
adults aged between 65 and 74 years residing in two
Canadian and two Latin American cities. First, among
Canadian and Latin American participants, there were
positive associations between either the presence of
social ties or perceived emotional support and SRH,
depression and quality of life. The association between
social support and health, mood and quality of life dif-
fered cross-culturally according to its source. Among
Canadian participants, protective associations were
found between good health and less depression and
high levels of support from friends and having a partner.
No effect was observed for the quality of the support
from partner, children or family, demonstrating that
they did not play a role in health, depression or quality
of life. Among Latin American participants, the stron-
gest associations were seen when support came from
extended family, children and partner, whereas support
from friends did not play a significant role. In fact,
among Latin Americans, having high levels of social
support from family and partner was related to good
health, and having high support from children was also
related to less depression and better quality of life.
Quality of life was related to receiving high levels of
support from the partner, and those with poor support
from children appeared to have worse quality of life
than those without children. We conclude that aside
from the importance of relationships with friends, in
Canada, the presence of a partner is more important
than the quality of support, which is different from the
results in Latin America where not merely the presence
of the social tie, but the levels of support from family
members, children and partner are significantly asso-
ciated with older adults’ health and well-being.
These results confirm and extend previous research

conducted in Europe comparing social support in five
Mediterranean countries with seven countries of
Northern Europe.15 Litwin reported that family support
is more important in Mediterranean countries where
there are more household exchanges. These observations
are in agreement with previous research conducted in
Canada,32 Cuba46 and Spain.5 Moreover, comparing two
francophone older Canadian populations, one from a
working class neighbourhood population of Montreal,
and the other from the middle class city of Moncton,
New Brunswick, Zunzunegui et al32 found that in

Montreal, having family and children was associated with
good health, whereas having low support from children
was associated with poor health. Networks of friends
played a role only for those with good physical and cogni-
tive function. In Moncton, the associations were different
because only relationships with friends seemed to play a
role in health. The authors concluded that support from
children was more salient in socially and materially
deprived areas than in more affluent environments.
These results suggest that among our Canadian

participants, the effects of social support on health and
well-being could be linked to a protection against social
isolation. We propose that in high-income countries like
Canada, where friends are associated with leisure activities
and family ties may lead to unwanted responsibilities and
potential conflicts, friends could be more beneficial for
health.47 Levels of social capital are high in Canada and
society provides the services that family members provide
in other cultures.48 In addition, Canadians have a relatively
strong system of public and private social services and old
age pensions, which provide some economic security to
older adults. Consequently, there is relatively less need to
rely on family. It appeared that the quality of the social
support provided was more important in Latin America,
especially when this support came from family members,
children and cohabiting partner. In fact, older adults in
Latin America appear to place more emphasis on emo-
tional support from their children, and social contact and
affection with grandchildren has been found to influence
their sense of well-being.49 Latin American older adults
live in societies with strong family intergenerational inter-
dependence but limited economic security, social protec-
tion and social services.50 Social integration in society
occurs within the family around which the social life
pivots.51 52 Family interdependence means that support
flows between generations in multigenerational house-
holds. Previous results on social support and depression in
Cuba coincide with our findings from Southern Brazil,
whereby receiving help from children and extended
family is associated with the lowest depression rates.46 53

Results about the beneficial effects of friends on health
and quality of life in this study confirm previous results
from longitudinal ageing research conducted in the USA
and Northern Europe.
Our research contributes to the literature about social

relations and health outcomes among older adults by
demonstrating that the sources of social support that are
relevant to the physical and mental health and quality of
life vary according to the socioeconomic and cultural
characteristics of the population. Today more than
two-thirds of older adults live in middle-income and low-
income countries where social protection for older
adults is weak and older adults’ well-being depends on
family exchanges and solidarity. Our results for Latin
America contribute to the limited literature on social
support and health in that region and can be helpful in
inspiring social policies. In particular, emerging econ-
omies, such as Brazil, have recently legislated universal
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old age pensions and healthcare for older adults. These
universal protection programmes may have further
increased interfamilial dependence.54 For example, in
periods of economic crises, the household’s largest
source of revenue may come from the pension of the
older members of the family and many older adults help
with house chores and care of grandchildren in a system
of family exchange across generations. Social networks
and support represent an important determinant of
older population’s health and well-being in Latin
America and possibly in other regions of the world
where family interdependence is highly valued.

Strengths and limitations of the study
The cross-sectional nature of this study imposes restric-
tions in establishing the temporal sequence of the asso-
ciations between social support, health and quality of life.
It is possible that those who have the poorest health and
quality of life are unable to mobilise social support from
their networks. However, some of these results continue
to be significant even after controlling for disability, estab-
lishing the associations independently of the presence of
disability. The latest longitudinal research also suggests
that the associations between social support and health
indicators may be bidirectional and may change in
strength over the life course.55 Second, there are chal-
lenges inherent in cross-cultural research, such as the dif-
ficulty of interpreting findings across very different
cultural contexts.56 While some authors do not recom-
mend combining data sets across populations because of
uncertainty regarding the equivalence of covariance
matrices, our work addressed these limitations by validat-
ing the social support scales with factor analysis in the dif-
ferent cultural contexts30 and by involving a multicultural
research team in the study design and analysis. Our
results nonetheless remain preliminary and need further
confirmation in Latin American populations and in
other settings with emerging economies and changing
levels of social protection and family norms.
Moreover, the relatively low response rates among the

Canadian samples raise questions about external validity.
We addressed this issue in previous publications report-
ing that according to census data, the Saint-Hyacinthe
sample is comparable to the population of the same age
group in the selected cities in terms of education,
income and education and that the Kingston sample is
relatively more highly educated. Kingston is, nevertheless,
similar to the sample in Saint-Hyacinthe in terms of
blood pressure,57 C reactive protein,58 physical function
indicators31 and distributions of SRH, depression and
quality of life as reported here. It is nevertheless import-
ant to mention that the study samples are limited to
older adults registered with a primary care provider, and
that study samples in Canada are likely to be less
depressed than the general population of older adults,
given that they had to contact the research coordinator
to participate in the study. As far as we know, the coverage
of family medicine at local medical clinics (Canada) and

neighbourhood primary health centres (Brazil) is higher
than 90% for the population aged 65–74 years residing in
the participating cities.59 Only Manizales (Colombia)
does not have universal coverage for healthcare, but a
high percentage of Colombian older adults (around
82%) are covered by the Public Health Insurance.60

Outside of Canada, response rates were very high, close
to 100%. Therefore, we have reasons to believe that these
samples are representative of the population registered at
those local health centres. Among the strengths of this
research, we need to mention the rigorous survey meth-
odology preceded by two pilot studies, the high response
rates in Manizales and Natal, and the validity of the social
support scales. We also examined the same relationships
with identical measures and data collection protocols in
the four populations, which make cross-site comparisons
rigorous and valid.
In conclusion, the impact of social support is closely

linked to different societal and cultural norms. The
effects of social support on physical and mental health
and on quality of life depend on the sources of this
support and vary by social context. Social interventions
to mobilise social support to promote the well-being and
health of older populations need to take these context-
ual determinants into consideration.
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