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Abstract
Background—Among people coping with chronic illness, tangible social support sometimes has
unintended negative consequences on the recipient’s psychological health. Identity processes may
help explain these effects. Individuals derive self-worth and a sense of competence by enacting
social roles that are central to the self-concept.

Purpose—This study tested a model drawing from some of these theoretical propositions. The
central hypothesis was that tangible support in fulfilling a highly valued role undermines self-
esteem and a sense of self-efficacy, which, in turn, affect psychological adjustment

Methods—Structured interviews were conducted with 98 Latina women with arthritis who rated
the homemaker identity as being of central importance to the self-concept.

Results—A path analysis indicated that, contrary to predictions, tangible housework support was
related to less psychological distress. Emotional support predicted greater psychological well-
being. These relationships were not mediated by self-esteem or self-efficacy. Qualitative data
revealed that half of the sample expressed either ambivalent or negative feelings about receiving
housework support

Conclusions—Results may reflect social and cultural norms concerning the types of support
that are helpful and appropriate from specific support providers. Future research should consider
the cultural meaning and normative context of the support transaction. This study contributes to
scarce literatures on the mechanisms that mediate the relationship between social support and
adjustment, as well as illness and psychosocial adaptation among Latina women with chronic
illness.

INTRODUCTION
A substantial body of research attests to the beneficial effects of social support on
psychological adjustment to chronic illness (1). A growing number of studies and theoretical
formulations, however, indicate that although support often is motivated by good intentions,
it sometimes has unintended negative consequences on the recipient’s psychological health
(2,3).

It is useful to draw distinctions concerning which types of support might have negative
effects. Across a variety of chronic conditions, including rheumatoid arthritis (4,5), multiple
sclerosis (6), and cancer (7), individuals consistently indicate that emotional support is
helpful and desirable. Furthermore, emotional–esteem support benefits psychological well-
being among people with various conditions (1), including rheumatic diseases (8–11).
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Emotional support may always be beneficial, given its theoretical effect on self-esteem (12).
As Wills noted

Esteem support is probably relevant for a wide variety of stressors, both because
ego-threat is a common element in stressful life events and because a large
proportion of negative events involve conflict in interpersonal relationships, which
implicitly or explicitly involves criticism or devaluation by other persons. (13, p.
68)

It is interesting, however, that there is a paucity of empirical research testing whether self-
esteem mediates the relationship between emotional support and psychological well-being.

In contrast to emotional or esteem support, other types of support, specifically, tangible or
instrumental assistance, are not consistently beneficial. Some studies report beneficial
effects of tangible support on psychological well-being (14); in others, it is related to distress
(15,16). In still others, the beneficial effects and perceived helpfulness of tangible support
depend on who provides the help or the recipient’s level of disability (5,17–19). The
negative effects of well-intended tangible support are not trivial. A recent study of older
individuals with disabilities documented long-term consequences of negative reactions to
tangible support. After controlling for age, gender, and disability, distress in response to
receiving assistance with activities for daily living was related to depressive symptoms 1
year later (2).

These studies demonstrate that tangible social support sometimes has unintended negative
consequences on the psychological health of people with chronic illness. But why does
tangible support “backfire”? Identity processes may provide clues. One adaptive task of
illness involves maintaining a satisfactory self-image. This requires finding the balance
between accepting help and maintaining some sense of competence and mastery, despite the
reliance on others for care and support (20). In contrast to emotional support, instrumental
assistance may threaten self-esteem and the sense of competence and mastery.

It is useful to draw from symbolic interactionist theory, identity theory, and helping theory
in predicting why and for whom tangible support may have this effect. According to
symbolic interactionist theory (21), interpersonal transactions form and maintain identity.
Social support that helps an individual fulfill a highly valued role identity can be appraised
negatively as the action symbolically reflects the inability to perform the role. This can be
detrimental because, according to identity theory, roles that one values (such as being a
parent, a worker, or a spouse) provide a sense of self-affirmation, identity, and self-worth
(22,23). If fulfilling or enacting important roles contributes to self-esteem and psychological
well-being (23), then well-intended support or help from others can actually make the
recipient feel worse. Well-intended support may undermine competence and self-esteem in
performing valued roles. Providing social support aimed at helping an individual fulfill an
important role can make the inability to fulfill that role more salient. Heightening a sense of
incompetence in a central role may adversely affect self-esteem and psychological well-
being. In symbolic interactionist terms, the support symbolizes incompetence, reflected by
the support provider’s action and, ultimately, the help recipient’s own view of herself or
himself. These ideas are also consistent with helping theory, which proposes that reactions
to help can be understood in terms of the recipient’s perceived threat to self-esteem (3). Help
may “imply a threatening failure to exhibit competence where one is supposed to be an
expert” (3, p. 49). Thus, help can threaten the self-concept, as receiving help in fulfilling an
important role is inconsistent with the self-image. Help may also underscore dependency by
emphasizing incompetence and the inability to meet ideals, thereby threatening the
recipient’s self-esteem. If help is perceived as self-threatening, recipients exhibit defensive
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reactions (e.g., negative affect). Thus, well-intended tangible social support can backfire by
undermining competence and self-esteem.

A Focus on the Homemaker Role Among Latinas With Arthritis
Several perspectives, including symbolic interactionist, identity, and helping theories,
suggest that tangible support aimed at helping an individual with chronic illness to fulfill a
highly valued role can actually make the help recipient feel worse. This hypothesis was
tested by focusing on the homemaker role and role-specific tangible support—help with
housework—among Latina women with arthritis.

Arthritis often involves pain, discomfort, and disability, symptoms that are associated with
psychological distress and lower self-esteem and mastery over the illness (11,24,25). There
is evidence that a sense of competence (the ability to accomplish important activities)
mediates the relationship between illness stressors (e.g., pain) and psychological well-being
(25), suggesting that illness symptoms may operate, in part, by decreasing a sense of
mastery or self-efficacy. Self-efficacy over the illness, in turn, plays an important role in
adjustment to arthritis (19,25,26).

The ability to fulfill valued role activities may be particularly important among people with
chronic diseases such as arthritis (27,28). Because of pain and disability, however, arthritis
interferes with the ability to perform various activities associated with the homemaker role
(29). At the same time, a sense of competence is one of the most rewarding aspects of the
homemaker role (30). In one study of people with rheumatoid arthritis (most of whom were
women), respondents frequently reported feeling distressed by their diminished role as
homemaker and aimed to keep up with normal housework activities to maintain their self-
images (31).

Given the demands of arthritis, receiving help with housework may be distressing for those
women who place high value on the homemaker role—regardless of ethnic background.
Cultural norms, however, influence the extent to which roles are valued. Family roles, for
example, are prominent in Latino culture. The orientation toward home and family is
considered a core feature of Latino value systems (32). In an ethnographic study of older
Puerto Rican women, respondents largely defined themselves in terms of their roles as
mothers, and activities centered around the family, home, and household (33). Family-
related identities, such as the homemaker role, are particularly relevant to the experiences of
Latina women (34,35). Little is known, however, about social support and other
psychosocial adaptation processes among Latinas with rheumatic diseases, who constitute an
overlooked population in this field of research. In general, there is a great need for more
studies on the health of Latina women (36), particularly theoretically and culturally
grounded research. This study tested a theoretical model that espouses some of the cultural
values of Latina women, a historically understudied population in arthritis research.

There is some debate concerning the appropriate methods for studying ethnically diverse
populations. Qualitative data are needed to help identify constructs and guide the
development of theories that are relevant to diverse samples. In this study, both quantitative
and qualitative data were therefore used. Qualitative data were collected in order to better
understand Latinas’ own experiences concerning social support.

A Proposed Model of Social Support
Drawing from a number of theoretical assertions, I propose a conceptual model to explain
how social support may actually make individuals with chronic illness feel worse. Figure 1
depicts this model and its principal hypotheses. Arthritis symptoms, such as pain and
disability, lead to a lowered sense of self-esteem and competence or self-efficacy over the
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illness (Paths a and b). In contrast, social support involving emotional assurances contributes
to self-esteem and a sense of competence that one has the resources to deal with the illness
(Paths c and d). Self-esteem and self-efficacy, in turn, enhance psychological adjustment
(Paths e and f). However, social support in fulfilling highly valued roles makes individuals
feel worse. In these situations, social support reflects and makes salient the inability to
perform important roles. Therefore, among individuals for whom the homemaker role is an
important identity, housework support undermines self-esteem and a sense of self-efficacy
or competence (Paths g and h), which, in turn, affect psychological adjustment.

METHODS
Procedure

Respondents were recruited from a rheumatic disease specialty clinic of a major hospital in
New York City that serves a large Latino population. Eligibility criteria were female, 18
years of age or older, Hispanic ethnicity (defined as individuals of Puerto Rican, Mexican,
Cuban, South or Central American, or other Spanish culture or origin), and diagnosis of
rheumatic disease. There were 127 Latina women asked to participate in the study. Only 9
(7%) declined. Although 118 women gave consent, nine interviews could not be scheduled.
Therefore, 109 Latina women were interviewed. As explained in more detail in the Results
section, however, the final sample consisted of 98 respondents because analyses were
limited to those women who rated the homemaker identity as central to their self-concepts.

Data were collected using a structured interview, conducted in the respondent’s language
and site (home or clinic) of choice. Interviews lasted an average of 80 min. The majority
(84.4%) were conducted in Spanish. Most (70.6%) took place in respondents’ homes, and
the remainder were in a private room at the clinic. Respondents were paid $25 for their
participation.

Measures
Spanish versions of the self-efficacy, pain, and functional disability instruments used in this
study were developed by the Stanford Patient Education Research Center for the Spanish
Arthritis Self-Management Program (SASMP). The measures were translated for use with
various Hispanic subgroups, avoiding region-specific phrases and terminology, using a
highly effective back-translation procedure (37). González, Stewart, Ritter, and Lorig (38)
provided details concerning the translation and validation of the measures. The Spanish
version of the depression inventory used in this study was developed by the National Center
for Health Statistics for use in the Hispanic Health and Nutrition Examination Survey and
validated for use among Latinos with arthritis by the SASMP group (38).

A research team in New York City developed the Spanish versions of the remaining scales.
A back-translation technique using two iterations with four independent translators was used
(37). All translators were native Spanish speakers with formal training in psychology or the
humanities. The English version was translated into Spanish by Translators A and B,
working independently. Translators C and D, working separately, then translated the scales
back to English. Discrepancies between versions were settled by the principal investigator
(Ana F. Abraído-Lanza), consulting with one or more team translators. In addition, pilot
tests were conducted to ensure that participants understood questionnaire items. On the basis
of pilot test results, a small number of items were revised to assure the accuracy and
understandability of items. Internal consistency reliability estimates (Cronbach’s alpha) for
each scale are shown on the diagonal in Table 1.

Pain was measured by a six-item instrument used in the Medical Outcomes Study (39) to
assess frequency and intensity of pain over the past 4 weeks (e.g., “During the past four

Abraído-Lanza Page 4

Ann Behav Med. Author manuscript; available in PMC 2013 May 18.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



weeks, how often have you had pain?”). The six items are summed, yielding scores that may
range from 4 to 43, with high scores indicating more severe pain.

Disability was measured by the functional disability subscale of the Health Assessment
Questionnaire (HAQ) (40). The HAQ is a self-report measure with established reliability
and validity among arthritis populations (41) and shows adequate agreement with physician-
rated disease status (42). The measure is composed of 24 questions that assess mobility and
ability to perform activities of daily living (e.g., eating, dressing), rated on a 4-point scale
ranging from 0 (without any difficulty) to 3 (unable to do). The mean is calculated to obtain
a disability score. In this study, the mean was 1.85 (SD = .61), indicating that the average
respondent performed activities with “much difficulty,” or a moderately high level of
disability.

Homemaker role importance, the importance of the homemaker role identity to the self-
concept, was assessed with the Identity subscale of Luhtanen and Crocker’s (43) Collective
Self-Esteem scale. Respondents indicate the extent to which they agree with four statements
concerning the homemaker role (e.g., “Overall, being a homemaker has very much to do
with how I feel about myself”) on a 7-point response scale ranging from 1 (strongly
disagree) to 4 (neutral, neither agree nor disagree) to 7 (strongly agree). Although two items
in the original scale are reverse-keyed, to avoid confusion, all statements were worded such
that agreement indicated importance. The homemaker role importance score was obtained
by averaging the four items, yielding scores that could range from 1 to 7. The Identity
subscale of the Collective Self-Esteem scale has shown good psychometric properties in
studies of Latinos (44).

Emotional support was assessed with an eight-item subscale of a social support measure
developed for arthritis populations (45). In this study, respondents were asked to name the
two people who help them most often when they are not feeling well, that is, their primary
and secondary providers of support. Next, they were asked to indicate the extent to which
they receive various types of support from each provider. Eight items assessed emotional
and esteem support (e.g., “Listens to you,” “Makes you feel you have something positive to
contribute to others”), rated on a 7-point scale ranging from 1 (never) to 7 (always).
Housework support was measured with three items created for this study (“Cleans the
apartment/house,” “Helps with other housework tasks,” “Helps cook meals”). Scores for
emotional and housework support were obtained by averaging items across the two
providers and could therefore range from 1 to 7.

Self-esteem was measured by Rosenberg’s (46) 10-item scale, which assesses general
feelings of self-worth (e.g., “I feel that I have a number of good qualities”) rated on a 5-
point scale ranging from 1 (strongly disagree) to 5 (strongly agree). Scores could range from
10 to 50. The scale demonstrates high reliability in rheumatoid arthritis samples (e.g., 11).

Self-efficacy reflects general feelings or beliefs about competence or performance
capabilities. This study used two subscales from a self-efficacy measure developed for
arthritis populations (47). The first subscale (six items) measures the extent to which the
respondent believes she is able to control pain and continue daily tasks (e.g., “How certain
are you that you can continue most of your daily activities?”). The second (seven items)
assesses control over other symptoms such as fatigue (e.g., “How certain are you that you
can regulate your activity so as to be active without aggravating your arthritis?”). Ratings
are made on a 10-point scale ranging from 1 (very uncertain) to 10 (very certain), and scores
are obtained by summing items within each subscale. As the two subscales were highly
correlated in this study (r = .79), they were combined to form a single self-efficacy score,
which could range from 13 to 130.
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Psychological adjustment—Because psychological well-being and ill-being constitute
different dimensions of psychological adjustment, various measures were used to assess
adjustment. The Positive and Negative Affect Schedule (PANAS) (48) is a 20-item scale.
Respondents rate how often they experienced 10 positive (e.g., “excited”) and 10 negative
(e.g., “nervous”) feelings over the past week. Psychological well-being was also assessed
with the Index of Affect, a validated instrument used in large-scale national surveys (49).
This 8-item semantic differential scale assesses feelings about life as a whole (e.g., boring–
interesting, enjoyable–miserable), with high scores indicating greater psychological well-
being. Depressive symptoms were measured with the Center for Epidemiologic Studies
Depression scale (CES–D)(50).Respondents indicate how often they experienced 20
symptoms of depression during the previous week, using a 4-point scale ranging from 0
(rarely) to 4 (most of the time). The PANAS and CES–D have been used extensively in prior
research on arthritis populations and show excellent psychometric properties (e.g.,
42,45,51).

A factor analysis of the psychological adjustment measures revealed that a two-factor model
best fit the data, χ2(1, N = 109) = 0.50, p = .49; goodness-of-fit index = .98. The first factor
could be described as a general psychological well-being factor, the second, as
psychological distress. Therefore, two measures of psychological adjustment were created.
Psychological well-being is composed of the summed score of the Index of Affect and
PANAS positive items, yielding scores with a possible range of 18 to 106. Psychological
distress consists of the sum of the CES–D and PANAS negative items, yielding scores that
could range from 10 to 110. The correlation between these two factors was −.59 (p < .0001),
suggesting that they are related but tap somewhat different dimensions of psychological
adjustment.

It is common practice to use self-reports of pain and other psychosocial variables in arthritis
research. Moreover, the PANAS and CES–D are commonly used indicators of subjective
well-being in this population (e.g., 51). There has been some debate, however, about the
extent to which self-reports of pain, psychological adjustment, and other psychosocial
variables are “contaminated” by Neuroticism or Negative Affectivity (NA) (52). Of
importance, a large-scale, 7-year longitudinal study of individuals with arthritis
demonstrated that self-reports of pain and other psychosocial variables (including social
support) do indeed reflect disease-related indicators and not simply NA (53).

Data Analyses
The theoretical model was tested by conducting a path analysis with EQS (Version 5.7)
software (54). This method is advantageous as it simultaneously tests the effects of
independent variables on various dependent variables in one model, as well as direct and
indirect (mediating) effects. Furthermore, the fit of different models to the data can be
compared.

The path model contained 18 parameters to be estimated: variances of 4 independent
variables (pain, disability, emotional support, and housework support), 10 regression (path)
coefficients, and 4 error variances for dependent variables (self-efficacy, self-esteem,
psychological well-being, and psychological distress). For sufficient statistical power, a
general guideline that was proposed (54) is a minimum of 5 participants per parameter,
suggesting that the sample size (N= 98) was adequate for testing the proposed model.1

Goodness of fit was evaluated with the comparative fit index (CFI), as it avoids fit
underestimation in small samples, as well as the non-normed fit index (NNFI) (56). Values
greater than .90 on both of these indices signify good fit (56). Model fit was also determined
by a ratio of chi-square to degrees of freedom (χ2/df) less than 3, and an RMSEA equal to
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or less than .05 (57). For models that were inadequately specified, post hoc modifications
were incorporated. Lagrange multiplier modification indices were used to determine which
path, if added to the model, would promote fit (54,56). Only theoretically meaningful paths
were added. After modifying and reestimating the model, the changes in chi-square and
multiple fit indexes were evaluated to determine model fit. Finally, to yield a parsimonious
model, nonsignificant parameters were eliminated based on Wald test results (58).

RESULTS
Sample

The sample consisted of Latina women with various forms of arthritis, all of which are
characterized by pain. The majority of the sample had rheumatoid arthritis (54.1%); the
remainder had systemic lupus erythematosus (15.6%), osteoarthritis (15.6%), more than one
rheumatic disease (9.2%; usually involving either rheumatoid arthritis or lupus), or another
type of rheumatic disease (5.5%). A one-way analysis of variance of each of the key
variables in this study indicated that pain, disability, emotional support, housework support,
self-efficacy, self-esteem, psychological well-being, and psychological distress did not vary
as a function of diagnosis.

The average respondent was 50.6 years old (SD = 14.1, range = 19–86 years) and had been
ill for 13.9 years (SD = 10.6). Half of the sample was Puerto Rican (51.4%); the remainder
was from the Dominican Republic (12.8%), South America (24.8%), Central America
(4.6%), or Cuba (6.4%). Most respondents (88%) were foreign-born. The average
participant had lived in the United States for 27.9 years (SD =10.8). Most of the sample
(73%) had annual family incomes of less than $10,000 and had 8.9 years (SD = 4) of
education on average. Half of the sample (48.6%) was not working because of disability.
Most respondents (55.3%) were separated or divorced, 11.9% were widowed, 8.3% were
never married, and about one fourth (24.8%) were married or lived with a partner. The
majority of participants (87.2%) had a least one child, and few (21.1%) lived alone.

Descriptive Statistics
Reflecting Latino cultural values, the majority of the full sample of 109 respondents
considered the homemaker role identity to be of central importance. The modal score (n =
46; 42.2% of the sample) of the homemaker identity measure was 7 (the highest possible
score), and the mean score was 5.95 (SD = 1.40), indicating strong agreement with
statements concerning the importance of the homemaker role to the self-concept.
Nonetheless, 11 respondents had a mean homemaker role importance score equal to or less
than 4.00. Such scores reflect either an average level of disagreement concerning the
importance of the homemaker role or “neutral” responses. As mentioned earlier, because
this study’s aim was to test hypotheses concerning participants for whom the homemaker
identity is of central importance to the self-concept, respondents scoring 4.00 or less were
excluded from further analyses testing the theoretical model. This resulted in a total sample
size of 98.

We next examined bivariate intercorrelations between illness characteristics, social support,
self-efficacy, self-esteem, and measures of psychological adjustment (see Table 1). As
anticipated, emotional support was related to greater psychological well-being, but

1Because the general sample size rule of 5 participants per parameter is not universally applicable or accepted, a reviewer suggested
that a power analysis be performed. MacCallum, Browne, and Sugawara’s (55) formula was used to estimate power based on the root
mean square error of approximation (RMSEA) fit index. Power for testing a “close fit” of the model (the probability of rejecting the
null hypothesis of close fit, i.e., that H0:ε ≤ .05, when true model fit is mediocre, i.e., εa = .10) in this study was .46, indicating that
power was limited.
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unexpectedly, it was not associated with psychological distress. Of particular interest is that
housework support had a marginally significant correlation with psychological distress (but
no relationship with psychological well-being). Among this sample of women who highly
value the homemaker role, however, the association of housework support with
psychological distress was not in the expected (i.e., inverse) direction. The bivariate
intercorrelations between self-efficacy, self-esteem, and psychological distress and well-
being were significant and in the expected direction.

Test of the Theoretical Model
I commenced by testing the direct paths illustrated in Figure 1 (note, however, that
psychological adjustment consists of two outcome measures, psychological well-being and
distress, as described in the Measures section). Inspection of the bivariate correlations
indicated that disability was highly associated with pain but not with any other predictors,
outcomes, or mediators in the model, except for self-efficacy(seeTable1).Therefore,
disability was not included in the test of the theoretical model. A model was specified
whereby pain, emotional support, and housework support predict self-efficacy and self-
esteem, which, in turn, predict psychological well-being and distress.

The causal sequence hypothesized in the initial model did not fit the data, χ2(11, N = 98) =
48.45, p < .001; CFI = .77; NNFI = .56; χ2/df = 4.40; standardized root mean squared
residual (SRMR) = .02; RMSEA = .19 (90% confidence interval [CI] = .14, .24). Lagrange
multiplier tests suggested that two modifications would substantially increase model fit. The
first involved adding a direct path from pain to psychological distress. The second entailed
adding a correlation between emotional and housework support. Previous research on
arthritis populations has documented an effect of pain on psychological adjustment, that is,
depressive symptoms (e.g., 33). In addition, emotional and housework support are two forms
of the same underlying construct (social support). Therefore, on the basis of prior empirical
findings and on theoretical grounds, both modifications were incorporated and the model
was reestimated.

The addition of these paths increased model fit, decreasing the chi-square value, χ2(9, N =
98) = 28.45, p < .001 (Δχ2[2, N = 98] = 20, p < .01), but the CFI of .88, the NNFI of .72,
the χ2/df of 3.16, the SRMR of .002, and the RMSEA of .15 (90% CI = .09, .21) indicated
that the model remained misspecified. Inspection of Lagrange modification indices revealed
that model fit would be improved by adding two additional direct paths: the first from
housework support to psychological distress and the second from emotional support to
psychological well-being. Because these paths are consistent with theoretical assertions
concerning the effects of social support on psychological adjustment, the model was
modified accordingly. This modification substantially improved model fit, reducing the chi-
square value, χ2(7, N = 98) = 17.71, p = .01 (Δχ2[2, N = 98] = 10.74, p < .01), and yielding
a CFI of .93, an NNFI of .80, a χ2/df of 2.53, an SRMR of .001, and a RMSEA of .13 (90%
CI = .05, .20).

Because a parsimonious model is preferable to one with more parameters (e.g., for
replication purposes), we next examined Wald test results to identify nonsignificant paths
that could be eliminated from the model. The Wald test identified five such nonsignificant
paths. Three of these were the paths predicting self-esteem (i.e., paths from pain, emotional
support, and housework support to self-esteem). The remaining two paths involved the
effects of social support (emotional support and housework support) on self-efficacy. The
model was respecified, dropping these five nonsignificant paths, and reestimated. The
resulting model maintained a good degree of fit to the data, χ2(12, N = 98) = 24.17, p = .02;
CFI = .93. The Lagrange multiplier test of the revised model, however, suggested adding
one additional path from self-esteem to self-efficacy. Because prior research on women with
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chronic illness documented a similar effect of self-esteem (59), this path was added to the
model. Incorporation of this final modification significantly decreased the chisquare, χ2(11,
N = 98) = 13.22, p = .28 (Δχ2[1, N = 98] = 10.95, p < .01), and yielded a CFI of .99, an
NNFI of .97, a χ2/df of 1.20, an SRMR of .003, and an RMSEA of .05 (90% CI = .00, .12).
Therefore, this model was accepted as best fitting the data.

Figure 2 illustrates direct effects of the final model. Psychological distress was predicted by
greater pain and by lower self-efficacy and self-esteem. In addition, housework support had
an effect on psychological distress, but not in the expected direction. Psychological well-
being was predicted by greater self-efficacy and self-esteem. Furthermore, emotional
support had a direct effect on psychological well-being.

We next examined indirect effects. The original theoretical model predicted that the effects
of social support on psychological adjustment would be indirect, that is, mediated by self-
efficacy and self-esteem. Contrary to expectations, the effects of both emotional and
housework support on psychological adjustment were direct (note the lack of paths from
social support variables to self-efficacy and self-esteem). Inspection of indirect effects,
however, did indicate that self-efficacy mediated the effects of pain and self-esteem on
psychological adjustment. Pain and self-esteem had significant indirect effects (.13 and −.12,
respectively) on psychological distress. Self-esteem also had a significant indirect effect (.
11) on psychological well-being. The effect of pain on well-being (−.12) was entirely
indirect, mediated by self-efficacy.

Qualitative Findings
The qualitative data provided additional sources of information to supplement the
quantitative results. Prior to administration of the quantitative social support scale, in an
open-ended question, women were asked to describe how they felt about getting help with
housework: “Can you tell me how it makes you feel when [named individual, e.g., your
daughter] helps you?” Responses were tape-recorded by the interviewer. A second, bilingual
and bicultural Latina researcher then played each tape in its entirety, transcribed the relevant
text passages, and coded the entries. Two tapes were inaudible and could not be transcribed.

The text passages were coded as expressing positive (1), negative (2), or ambivalent (3)
feelings about receiving help with housework. Typically, text passages consisted of one to
three sentences for each code. To assess the reliability of the coding scheme, the responses
of 49 participants (50% of the sample) were randomly selected. The original interviewer
reviewed each of the selected transcriptions and independently coded the text passages. The
interrater reliability of the codes assigned by the two raters was computed using the kappa
statistic (60). A kappa of .90 was obtained, indicating a good level of reliability.

Frequencies of the various reactions to support codes (positive, negative, ambivalent) were
generated. About one third of the sample (36.7%) expressed positive feelings about
receiving housework support. For example, one respondent, discussing help from her
daughter, stated, “I feel good about it, I am glad that she is doing it … maybe because it is
the way that I was brought up, I feel that she should do it. She should help.”

Half of the sample (51.1%) expressed either ambivalent (18.4%) or negative (32.7%)
feelings about receiving housework support. These responses often reflected themes
concerning role responsibilities. For example, a woman who expressed ambivalent feelings
about housework support from her husband stated,2 “Part of me feels good about the help,

2English translations are shown for this and subsequent text passages. The original quotes in Spanish are available from Ana F.
Abraído-Lanza.
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but the other part feels bad because I am the one who should be doing it [the housework],
but I cannot.” Responses concerning role responsibilities were also common among women
expressing negative feelings about support. One respondent, referring to help from her
husband, stated, “I feel bad when he helps because he has to be doing what I should do,
which is my job as a homemaker.”

Negative reactions to housework support from nonkin members usually involved feelings of
incompetence and dependence rather than failure to fulfill role responsibilities. Women
receiving help from their home attendants often expressed feelings of incompetence: “I like
to do things myself, I like to feel useful, I don’t like being dependent on anyone.” A second
woman indicated that help from her home attendant made her feel like an invalid.

DISCUSSION
Drawing from a number of theoretical perspectives, this study tested a conceptual model
concerning the effects of well-intended social support, specifically, emotional and tangible
housework support, on the psychological adjustment of Latina women with arthritis. Results
raised a number of issues pertinent to role identity and social support theory, cultural norms,
and adaptation to chronic illness.

Social Support and Psychological Adjustment
Among this sample of Latina women who highly value the homemaker identity, greater help
with housework was predicted to have an adverse effect on psychological adjustment.
Instead, more support was related to lower distress.

This unexpected finding may be explained by considering cultural norms and the source of
the housework support, that is, who provided help with housework. In a previous analysis,
my colleagues and I found that many respondents (45% of the full sample of 109 women)
listed a daughter as one of their two principal support providers (61). Latino culture ascribes
great importance to family relationships and family support (33,62). Furthermore, support
norms center on gender roles, such that women care for sick family members, and daughters
are often principal caregivers to their mothers (33,63,64). These normative role expectations
about who should provide support may explain results in this study that contradicted
hypothesized effects. As many support providers were daughters and other family members,
these findings are consistent with cultural norms about who should help with housework.
The issue is not that Latina women have different primary support providers than non-
Latinas—for example, daughters often provide support to parents (65)—but rather that role
expectations may determine what types of support are helpful and from whom. Other studies
have shown that the perceived helpfulness of support depends on the provider (5–7) and,
more specifically, that support benefits self-esteem when it is received from a desired
provider (66). As Wethington and Kessler (18) noted, the effects of support might depend on
“a complex interaction among the source of support, the type of support offered, and the
event” (p. 83). These observations suggest that role-appropriate helping relationships do not
threaten self-esteem or self-efficacy. In essence, daughters and other family members
provide role-appropriate housework support. One might hypothesize, then, that receiving
housework support from providers who violate cultural norms (such as husbands or nonkin
network members) would have the adverse effects on psychological well-being predicted in
this study. Unfortunately, this hypothesis could not be tested with the quantitative measures,
as examining support by type of provider would result in small sample sizes.

Qualitative data provided further insights into the unexpected quantitative findings. In an
analysis of women’s reaction to housework support, a significant proportion of the sample—
about half—expressed either negative or ambivalent feelings about receiving help. Of
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interest, responses often reflected themes concerning role responsibilities, such as the
inability to perform homemaker role activities. These sentiments were especially common in
response to help from the spouse. Several women commented that housework help from
their spouses evoked many unpleasant feelings because household tasks were their
responsibility, not their spouses. In contrast, these views were not expressed in regard to
support from daughters. Instead, respondents believed that daughters should help, and they
had many positive responses to support from their daughters. As suggested earlier, these
results are consistent with traditional Latino norms and role responsibilities. In other words,
many women were glad to have the support, but the desire to do their own housework tasks
may have created discordant or negative feelings about the help they received, especially
from role-inappropriate support providers. Thus, the apparent inconsistency between the
quantitative findings (that housework support is associated with less distress) and the
qualitative data (that help with housework often elicits ambivalent or negative reactions)
might be reconciled by considering the cultural meaning and normative context of the
support transaction.

Normative role expectations raise another issue regarding social support transactions: People
are not merely passive recipients of social support. Instead, they actively seek it, selectively
choosing support providers (14,67). Participants in this study may have actively sought help
with housework from role-appropriate providers (e.g., daughters) who did not pose strong
threats to their self-esteem and self-efficacy.

Mediators of the Relationship Between Social Support and Psychological Adjustment
One goal of this study was to test the hypothesis that emotional–esteem support benefits
psychological adjustment by enhancing self-esteem. Emotional support had an effect on
psychological well-being, but it was not mediated by self-esteem. In fact, the final model
indicated that self-esteem was best represented as an exogenous (independent) variable.
Another study of adults with arthritis (68) also failed to find evidence that self-esteem
mediates the relationship between emotional support3 and psychological adjustment (i.e.,
depressive symptoms). Thus, among people with arthritis, self-esteem as a mediator of the
relationship between emotional–esteem support and psychological adjustment has not been
established.

I also expected, but did not find, that self-efficacy would mediate the relationship between
tangible support and psychological adjustment. Specifically, it was predicted that, among
this sample of Latina women who highly valued the homemaker identity, housework support
would adversely affect psychological adjustment by decreasing feelings of self-efficacy.
Instead, housework support was related to decreased distress, and this effect was direct.
These unexpected findings raise intriguing possibilities for further theory development. If I
am correct in my earlier suggestion that in this study, the primary providers of housework
support (e.g., kin members) were appropriate in terms of normative and cultural
expectations, then the effects of support on psychological adjustment may be direct because
the help is irrelevant to one’s sense of self. That is, the sense of self-efficacy is not
threatened because the person providing support is behaving in a manner congruent with
cultural expectations of support (e.g., “Daughters should help their mothers”) (33,63). On
the other hand, if the support provider is inappropriate, the sense of competence and self-
efficacy is threatened, which, in turn, adversely affects adjustment. In support of some of
these propositions, the qualitative data indicated that housework support from nonkin

3Druley and Townsend (68) used a measure of positive interactions. I refer to it as emotional support because of the similarity
between their three-item measure and the eight-item emotional support subscale used in this study (45). Two items (“Makes you feel
he or she cares” and “Listens to you”) are nearly identical to those of Druley and Townsend’s positive interaction measure.
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members, home attendants in particular, evoked feelings of incompetence in many women.
These issues should be pursued in future research.

In conclusion, the mechanisms by which social support contributes to psychological
adjustment have not been clearly identified. This study did not find evidence for the
proposal that emotional support operates by enhancing the recipient’s general feelings of
self-esteem (69) or that self-efficacy mediates this relationship. Firm conclusions regarding
these mediating mechanisms (or lack thereof) should not be reached, however, pending
further studies. Additional research is warranted that does not rely on cross-sectional data
and that assesses long-term effects. The failure to find mediating effects of social support on
adjustment is consistent with a prior cross-sectional study of non-Latino Whites with
arthritis (68). One longitudinal study, however, found some evidence that, over time,
perceived competence mediates the effects of instrumental support on psychological
adjustment (25).

Study Limitations
In this study, many women were unable to work because of disability. The paid worker role,
however, was highly valued among the few women who worked outside the home (70).
Research on Latino health would benefit by adopting a more expanded view of how
nontraditional roles affect psychological well-being among Latinas (70) and by studying
social support processes in different contexts. Support needs and reactions to help will differ
depending on the constellation of Latinas’ roles and their health status (71).

A few other words of caution are in order. First, the term Latina was used to describe the
sample, but roughly one half of respondents were Puerto Rican. There are
sociodemographic, political, migrant status, and family constellation differences between
Latino groups (72) that could relate to variables in this study. Separate path analyses could
not be conducted for the different Latino groups in this study, however, because of sample
size limitations. Second, reflecting the disproportionate rates of poverty among Latinos in
the United States, the sample was predominantly of low socioeconomic status (SES). Low
SES is associated with greater morbidity and mortality (73) and reduced psychological well-
being (74). Arthritis stressors may be relatively minor compared with the larger social
problems that people with limited socioeconomic resources encounter on a daily basis. The
extent to which the stress of poverty affected variables in the present study cannot be
estimated. The SES confound also raises issues of generalizability to other Latino (and non-
Latino) samples of different SES levels. Third, this study used a cross-sectional design and
path analysis. The words effect and predict, common path-analytic terminology, were used
to describe results. Neither causal directionality nor the potential long-term effects of social
support on psychological well-being can be inferred, however, without longitudinal data.
Fourth, an important study limitation concerned statistical power. Specifically, there was
limited power for testing the null hypothesis of close model fit (see Footnote 1). Finally,
although post hoc modifications to increase model fit were incorporated carefully, adding
only theoretically meaningful paths or those based on prior research, there are limitations to
this method. These modifications may reflect particular characteristics of the sample under
study that are not generalizable to other samples or populations, resulting in capitalization
on chance (75). Thus, the findings from this study are subject to replication in other studies
with more elaborate designs and larger samples.

Despite its cross-sectional design and other limitations, this study contributes to a scarce
literature testing potential mediators of the relationship between social support and
adjustment to chronic illness. Of importance, the study also begins to address a significant
gap in researchers’ understanding of illness and psychosocial resources among ethnically
diverse populations. There is a paucity of research on psychological adjustment among
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Latinos with rheumatic diseases, as well as other chronic conditions. This study takes one
step toward closing this significant gap in the literature.
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FIGURE 1.
Conceptual model of the effects of social support on psychological adjustment.
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FIGURE 2.
Results of path analysis showing significant direct effects.
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