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Chapter 4 

Discussion 

The primary goal of this study was to examine the relationships between health-

related support exchanges and health outcomes in a sample of African American 

cardiac rehabilitation patients.  An additional goal of this study was to investigate the 

influence of patients’ gender and patients’ relationship to their support partners on the 

support exchange process and the resulting health outcomes.  This study found ample 

evidence that the support exchange process is generally predictive of better health 

outcomes and that patients’ gender and relationship to their support partner are 

important predictors of the support process.  First results will be summarized and then 

implications will be discussed.  

Three sets of objectives had been set forth for this study.  The first objective was 

related to gender and its association with the health-related support variables and the 

health outcomes.  It had been hypothesized that female patients would report seeking 

more support, male patients would report receiving more support, and female support 

providers would report providing more support.  Only one of these predicted 

relationships were found.  Contrary to the hypotheses, male patients reported seeking 

more support than female patients.  However, evidence for the second hypothesis, of 

male patients receiving more support was found.  There were no gender differences in 

partners’ provision of support.  In addition, it had been hypothesized that female 

patients would report higher levels of depressive symptoms than male patients and 

lower levels of psychological well-being. Support was found for this as well.  Last, 
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although not hypothesized, male patients reported higher levels of coping efficacy than 

female patients.  

The second set of objectives was related to the relationship between the patient 

and the support provider.  Specifically, the study sought to examine if the type of 

relationship patients had with their support partner influenced the health-related support 

exchange process.  It was hypothesized that patients whose support partner was an 

adult child would report seeking and receiving less health-related support than patients 

whose support partner was a spouse or another close relationship.  Partial evidence for 

these associations was found.  There were no differences in seeking support, but 

patients with a support partner of an adult child reported receiving less support than 

patients with a spousal support partner.   

The last objective of this dissertation was to examine the theoretical path model 

depicted in Figure 1 which related gender, living with a support partner, and the support 

process, with a variety of health outcomes.  This model found few associations between 

the variables and did not fit particularly well.  Thus, multiple modifications were made 

and the final model is depicted in Figure 3.  It was hypothesized that gender and living 

together would be associated with more support seeking.  Partial evidence was found 

for these hypotheses.  Being a male patient was associated with living with a support 

partner.  On the bivariate level being a male patient was marginally related to seeking 

support, this relationship was significant in the path model.  It was hypothesized that 

more seeking support would be associated with higher levels of partner support 

provision and patient support receipt.  These associations were found.  Although the 

correlation between partner provision of support and patient receipt of support was 
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significant, there was no direct path in the path model.  It was expected that more 

partner provision of support would be related to higher levels of psychological well-

being, this relationship was not significant.  It was hypothesized that more received 

support would be related to better psychological well-being, better physical well-being, 

fewer depressive symptoms, lower blood pressure, greater relationship satisfaction, and 

better coping efficacy.  Many of these expected relationships were found.  Higher levels 

of received support were positively associated with psychological well-being, 

relationship satisfaction, and coping efficacy.  Thus, the more received support patients’ 

reported the better psychological well-being, relationship satisfaction, and coping 

efficacy they reported as well.  Unexpectedly, received support was found to be 

negatively associated with physical well-being, meaning more received support was 

related to worse physical well-being.  Also, unpredictably, seeking support was 

negatively associated with psychological well-being (this finding is discussed later in this 

chapter).  The blood pressure variable demonstrated questionable results and was 

deleted from the final path analysis model.  In addition, because depressive symptoms 

were not associated with any of the support variables, this variable was also not 

included in the final model.  Last, some of the dependent variables were associated with 

one another.  Greater psychological well-being was related to greater relationship 

satisfaction, and better coping efficacy.   Higher coping efficacy was related to better 

psychological well-being and greater relationship satisfaction.  

The first objective of this study dealt with gender differences among the health-

related support and health outcome variables.   Contrary to the hypothesis the opposite 

relationship was found for seeking support.  In this study male patients were more likely 
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to seek support than female patients.  However, male patients also had fewer 

depressive symptoms, better psychological functioning and greater coping efficacy in 

this sample.  Seeking support is considered to be a positive coping mechanism (Barbee 

et al., 1993).  Pieterse et al. (2007) had found that seeking support was related to less 

anxiety and lower depressive symptoms.  Therefore, the gender differences that were 

found are consistent as male patients did report better psychological well-being and 

fewer depressive symptoms.  The literature on the benefits of seeking support has not 

dealt with patients who have cardiovascular disease (Barbee et al., 1993).  It is very 

likely in an acute crisis such as recovering from a cardiac event; male patients may 

seek more support than typically thought.  Female patients may struggle more with 

juggling multiple roles and may not seek the support that they need.  In addition, 

although heart disease is the leading cause of death for all Americans, there is a 

common misperception that heart disease primarily affects men.  Therefore, male 

patients may have an easier time seeking social support to deal with their 

cardiovascular disease.   

The other gender differences in the health-related support domain were more 

consistent within the literature.  Although it had been hypothesized that female support 

providers would report providing more support, no gender differences in support partner 

providing health-related support was found.  Neff and Karney (2005) found men and 

women do not always differ in the amount of support they provide.  Neff and Karney 

discussed how on a stressful day, gender differences may emerge and men may be 

less likely to provide support.  However, the current study examined provision of support 

on a more global level (i.e.. how often in the past four weeks).  Therefore, on a more 
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global level it is likely that there were fewer gender differences in support provision.  As 

hypothesized, male patients reported receiving more support than female patients.  This 

finding is also consistent within the literature as other studies have also found that men 

report receiving more support than women especially over long periods of time (Gurung 

et al., 2003; Luszczynska et al., 2007). 

Gender differences were also found in depressive symptoms and psychological 

well-being.  Female patients had higher levels of depressive symptoms and worse 

psychological well-being than male patients.   These findings are also consistent within 

the literature, as generally speaking women have higher rates of depression and report 

worse psychological well-being than men (Helgeson, 2007).  In addition, this study 

found that men had better coping efficacy.  The coping efficacy measure was developed 

specifically for male cardiac rehabilitation patients (Coyne & Smith, 1994) so this may 

reflect an implicit gender bias.  The questions may reflect a more independent way of 

thinking often associated with societal male gender role (Helgeson, 2007).  It is also 

possible that with the male patients reporting higher levels of receiving support and 

better psychological well-being, the end result was better coping efficacy. 

The second objective of this study specifically dealt with the type of relationship 

patients had with their support partners.  This study found that patients with a spousal 

support partner reported receiving more health-related support than those with a 

support partner of an adult child.  Previous dyadic support literature had specifically 

focused on married couples (Abbey et al., 1995; Norton & Manne, 2007) even within the 

context of cardiac rehabilitation (Franks et al., 2004; Franks et al., 2006).  Dakof and 

Taylor (1990) found that patients often find their spouse more comforting than other 
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support resources.  Therefore, the higher levels of support that patients with a spousal 

support partner reported receiving versus the support that patients with a support 

partner of an adult child reported receiving is not surprising.   As mentioned earlier, 

parents often do not want to burden their children with health issues.  In addition, it is 

possible that support provided by the adult child was not interpreted as support.  This is 

probable as there were no differences in the amount of support that partners in the 

three relationship groups reported providing.  Parents may not want to be told by their 

children to take care of their health and may perceive these attempts as controlling or 

undermining.   

The other close relationship category did not yield any significant relationships as 

compared to the other two relationship groups among the support variables.  This was 

surprising as patients chose whom they wanted their support partner to be.  However, it 

is likely that by grouping friends and other close family members in the same category, 

valuable information was lost.  Nevertheless, the size of the groups necessitated these 

categories.   

The significant relationship between patients living with support partners and the 

support and health outcome variables also provides insight into the day-to-day dyadic 

interactions between patients and support partners.  Support partners living with 

patients reported providing more support and patients living with support partners 

reported receiving more support.  Living with one’s support partner may provide an 

easier and more convenient setting for this health-related support to occur.  Sharing 

healthy meals, discussing stressful situations, keeping tabs on day-to-day health-related 

issues may occur more frequently when people live together.  Living with a support 
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partner with whom one shares health-related issues is likely to provide an individual with 

overall better psychological well-being.   

It is also important to note that the overlap between spousal relationships and 

living together is very high.  Therefore, although not the same construct, the similarities 

of sharing day to day health-related issues with someone close may be a result of a 

combination of being married and living together.    

Most of the male patients were married to their support partners and most of the 

female patients were not.  In addition, many of the female patients reported being 

unmarried and male patients were more likely to live with their support partners than 

female patients.  Therefore, some of the findings in this sample may be reflecting a 

gender bias.  It is possible that some of the spousal relationship and living together 

findings really reflect the benefits that the male patients had over the female patients.  

There may have been interaction effects involving gender for which ANCOVA could  

not control.  Sample sizes get very small once gender and  

relationship type are taken into account, so future research with larger samples is 

needed to disentangle gender effects from relationship to support provider effects. 

The final objective of this study was to examine the theoretical path model.  Due 

to lack of statistical fit and findings additional models were run.  The final model 

presented in Figure 3 represents a comprehensible picture as to what may be occurring 

in this sample of cardiac rehabilitation patients.  Gender and living with a support 

partner influence patients’ seeking health-related support.  Patient seeking health-

related support was associated with both partner provision of support and patient 

receiving support.  Receiving more health-related support was associated with better 
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psychological well-being, greater relationship satisfaction, and better coping efficacy.  

This model provides a good perspective of the psychosocial mechanisms that may 

predict better health outcomes among African American cardiac rehabilitation patients.  

Unexpectedly, received support was related to worse physical well-being.  

Among the other dependent variables received support overall predicted better health 

outcomes and so this relationship was surprising.  However, it is unlikely that high levels 

of received support resulted in worse physical well-being, rather it is probable that 

patients who had worse physical well-being received higher levels of the support that 

they needed.   

The expected relationship between providing and receiving support (e.g. 

agreement) was found at the bivariate level but, not in the path model.  However, this 

study offered a new perspective on dyadic support exchanges as it included seeking 

support.  The addition of patients’ seeking support was a unique component that 

provided a new examination of the interplay of these three important dimensions.  

Patients’ seeking support was related to partner providing support and patient receiving 

support in the path analysis models.  In addition 68% of the variance of received 

support was accounted for within the final path analysis model, with seeking support 

being the strongest predictor.  Within the dyadic social support literature several authors 

have noted that the relationship between provided and received support (e.g. 

agreement) is not very strong (Abbey et al., 1995; Franks et al., 2004).  Even within this 

sample, the bivariate relationships between patients’ seeking support and partners’ 

providing support and patients’ seeking support and patients’ receiving support were 

higher than the relationship of agreement between support partner provision and patient 
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receipt.  This may be partially explained by the shared method variance between seek 

and receive because they were both self-reports.   

Theoretically one could ponder the question: if partners try to provide support but 

patients do not receive it and there are positive health outcomes or if partners do not 

provide support but patients receive it and there are positive health outcomes, what is 

going on?  The importance of seeking support may very well be an underused, yet key 

dimension of support.  Seeking support was consistently associated with support 

partner provision of support, patient receiving support and numerous health outcomes.  

Some researchers have hypothesized that the most beneficial support is invisible; 

partners provide support that recipients do not recognize so they maintain their 

autonomy (Bolger, Zuckerman, & Kessler, 2000; Gleason, Iida, Bolger, & Shrout, 2003).  

Perhaps what has been missing from these studies is seeking support.   A patient 

seeking and the partner providing or a patient seeking and the patient then receiving 

may represent what social support is: a dyadic exchange that provides an individual 

with the feeling that someone is there for them in their times of need.  

A central variable that did not provide any meaningful results is the blood 

pressure variable.  This was disappointing as this is a sample of cardiac rehabilitation 

patients.  Better psychological well-being was related to higher blood pressure.  It is 

doubtful that the better psychological well-being is causing higher blood pressure; rather 

it is likely that this higher blood pressure is a characteristic of this sample.  This sample 

consisted of cardiac rehabilitation patients, most who were on some form of 

hypertension medication.  Therefore, it is unclear as to what the support exchange 

process may be contributing to patients’ blood pressure.  Also, the large amount of 
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missing data for the blood pressure variable may have reduced the reliability of this 

measure.   

A last finding that required some additional analyses is the surprising relationship 

between greater levels of seeking support and lower levels of psychological well-being.  

This was not a hypothesized relationship, it was not in the direction expected, and this 

was not a significant finding on the bivariate level.  This pathway was significant and 

subsequent analysis determined that it was a suppressor effect which occurred when a 

direct path between received support and psychological well-being was included in the 

model.  A typical suppressor variable is not considered to be related to the dependent 

variable.  However, on the bivariate level, receiving support was modestly positively 

associated with psychological well-being.  Within the path model this relationship was 

not as clear.  When the model did not include seeking support predicting psychological 

well-being, the expected relationship between receiving support to greater psychological 

well-being was not significant and the fit was not as good as when it was in the model.   

When the pathway of received support to psychological well-being was not in the model, 

seeking support did not significantly predict psychological well-being and the fit was not 

as good as it was when both pathways were in the model.  Further, these two pathways 

were in opposite directions, seeking support to lower psychological well-being and 

receiving support to better psychological well-being.   

As discussed earlier, seeking support and receiving support were both highly 

correlated and are both the patients’ perspective of the support process.  Typically, a 

suppressor variable should enhance the relationship between the independent variable 

of seeking support to the dependent variable of psychological well-being as it should 
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account for the noise in the relationship between the predictor and criterion (Tabachnick 

& Fidell, 2001).  It is possible that in this context, patients who had lower psychological 

well-being sought more support as a result of this circumstance.  Received support may 

be accounting for a certain level of expectation that patients may have that if they seek 

support they will, of course, receive it.  Or when reporting that they received support it 

was because they had sought the support.  It could also mean that when patients 

received support it was because they believed to have sought support as a result of 

being in a lower psychological state of well-being.   The extent to which these variables 

can be teased apart is not completely clear and future research should include multiple 

methods of measuring seeking support and received support as to better understand 

the way these two variables work together.     

Limitations 

First and foremost, the data presented in this study were cross-sectional and 

therefore neither temporal ordering nor causality can be determined.  Patients’ lives 

were likely in a state of flux due to the cardiac event and this may explain some of the 

unexpected direction of relationships.  In addition, many of the findings in this study had 

not been hypothesized and were found post hoc.  Therefore, these findings are tentative 

and need to be replicated.  The cross-sectional nature of this data may explain some of 

the unexpected relationships including the post hoc results.  The current study was also 

limited in the measures that were used in the larger study.  It is possible that different 

measures and different methodology would have demonstrated different perspectives 

on support interactions and health outcomes.  Specifically, all measures were 

completed with interviewers and it is possible that patients felt a certain pressure to 
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answer in a way that would make their partner appear in a positive way.  Also, because 

patients were interviewed separately from the support partners no objective dyadic 

interactions were measured or observed.  In addition, patients were somewhat 

restricted in whom they could choose as their support partner as the support partner 

needed to be someone who could participate in the study with them.  It is possible that 

patients in this study had other close social network members with whom they shared 

much of their health-related issues and from whom they received much health-related 

support, but those individuals could not participate in this study due to other constraints 

such as time or transportation.  Therefore, this study is also limited as it only allowed for 

one support partner.  In addition, because patients chose their support partners the 

three relationship type groups were quite uneven and this may have influenced the 

results, especially for the spousal relationship as it consisted mostly of male patients.  

Along those same lines, grouping friends and all other close family relationships 

together may have not given an accurate perspective on these dyadic interactions.  

Another important limitation was the blood pressure data.  The lack of findings of the 

blood pressure data may have been due to their inconsistent collection.   

Implications for Future Research 

This study offers new ways to look at the more global support exchange process.  

The inclusion of gender, relationship characteristics, multiple dimensions of support 

from a dyadic perspective, and numerous health outcomes is a detailed beginning of 

understanding the bigger picture.  This study may provide a foundation to understand 

the psychosocial contributors that may help to reduce some of the health disparities 

within the context of cardiac rehabilitation.  Understanding the influence of gender and 
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support provider relationship characteristics on the influence of support exchanges may 

provide clinicians and cardiac rehabilitation staff a framework to determine which 

patients may need additional support boosters.  In addition, recognizing that the dyadic 

social support process is complex may provide researchers and clinicians with new 

directions in which to apply social support interventions or psychosocial therapies for 

patients with cardiovascular disease.   

There are many real world implications for this study.  First, this study provides a 

new understanding of the psychosocial mechanisms that may help recovery after a 

cardiac event.  Seeking support was a key predictor of received support, which in turn 

was a significant predictor in the health outcomes.  A big adjustment that patients have 

to deal with after a major medical event is their loss of independence and the need to 

change a lifestyle that they may have lived their whole adult lives.  Therefore, patients 

may need assistance in seeking support as they may still think of themselves as 

independent with the ability to do everything on their own.  In addition, patients often 

might not realize how difficult it is to change health habits that are necessary in their 

recovery process.  Seeking support may be a skill that many patients may need to 

learn.  Clinicians and cardiac rehabilitation staff may need to help educate patients in 

how to seek support as they struggle with asking for the help they need.   

Social network resources are an important part of patients’ recovery.  Many 

researchers have highlighted the importance of support from others after a cardiac 

event (Coyne & Smith, 1994; Franks et al., 2006; Molloy et al., 2008), but previous 

research has not investigated many of the constructs examined in this study among 

African American cardiac rehabilitation patients.  In order to reduce the health 
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disparities that exist among patients with cardiovascular disease, an understanding of 

the factors that promote health and well-being need to be identified.  Previous research 

has found close social support networks of African Americans are smaller than those of 

Caucasians (Ajrouch, Antonucci, & Janevic, 2001; Barnes, de Leon, Bienias, & Evans, 

2004).  However, these networks also appear to be highly supportive (Ajrouch et al., 

2001; Fung, Carstensen, & Lang, 2001) with African Americans reporting more contact 

with their support resources and more family members as a source of support than 

Caucasians.  Clinical staff need to capitalize on the close social support providers that 

African American patients may have in order to help reduce the health disparities that 

exist among African American patients with cardiovascular disease.   

A study such as this one provides new questions to ponder.  Future research 

should examine dyadic exchanges longitudinally and evaluate the long-term benefits of 

relationship status or living together for cardiac rehabilitation patients.   For example, a 

future study could examine if patients with spousal support partners continue to receive 

more support after the initial phases of a cardiac event and cardiac rehabilitation has 

passed.  This would provide researchers with a greater understanding of supportive 

relationships within this context.  In addition, including in a study the length of time that 

patients and partners live together and monitoring changes in that status over time 

could also provide researchers with answers as to whether it is the actual living with a 

partner that provides more support or if there are other characteristics of the relationship 

that provides these benefits.  This would also allow researchers to examine if over time 

patients learn to seek support as they begin to realize cardiovascular disease requires 

many changes or if over time support providers begin to withdraw support.  In addition, 
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much further examination into the influence of gender and relationship characteristics 

should be investigated.  Future research should attempt to tease apart the contributions 

of gender, relationship type, and living together with a support partner.  Larger samples 

with more specific relationship type groups such as friends, siblings and parents, and a 

more even distribution of gender within these groups could also provide clarity on some 

of the findings of this dissertation.   

Another important direction for future research is a more wide-ranging measure 

of social support interactions.  Daily diary studies or objective observations such as 

videotaping should be used to better examine this important dyadic exchange.  For 

example, a study could have patients and partners record their daily support 

interactions of seeking, providing, and receiving support.  This would allow researchers 

to examine support exchanges more specifically rather than global self-report measures 

that rely on memory.  Such a study could be done by asking patients if they sought 

support and received support from their partners and asking partners if they provided 

support on that very day.  Matching up those responses to see if there is agreement on 

these dimensions of support could demonstrate a more sequential form of the social 

support process or at the very least confirm the findings of this study that seeking 

support is crucial to receiving support.  Another direction is to ask patients to record a 

specific example of seeking or receiving support that day and for partners to do the 

same with providing support.  Researchers could then match up if similar examples are 

given between patients and partners.  Such a study could help explain 

miscommunication between partners and provide a new perspective on seeking, 

providing, and receiving support.  In addition, a study could specifically focus on support 
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exchanges recorded on cardiac rehabilitation days (often three days a week) versus 

non-cardiac rehabilitation days to see if patients seek or receive more support on 

rehabilitation days and if partners provision is in concordance with patients’ needs. 

An additional way of measuring support more objectively is through videotaping 

interactions.  Patients and partners could be interviewed together in a laboratory setting.  

Researchers could prompt the dyad about a challenge that many patients in cardiac 

rehabilitation face, such as eating healthier or exercising.  The interaction could then be 

videotaped and coded to explore patients seeking, partners providing, and patients 

receiving support.  Research done in this context can provide researchers with an 

understanding of what may be lacking in support exchanges in order to develop 

effective interactions aimed to educate patients and partners on a healthy supportive 

exchange.    

Future research should also examine the interplay of gender, living together, the 

support dimensions, and health outcomes in other populations.  Although 

cardiovascular disease is the leading cause of death among all Americans, the 

connections between these variables should be examined in other disease populations 

as well as healthy individuals.  This may explicate more of the psychosocial 

mechanisms that not only contribute to reducing disease but also promote healthy 

living.   

Clinical Implications 

 Clinicians and cardiac rehabilitation staff must understand the importance of 

social support and the support processes in the recovery from a cardiac event, the 

successful implementation of cardiac rehabilitation and a healthy new lifestyle.  
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Assessment of sufficient and competent social support providers that patients have can 

provide useful knowledge to clinicians and rehabilitation staff in the treatment of patients 

dealing with cardiovascular disease.   Patients who are lacking social support resources 

may need additional attention and assistance in the recovery process.  Additional 

consideration may be imperative for patients who do not live with a support provider, 

thus clinical staff need to be aware of the support resources available.  Clinicians and 

staff need to try and actively engage family and friends in the cardiac rehabilitation 

process.  In addition, cardiac rehabilitation should include workshops that teach patients 

about positive and healthy ways in which to seek support.  This can be a good addition 

to the workshops that cardiac rehabilitation already provides.  These workshops should 

include support providers so the dyadic social support processes can be improved.  

Utilizing support providers in the rehabilitation process can give patients greater 

psychological well-being and better coping efficacy that can help improve overall health 

and well-being.  Although these clinical implications are important, one caveat is that 

pushing support may backfire as it can make social support feel coercive and produce 

negative effects.  Therefore, clinicians should also focus on what patients need or want 

and evaluate the dyad’s style of interaction.   

This study provided a new examination of the support exchange process and 

health outcomes among a sample of African American cardiac rehabilitation patients.  

The findings of this study provide a new pathway to explore in the realm of social 

support.  Seeking support may begin to uncover and explain more about this dyadic 

exchange and the process that results in better health outcomes.  In addition, the 

interplay of gender and relationship characteristics also provides new insight into who 
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benefits from this process.  Understanding this process may provide clinicians, cardiac 

rehabilitation staff, and families with tools needed in providing the very best outcomes 

for patients with cardiovascular disease.  Importantly, social support is more than the 

sum of its parts; it is a complex dyadic interaction with many directions that can have 

many positive health benefits.    
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Appendix A 

Measures 

Demographics (Relationship to Patient and Living Together) 

Patient Information: 

Last Name:_____________________ First Name: ____________________ MI:______ 

What is your age?________   Date of Birth:______/______/__________ 

Race: � African-American � Asian  � Caucasian  � Hispanic  � Native American � Other 

Gender:     � Male   � Female       

Primary Support Partner Information 
 

Last Name:_____________________ First Name: ____________________ MI:______ 

Relationship to Patient___________________________________________________ 

Do you live with the patient?  Yes_____  No________ 

What is your age?________   Date of Birth:______/______/__________ 

Race: � African-American � Asian  � Caucasian  � Hispanic  � Native American � Other 

Gender:     � Male   � Female       
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Social Interaction Questionnaire (Franks et al., 2004) 

Seek Support  

Please indicate how often you have done the following in the past month 

                Once or twice       Once           Several times           Every 
             Never               a month           a week             a week                day 
        0             1       2           3                    4 

1. Share your concerns about protecting your health with your partner.  

2. Request assistance from your partner in taking care of your health.     

3. Ask your partner if he or she agreed with your decisions about caring for your 

health.   

4. Ask your partner for encouragement to make choices favorable to healthy living 

Provide Support 

Please indicate how often you have done the following for you partner in the past 

month   

1. Listened to concerns about protecting his or her health.  

2. Assisted your partner in caring for his/her health. 

3. Agreed with decisions about caring for health. 

4. Encouraged choices favorable to healthy living.   

Receive Support  

Please indicate how often your partner has done the following in the past month.  

1. Listened to concerns about protecting your health.  

2. Assisted you in caring for your health. 

3. Agreed with decisions about caring for your health. 

4. Encouraged choices favorable to healthy living.  
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SF-36, Ware, Kosinski, & Keller, 1995 
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CES-D (Radloff, 1977) 
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Blood Pressure 
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Quality of Marital Index (Norton, 1983) 
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Patient Coping Efficacy (Coyne & Smith, 1994) 
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 Social support is a dyadic exchange process that yields many psychological and 

physiological health benefits.  The goal of this study was to examine the effects of the 

support exchange process from a dyadic perspective on health outcomes and to 

investigate the extent that gender and relationship characteristics influence the support 

process and health outcomes.  It was hypothesized that female patients would report 

seeking more support and male patients would report receiving more support.  In 

addition, it was expected that patient seeking support would be associated with both 

partner provision and patient receipt of support.  It was also hypothesized that patients’ 

receipt of support would be predictive of better health outcomes.  Among a sample of 

195 cardiac rehabilitation patients and their self-selected support partners, the current 

study examined three dimensions of health-related social support: patient seeking, 

partner providing, and patient receiving.  In addition, patients’ gender, characteristics of 

their relationship to the support provider, and living with support partners were included 

as cross-sectional predictors of support and health outcomes.  The support variables, 

gender, and relationship characteristics were examined on the health outcomes of 
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psychological well-being, physical well-being, depressive symptoms, blood pressure, 

relationship satisfaction, and coping efficacy.  A combination of mean differences, 

correlations, and path analyses were used to examine the hypotheses.  Male patients 

were more likely than female patients to seek social support, receive social support, and 

live with their support partners.  Living with one’s support partner was associated with 

partners’ providing more support and patients’ receiving more support.   Patients with a 

spousal support partner reported receiving more support than patients with adult 

children support partners.  More support receipt was related to better psychological 

well-being, greater relationship satisfaction, and better coping efficacy.  Gender of 

patients and living with a support partner were important predictors of the support 

exchange process and the health outcomes.  In addition, seeking support emerged as 

an important predictor of receiving support.  The current study provides psychosocial 

pathways that may help reduce the health disparities that exist among African American 

patients with cardiovascular disease.  Future research should examine these constructs 

from a longitudinal perspective and include multiple social support measures. Clinical 

implications include assessing social support resources to improve well-being during 

cardiac rehabilitation.   
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