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BACKGROUND: The availability and adequacy of tangible
social support may be critical to older adults managing
multiple chronic conditions, yet few studies have evaluat-
ed the perceived adequacy of needed tangible support and
its relation to health outcomes.

OBJECTIVE: We investigated the association between un-
met, tangible social support needs, health status, and
urgent healthcare use among community-dwelling older
adults.

DESIGN: Cross-sectional analysis.

PARTICIPANTS: English-speaking older adults (n=469)
who participated in the Health Literacy and Cognitive
Function cohort study.

MAIN MEASURES: Perceived adequacy of tangible social
support was measured using a brief, validated scale that
determined (1) if an individual needed assistance manag-
ing his or her health, and (2) if yes, whether this need was
met. Health status was measured using physical func-
tion, depression, and anxiety PROMIS short-form instru-
ments. Urgent healthcare utilization (emergency depart-
ment and hospitalization) was self-reported for the past
12 months.

KEY RESULTS: Participants’ mean age was 69 years;
73% were women and 31% were African American, and
16% identified unmet support needs. Unmet support
needs were associated with worse physical (f —6.32;
95% CI —8.31, —4.34) and mental health (anxiety:
3.84; 95% CI 1.51, 6.17; depression: 8 2.45; 95% CI
0.32, 4.59) and greater urgent healthcare utilization
(ED: OR 2.86; 95% CI 1.51, 5.41; hospitalization: OR
3.75; 95% CI 1.88, 7.50).

CONCLUSIONS: Perceived unmet support needs were as-
sociated with worse health status and greater urgent
healthcare use. Primary care practices might consider
screening older patients for unmet tangible support
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needs, although appropriate responses should first be
established if unmet needs are identified.
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INTRODUCTION

Estimates suggest that between 62 and 80% of older adults are
managing multiple (>2) chronic conditions," * which often
requires a range of self-management responsibilities in order
to maintain one’s health. This includes, but is not limited to,
adhering to prescribed drug regimens, maintaining recom-
mended diets, engaging in regular physical activity, self-
monitoring symptoms, and keeping routine appointments with
healthcare providers. These tasks require significant knowl-
edge and skills, as well as an ability to organize and plan,
critically think, and effectively communicate with healthcare
providers. The long-term persistence of such self-care de-
mands poses significant challenges for patients over time.
Thus, with increasing care needs and complex self-care regi-
mens, older adults may benefit from additional assistance.
Social support is commonly cited as an important determi-
nant of self-management behaviors™ * and health outcomes.”
However, social support is multidimensional and influences
health outcomes via multiple pathways,® and due to variation
in measurement, the evidence is fragmented, making it diffi-
cult to discern what dimension of social support is best for
chronically ill older adults.” ® Within the context of chronic
disease self-management, “tangible support,” the provision of
direct material aid or other concrete assistance may be more
predictive of better health outcomes than other forms of sup-
port, as a seminal meta-analysis found tangible support to
demonstrate a greater effect on treatment adherence than other
forms of support including emotional support or social
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network size.* Yet further complicating the utility of available
tangible support is the complexity of chronic disease self-
management, as those providing assistance must also have a
range of skills and competencies to accurately assist with older
adults’ self-care regimens.

Surprisingly, few empirical investigations have considered
the perceived adequacy of tangible support and its relationship
to health outcomes and urgent healthcare utilization. The studies
identified as measuring the subjective perceptions of social
support in a recent systematic review of social relationships
and health services use among older adults captured perceptions
of availability of support and loneliness, rather than the percep-
tions about the adequacy of the support received.” Outside of
this review, one investigation has assessed the perceived ade-
quacy of tangible support and health outcomes; patients with
coronary artery disease who reported a perceived lack of needed
assistance had greater rates of mortality and decline in physical
functioning than individuals whose perceived needs for assis-
tance were met.” Unmet needs for social support were also
associated with less engagement in diabetes self-care activities
among Korean adults with diabetes.'” These investigations
provide evidence of the importance of considering the adequacy
of needed support, but has not been extended to a general
population. In order to fill this gap, we sought to evaluate the
association between unmet social support needs and older
adults’ health status and urgent healthcare utilization.

METHODS

We conducted a cross-sectional secondary data analysis using
data collected from the Health Literacy and Cognitive Func-
tion among Older Adults study (RO1AG030611, referred to as
“LitCog”). The primary variables of interest were perceived
adequacy of tangible support, health status, and urgent
healthcare utilization. The study was approved by the Institu-
tional Review Board at Northwestern University Feinberg
School of Medicine.

Sample and Procedure

LitCog is a prospective cohort study investigating changes in
health literacy over time and its relation to cognitive function
and performance on healthcare tasks.'' The sample was re-
cruited from one academic general internal medicine practice
and six federally qualified health centers in Chicago, IL,
between August 2008 and August 2015. A description of the
systematic recruitment procedures has been previously pub-
lished.'"" '* Patients were eligible if they (1) were between the
ages of 55 and 74, (2) spoke English, (3) had adequate cogni-
tive capacity, as defined by <2 errors on the 6-item screener, '
and (4) sought regular care (defined as 2 clinic visits within the
past 2 years) from study sites. The sample was purposefully
recruited at a younger age to capture and follow the onset of
cognitive decline. Research coordinators administered struc-
tured in-person interviews with enrolled participants in a

private room. Participants completed follow-up interviews
every 3 years and data for these analyses were collected at
the third follow-up interview, which took place 6 years fol-
lowing their baseline interview.

Measures

Adequacy of Tangible Social Support. Adequacy of tangible
social support was measured using a brief, validated scale to
identify whether an individual needed assistance managing his
or her health, and if this need for assistance was met.’
Participants were asked two questions: the first question asked
“In the last 6 months, have you needed any kind of extra help at
home because your health kept you from taking care of yourself
or doing what you usually do?” If respondents answered yes,
they were asked a follow-up question “Of the help you got at
home, would you say you got: all you needed, most you needed,
some you needed, only a little, or none of the help you needed?”
To create an initial overall score, participants were classified as
(1) no perceived need for help; (2) received sufficient help (need
help, but all needs met); (3) more help needed (most needs for
help met); and (4) much more help needed (only some, little, or
none of needs for help met). Based on the distribution of
responses, and following previous literature, individuals were
further classified as having unmet needs (more help needed,
much more help needed) or adequate support (no perceived
help needed, received sufficient help).9

Functional Health Status. Functional health status was
assessed in terms of both physical and mental health.'*
Functional health status was assessed using Patient-Reported
Outcomes Measurement Information Service (PROMIS)
short-form instruments of physical function, depression, and
anxiety.'* Physical function was measured using the 10-item
short-form physical function scale, and depressive and anxiety
symptoms were measured with the coinciding 8-item short-
form PROMIS scales. A raw score is calculated for each scale
with high scores indicating greater ability or more symptoms.
Raw scores are translated into a corresponding #-score, which
rescales the raw score into a standardized score with a mean of
50 and standard deviation of 10. Therefore, a person with a #-
score of 40 is one standard deviation below the mean score of
the general population of the USA.'* PROMIS has established
minimally important differences (MID) to provide clinical
context for some of the scales. A MID is defined as a differ-
ence in score that are large enough to have implications for a
patient’s treatment or care.'> The MIDs range from 4 to 6
points and 3-4.5 points for the physical functioning and
anxiety and depressive scales, respectively.

Urgent Healthcare Utilization. Urgent healthcare utilization
was assessed by self-report of emergency department (ED)
visits and unplanned inpatient hospitalization. During the in-
terviews, patients were asked to self-report if they (1) visited
the emergency department in the past 12 months and (2) had
an unplanned hospitalization in the past 12 months. Questions
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were phrased to incorporate the boundary of the past
12 months (e.g., since last May 1) to aid patient recall. Patients
were subsequently asked to report the approximate month and
year of the visit and the reason and nature of the visits. Due to
the large number of ED and hospital facilities within the
Chicago area, self-report was considered the most accurate
method to obtain these outcomes, as patient’s medical records
would not capture all urgent visits. Any reported ED visits that
resulted in inpatient stays were counted only as an inpatient
hospitalization, and only unplanned hospitalizations were
included.

Covariates. A number of covariates that have well-established
associations with the outcomes of interest were also collected.
Health literacy was assessed using the Test of Functional
Health Literacy in Adults (TOFHLA).'® The TOFHLA as-
sesses comprehension of actual health information and is
composed of a numeracy (17 items) and a literacy section
(50 items). Scores range from 0 to 100, with higher scores
indicating higher health literacy. Scores are classified as lim-
ited (0-74) or adequate (75-100) health literacy. The Mini-
Mental State Exam (MMSE) is a global measure of cognitive
ability and is commonly used in medical settings;'” scores
range from 0 to 30, with higher scores indicating greater
cognitive ability. Morbidity was defined as the number of
self-reported prescription medications and chronic conditions
(diabetes, chronic obstructive pulmonary disease, coronary
vascular disease, congestive heart failure, asthma, hyperten-
sion, hypercholesterolemia, stroke, arthritis, cancer, depres-
sion). The number of prescription medications and chronic
conditions was categorized as 0—1, 2—4, 5, or more, and 0—1, 2,
3, or more, respectively. Demographic characteristics included
self-reported gender, age, race (White, African American,
other), household income (< $25,000, $25,000-$49,000,
> $50,000), and highest degree of education received (less
than high school, high school graduate, some college, college
graduate). To further characterize participants who identified
unmet support needs, we also collected self-reported marital
status and a measure of social isolation. Social isolation was
assessed using the abbreviated (6-item) Lubben Social Net-
work Scale (LSNS),'® which evaluates the number of familial
and friend ties among an older adult population;'® scores less
than 12 are classified as at risk of social isolation."®

Analysis Plan

T tests and chi-square statistics were conducted to examine
differences in demographic characteristics and study outcomes
(health status, urgent healthcare utilization) by unmet tangible
support needs (adequate vs. unmet), as appropriate. Multivar-
iable linear and logistic regression models were conducted to
examine predictors of health status (physical function, depres-
sive symptoms, anxiety symptoms) and urgent healthcare
utilization (ED visits, hospitalization). All models included

unmet need, health literacy, cognitive ability, social isolation,
self-reported age, race, number of chronic conditions, gender,
income, and educational attainment. We also repeated the
bivariable and multivariable regression analyses to conduct
exploratory analyses among those who identified needing
assistance in managing their health; we compared those who
received sufficient help with those who reported unmet sup-
port needs. All analyses were performed using STATA 13.0
(College Station, TX).

RESULTS

The mean age of participants was 68.6 (SD =5.3) years and
the majority (71%) were female. The sample varied in terms of
race and socioeconomic position; approximately half reported
household incomes of less than $50,000 annually and the
highest degree of educational attainment as a high school
degree or less, and a third of sample identified as African
American (Table 1). A quarter of the sample were classified
as having low health literacy. Participants had an average of
three chronic conditions and were prescribed 4 daily medica-
tions. Very few were classified as socially isolated (18%), and
less than half (41%) were married.

The majority (76%, n=358) of participants reported they
did not need assistance managing their health, 8% (n=37)
reported they received sufficient help, 9% (n=41) reported
they needed more help, and 7% (n = 33) reported they needed
much more help. Overall, 16% identified unmet support
needs. Individuals with unmet support needs were more likely
to be female (82.4% vs. 69.1%), lower income (60.9% vs.
26.1%), African American (55.4% vs. 33.9%), have limited
health literacy (43.8% vs. 24.5%), diagnosed with 3 or more
chronic conditions (79.7% vs. 55.7%), take 5 or more pre-
scription medications (56.8% vs. 28.9%), be unmarried
(73.0% vs. 56.5%), or socially isolated (27.1% vs. 16.3%)
compared with individuals with adequate support (Table 1).

Significant differences by unmet support needs were found for
all outcomes in unadjusted analyses (Table 2). Participants with
unmet support needs had a mean (M) physical function score of
39.0 (SD =6.7), which is equivalent to one standard deviation
below the general US population norm, and was significantly
lower than those with met support needs. Individuals with unmet
support needs also reported a greater number of depressive (M =
49.9 (SD=8.7) vs. M= 45.4 (SD=7.9), p <0.001) and anxiety
symptoms (M =55.8 (SD=8.2) vs. M=50.3 (SD=8.7),
p<0.001) compared with individuals with adequate support.
Individuals with unmet support needs were more likely to report
an emergency department visit (46.0% vs. 14.4%, p < 0.001) and
hospitalization (39.2% vs. 12.2%, p<0.001) in the past
12 months compared with individuals with adequate support.

Similar results were found in adjusted analyses (Table 3).
Compared with individuals with adequate support, those with
unmet support needs reported worse physical function (3 —
6.32; 95% CI —8.31, —4.34, p<0.001), more anxiety
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Table 1 Participant Demographics by Adequacy of Social Support

Variable All Social support P
participants value
(N=469) Adequate Unmet
(n=395) needs
(n="174)
Female (%) 71.2 69.1 82.4 0.02
Age (%)
60-64 28.2 27.3 324 0.56
65-74 55.0 55.2 54.1
75+ 16.8 17.5 13.5
Educational <0.001
attainment (%)
Less than high 9.8 9.1 13.5
school
High school 12.2 13.4 54
graduate
Some college 21.8 17.7 432
College graduate  56.3 59.8 37.8
Income (%) <0.001
< $25,000 314 26.1 60.9
$25,000-49,999 19.9 20.9 14.5
> $50,000 48.7 53.0 24.6
Race (%) 0.001
African 374 339 55.4
American
White 52.8 56.7 324
Other 9.8 9.4 12.2
MMSE score, 273 (5.1) 27.6 (4.7) 26.1 0.02
mean (SD) 6.7)
Health literacy (%) 0.001
Adequate 72.5 75.5 56.2
Limited 27.5 24.5 43.8
No. of chronic 0.001
conditions (%)
0-1 19.4 21.5 8.1
2 21.1 22.8 12.2
3+ 59.5 55.7 79.7
No. of prescription <0.001
medicines (%)
0-1 25.6 27.9 13.5
2-4 412 433 29.7
S5+ 333 28.9 56.8
Married (%) 40.9 43.5 27.0 0.008
Socially isolated (%)  18.0 16.3 27.1 0.03

symptoms (5 3.84; 95% CI 1.51, 6.17, p=0.001), and more
depressive symptoms (3 2.46; 95% CI 0.32, 4.59, p=0.02).
Across the three multivariable models of physical and mental
health, male gender and higher income remained significant
predictors of better physical function scores and less anxiety or
depressive symptoms. Older adults reported fewer anxiety or
depressive symptoms compared with adults between the ages
of 60 and 64 and those who identified as African American
reported fewer depressive symptoms compared with those
who identified as White, and individuals classified as socially
isolated reported more depressive symptoms. Individuals di-
agnosed with three or more chronic conditions or taking five
or more prescription medicines had worse physical function
and greater depressive symptoms compared with those with <
1 chronic condition or prescription medication, respectively.
Individuals with unmet support needs also reported greater
urgent healthcare utilization (ED: OR 2.86; 95% C11.52, 5.41,
p=0.001; hospitalization: OR 3.76; 95% CI 1.88, 7.50,
p<0.001) compared with individuals with adequate support.

Table 2 Unadjusted Associations Between Adequacy of Social
Support and Health Status and Urgent Healthcare Use

Variable All Social support P
participants value
(N=469) Adequate Unmet
(n=395) needs
(n="174)
Health status (mean, SD)
Physical 47.6 9.1) 49.2 (8.5) 39.0 <0.001
function score 6.7)
Anxiety 51.2 (8.8) 50.3 (8.7) 55.8 <0.001
symptoms 8.2)
Depressive 46.1 (8.2) 45.4 (7.9) 49.9 <0.001
symptoms (8.7)
Urgent healthcare use (%)
Emergency 194 14.4 46.0 <0.001
department
Hospitalization — 16.4 12.2 39.2 <0.001

Within the fully adjusted models, unmet support needs were
the sole significant predictor, and all other covariates were not
predictive of urgent healthcare utilization.

We conducted exploratory analyses among those who
identified needing assistance in managing their health
(n=111) to investigate associations between those who
received sufficient help with those who reported unmet
support needs. Compared with those who received suf-
ficient help, those who reported unmet support needs
had worse physical function (M=49.9 (SD=8.7) vs.
M= 445 (SD=9.2), p<0.001), a greater number of
anxiety symptoms (M=55.8 (SD=8.2) vs. M=52.6
(SD=7.4), p=.04), and were more likely to report an
emergency department visit in the past 12 months
(46.0% vs. 21.6%, p=0.01). No differences were ob-
served between number of depressive symptoms (M=
499 (SD=8.7) vs. M= 47.9 (SD=7.9), p=0.24) and
hospitalization (39.2% vs. 37.8%, p=0.89). In adjusted
analyses, no significant differences were observed.

CONCLUSIONS

In our sample, we found that nearly 1 in 6 community-dwelling
older adults reported unmet tangible social support needs, and
that unmet support needs were associated with greater urgent

Table 3 Adjusted Associations Between Adequacy of Social Support
and Health Status and Urgent Healthcare Use

Variable Unmet social support

Health status
Physical function score
Anxiety symptoms
Depressive symptoms
Urgent healthcare use
Emergency department
Hospitalization

3 (95% CI) .
—6.32 (—8.31, —4.35)
3.84 (1.51, 6.17)"
246 (0.32, 4.59)*
OR (95% CI)
2.86 (1.52, 5.41)7
3.76 (1.88, 7.50)

*p < 0.05
7p<0.01
1p<0.001
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healthcare use and worse health status. We found that individ-
uals with unmet support needs, even after adjusting for many
well-recognized covariates including social isolation, scored 6
points lower on the physical functioning score, and approxi-
mately 3.5 points greater with regard to anxiety symptoms, each
suggesting a clinically meaningful difference from the overall
sample.'® These differences are sizeable enough to inform the
clinical care of patients and further underscores the importance
of perceived adequacy of support on health.

These findings are an important contribution to the exten-
sive body of literature on social relationships. While many
facets of social relationships have been specified, the field has
not readily incorporated aspects related to adequacy of sup-
port.® Notably, perceived adequacy of tangible support was
distinct from social isolation, which was only associated with
depressive symptoms in the fully adjusted models. The litera-
ture on social support has operated under the assumption that
if available, the support that is provided is sufficient to meet an
individual’s needs.”” This aspect is important as the quality of
social relationships experienced by individuals is influenced
by broader social and structural forces.”' ** These findings
may reflect the principle of network homophily, which sug-
gests that individuals disproportionately form network ties
with others of similar background, thus the network members
of disadvantaged individuals may also be in poor health.?* %*
Therefore, while an individual may have an extensive social
network, that network may be unable to provide the sufficient
level of assistance an individual may require to engage in
health-promoting behaviors, resulting in unmet tangible social
support needs.

Remarkably, two straight forward questions were associat-
ed with health status and urgent healthcare use. While these
two items do not provide explicit guidance to the nature of the
need, this brief screener could be easily implemented and
clinically useful for healthcare providers to identify individ-
uals who may be at risk for poor outcomes, especially as there
is growing recognition about the importance of screening for
social determinants of health.?> Similar to the two-item Patient
Health Questionnaire (PHQ-2), which has been incorporated
into routine clinic intake procedures and is able to easily
identify patients at risk for depression and notify clinic staff
for additional follow-up, these two items could also be
assessed as similar vital signs. Yet in order to be effective,
health systems must have systems in place to respond after
identifying individuals with unmet needs.”® As ambulatory
care practices incorporate more allied health professionals
including social workers and care coordinators, these profes-
sionals may be able to further work with patients to identify
areas of need and provide a patient-tailored response or make
appropriate referrals. Partnerships between clinics and
community-based or public health organizations may also
facilitate addressing these unmet social support needs.

Overall, unadjusted exploratory analyses observed a statisti-
cally significant difference in physical function scores, anxiety
symptoms, and emergency department visits between those
who received sufficient help with those who identified unmet

support needs. These analyses were exploratory, due to the
small sample sizes in each category (received sufficient help,
n =137; unmet support needs, n = 74) and future research should
further explore differences between these two categories.

Older adults receive help from both formal and informal
sources of support. Literature regarding informal caregiving of
chronically ill adults has found that those who assume these
roles often receive little to no training.”” 2* Successful interven-
tions related to developing caregivers skills seek to improve a
sense of control, mastery and self-efficacy by reducing the
caregiver’s uncertainty.”” *° Complicating the development of
these skills is the variability and sometimes unpredictable nature
of these conditions, and therefore interventions are most suc-
cessful when they are tailored to the key needs of specific
patients and caregivers.”> Future research should evaluate
whether caregiver training interventions are able to decrease
older adults unmet tangible support needs. Additionally, home
health aides, certified nursing assistants, and personal care aides
provide the majority of formal care to older adults; however,
these positions experience significant attrition and staffing in-
sufficiencies due to low wages, inadequate training and super-
vision, and the perception of the position as a “dead-end” job,*°
and as a result these service providers may be inadequately
prepared to provide the requisite level of support these older
adults need. A greater investment of resources is needed to
support direct care workers as they provide paid care for older
adults.

Our study should be recognized in the context of several
limitations. Our findings are limited to English-speaking, pre-
dominantly female, older adults who are connected to primary
care practices in one urban city. Additionally, our sample was
predominantly comprised of individuals who self-identified as
White or African American, and therefore did not include a
large proportion of individuals who identified as other racial or
ethnic backgrounds. The cross-sectional nature of these anal-
yses limits inferences regarding directionality and causality; it
is therefore possible that individuals with greater urgent
healthcare utilization or worse health status may have a greater
need for support, and subsequently unmet social support
needs. Additionally, our measures of urgent healthcare utiliza-
tion were self-reported; however, a high degree of concor-
dance has previously been found among Medicare claims
and older adults self-report of hospitalization.*" Our primary
independent variable was assessed with only two items and
did not provide additional detail regarding the insufficiency of
the desired support. However, for the purpose of clinical
utility, its brevity is a strength. Furthermore, we assessed
perceived support, as opposed to received support; however,
perceived support has previously been found to be more
predictive of health outcomes.™ ** Lastly, there was a temporal
mismatch between the assessment of unmet support needs
(previous 6 months) and urgent healthcare utilization (previ-
ous 12 months), and therefore we may not have captured a
need for support that occurred 612 months prior which may
have been associated with an urgent healthcare visit.
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Future research should examine the adequacy of tangible
support over time. As older adults are diagnosed with new
illnesses or experience changes in health, their dependence on
their support network may grow and the support person’s
ability to maintain a high level of assistance may not be able
to keep up with the changes.” Based on longitudinal findings,
clinical encounters may want to regularly check the availabil-
ity and adequacy of support.

Current medical and public health efforts aim to promote
aging in place for older adults. Following acute care visits or
declines in functional health, in order for older adults to contin-
ue to manage their health independently, it is often assumed that
a support network will help older adults manage their health, but
systems to develop these skills among older adults’ support
network are largely missing. Clinical and community organiza-
tions should partner to identify and address unmet tangible
social support needs and work with older adults’ support net-
works to understand their strengths and barriers to providing
care for older adults. These findings highlight the importance of
considering the adequacy of the support provided to older adults
as they seek to manage their health independently.
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