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ABSTRACT

Background: Social support networks for older persons have been related to health outcomes including
differences in psychological wellbeing (PWB). However, the speciﬁcs of this relationship remain unclear
especially in sub-Saharan Africa. This study investigates the (1) relationship between aspects of social support
and PWB among older persons in Ghana and (2) the extent to which this relationship is moderated by their
education levels and locational characteristics.
Method: The study included 1,200 community-residing individuals aged 50 years and older who participated
in an Aging, Health, Psychological Wellbeing and Health-seeking Behavior Study (AHPWHB) conducted
between July 2016 and February 2017. Logistic regression models evaluated the associations of social support
and their interactions with education and locational variables in PWB.
Results: Several aspects of meaningful social support: family/friends contacts ( β = 0.958, p < 0.05), couple
focused ( β = 0.887, p < 0.001), emotional bonds ( β = 0.658, p < 0.005), attending social events ( β = 0.519,
p < 0.001) and remittances from children ( β = 0.394, p < 0.005) signiﬁcantly related to improved PWB in
later life. These associations remained robust and largely strengthened after accounting for respondents’
background and health-related factors. Education and locational characteristics substantially inﬂuenced the
associations between social support and PWB.
Conclusion: These ﬁndings suggest that especially in terms of PWB, aspects of meaningful social support
networks are critical elements in later life. Strengthening opportunities for closer interpersonal relations with
older persons may enhance their mental health, quality of life and independence.
Key words: Ghana, older persons, social support, psychological wellbeing, remittances, social policy, public health

Introduction
The population of persons 60 years and older has
been rapidly growing in many regions but especially
in low- and middle-income countries (LAMICs)
(WHO, 2015). Located south of the Sahara Desert
with 48 countries within the geographical extent
of 23617901KM2 (United Nations, 2016; World
Bank, 2018), sub-Saharan Africa has been aging
quite dramatically in recent decades. About 46 million people aged 60 years or older lived in the region
in 2015 (an increase from 23 million in 1990).
Crucially, this is projected to reach 161 million in
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2050, with a growth rate projected to be faster than
any other region in 1950-2015 (United Nations,
2016; United Nations DESA, 2017). In Ghana,
for example, the proportion of those aged 60 +
increased more than seven-fold between 1960 and
2013 (Biritwum et al., 2013). This provides concomitant health challenges with changes in physical and
psychological health status in the demographically
aging population. These are likely to include decline
in psychological wellbeing (PWB) and increased
incidence of life events such as widowhood and
retirement. These can affect the ability of older
persons to live independently and to maintain better
quality of life, which have globally become important
public health and social policy concerns.
Focusing on PWB in particular, evidence suggests
that declines may potentially lead to a loss of independence and poor quality of life in later life (Phillips
et al., 2008) and in turn undermine any aging well
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agendas (WHO, 2002; WHO, 2015). Sometimes,
this can be offset by support systems, either formal
or informal. In LAMICs, however, formal social
support and health systems are often weak or even
non-existent, so an understanding of informal systems
in maintaining and improving older persons’ PWB
and maintenance of quality of life becomes particularly essential. This is more pressing in sub-Saharan
Africa where the, hitherto, strong intergenerational
social support system seems to be dwindling under
the variety of inﬂuences including modernization and
rural-urban drift (Gyasi, 2018; van der Geest, 2016).
In theoretical terms, social support dynamics
are generally thought of as support for coping
(Thoits, 1986). Historically, numerous inquiries
have keenly ascribed coping as an important stressresistance resource (Antonovsky, 1979; Antonucci,
1990). Social support is, therefore, constructed as
an effective stress moderating agent in PWB of variety
of populations globally including older adults
(Antonucci, 1990; Cohen and McKay, 1984; Oakley,
1985). In sub-Saharan Africa, however, limited
research has speciﬁcally isolated the social nature
and strategies of coping and stress moderating
resources on older persons’ PWB. In other regions,
access to a meaningful and non-destructive social
support network and the perceived availability of
emotional support were found to be important
indicators of mental health and PWB particularly,
as well as other physical health outcomes (Antonucci,
1990; Hobfoll and Vaux, 1993; Vaux, 1988). The
presence of a socially supportive companion and
intimates during later life remains widely held to
be beneﬁcial to the health outcomes of older people
(Antonucci et al., 2014; Antonucci et al., 2011).
Several longitudinal and cross-sectional studies,
especially in the Western and Asian societies have
demonstrated that social support has strong linkages
with older persons’ capacity to achieve and maintain
general health status and PWB in particular, often
driven by traditions and fundamental human needs
to have social bonds (Chi and Chou 2001; Chou
and Chi, 2005; Hajek et al., 2017; Kauppi et al.,
2017; Kemp et al., 2017; Siu and Phillips 2002;
Stoeckel and Litwin, 2016; Ng et al., 2002; Choi,
2000). Strong social supports appear to be good
predictors of psychopathology outcomes including
improved mental health (Hajek and König, 2016) or
reduced risks of cognitive impairment (Zunzunegui
et al., 2003) and better health-related quality of life
(Hajek et al., 2015). Older persons who are embedded in larger, stronger, and supportive social networks maintain better physical and mental health;
they tend to live heathier and longer lives with less
evidence of psychological distress than among
those who are socially isolated (Holt-Lunstad
et al., 2010; Smith and Christakis, 2008). Meaningful

interpersonal relations may potentially reduce psychological stress levels and in turn inure psychological implications such as enhancement of endocrine
and immune functioning (Yang et al., 2016).
However, in many LAMICS, especially in
sub-Saharan Africa, less is understood about the
speciﬁcities of effects on PWB. Moreover, social
support as a construct can be conceptualized and
also quantiﬁed in different ways and levels. For
example, social support can be seen as a composite
of structure (e.g., number of close relations and
social interactions), or functions (provision of monetary and non-monetary help), or in terms of quality
of social relations of individual older persons or at a
community level, and the subjective measure of
satisfaction of support people receive (Litwin, 2004;
Phillips et al., 2008). These variations can affect
the associations of social support with PWB and
other health outcomes differently (Uchino, 2009). In
addition, very few investigations in sub-Saharan
Africa have speciﬁcally accounted for the relationships between multilevel social support and PWB
among older adults. The needs of such people can
be complex and many may have multiple physical
co-morbidities and also depression and cognitive
decline (Fiori et al., 2006; Stoeckel and Litwin,
2016). In this study, we attempt to bring greater
evidence to this debate by investigating the relationship between key aspects of social support and PWB
among Ghanaian older persons, utilizing representative self-report health, health-seeking-behavior and
social support data.
Moreover, although it appears that educational
and residential statuses may impact the composition
and strength of social networks (Antonucci and
Akiyama, 1987; Kauppi et al., 2017; Litwin, 2004;
Phillips et al., 2008), local studies in sub-Saharan
African countries have not investigated how these
variables could potentially moderate the social
support-PWB associations in later life. Therefore,
this study also examines social support-PWB associations, taking into account the diversity of respondents’ educational and residential characteristics.
We hypothesize that different aspects of social support will present different relationship patterns with
PWB. Further, older person’s educational and residential characteristics are expected to moderate the
associations, if any, between social support and
PWB.

Data and methods
Data
This study uses data from the 2016/17 Aging,
Health, Psychological Wellbeing, and Healthseeking Behavior Study (AHPWHB), which is a
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stratiﬁed multistage clustered area probability sample of Ghanaian community-dwelling older adults
aged 50 years or older in the Ashanti Region of
Ghana. In many parts of the developing world where
average life expectancy at birth is often shorter
(around 60 years) and adults experience early onset
of health challenges (Biritwum et al., 2013), chronological time or “date of birth” becomes least
signiﬁcant in deﬁning old age. Moreover, in the
sub-Saharan African context, a considerable proportion of people still earn a subsistence living in
the informal economic sector (WHO, 2014) and
therefore do not expect or receive formal retirement
beneﬁts. Deﬁning old age as 60 years or older may
not take into account or recognize the population
that will soon become older and should be targeted
for later life policies in health and socioeconomic
development. Indeed, changes in social roles and
functional capabilities of individuals should be
prime considerations in constructing and deﬁning
older persons in these contexts. Given these circumstances, our study conceptualizes “older people” as
those aged 50 years or older, as adopted in the
Minimum Data Set project on ageing and many
other regional studies including the WHO’s Study
on Global Ageing and Adult Health that took place
in ﬁve developing countries, including Ghana (see
Biritwum et al., 2013; WHO, 2014).
The selection of the Ashanti Region for this
study was based on fact that the region is the
most populous in Ghana, and also one of the major
cosmopolitan regions of the country with diverse
demographic, cultural and religious characteristics.
The selection was not only based on its centrality
and being considered as the nodal region in Ghana
with complex socioeconomic structure, but also
because it accommodates the highest proportion
(17.5%) of the older population in Ghana (Ghana
Statistical Service (GSS), 2012).
A total of 1,200 eligible respondents nested in
six districts and 24 rural-urban communities were
included through systematic random sampling
technique. Sampling weights were generated to
account for the survey design employed (Moussavi
et al., 2007). In the initial sampling stage, three
sub-regional areas were deﬁned as primary sampling units based on their distinctive demographic,
sociocultural, and geographic characteristics.
Two districts in each sub-region were randomly
selected, with equal chances of selection given to
all districts. Urban and rural sectors of each selected
district were identiﬁed based on the GSS (2012)
classiﬁcation. Details of sampling and data generation procedure are reported elsewhere (Gyasi, 2018;
Gyasi and Phillips, 2018; Gyasi el al., 2018).
Interviews were conducted by trained research assistants with experience in health-related research,
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with quality assurance procedures followed during
ﬁeldwork.
Human Subject Certiﬁcation and ethics approval
were obtained from the Committee on Human
Research Publication and Ethics, School of Medical
Sciences, Kwame Nkrumah University of Science
and Technology and Komfo Anokye Teaching Hospital, Kumasi, Ghana (Ref: CHRPE/AP/507/16).
Ethics approval was also granted by the Research
Ethics Committee of Lingnan University, Hong
Kong before interviews began. Study participants
were fully briefed on the research and they provided
informed consent.
Psychological wellbeing (PWB)
The concept of PWB is now increasingly recognized
and is sometimes also referred to as “subjective
wellbeing” (Phillips et al., 2005). PWB was assessed
by a composite of a 10-item questions measuring the
psychological health and depressive symptomatology
of the participants on a range of health complaints,
adapted from the Kessler Psychological Distress
Scale (KPDS)-(K10) (Kessler et al., 2002). These
items included, “In the last 30 days about how often
did you feel : : : ” (1) “tired out for no good reason?”,
(2) “nervous or uneasy?”, (3) “so nervous that nothing could calm you down?”, (4) “hopeless?”, (5)
“restless or ﬁdget?”, (6) “so restless you could not
sit still?”, (7) “depressed?”, (8) “that everything was
an effort?” (9) “so sad that nothing could cheer you
up?” and (10) “worthless?”. Respondents rated the
items with a ﬁve-point response scale from 1 = “none
of the time,” 2 = “a little of the time,” 3 = “some of
the time,” 4 = “most of the time,” to 5 = “all of the
time.” Cronbach’s alpha of the scale was assessed to
be 0.88. Scores of the 10 items were then summed,
yielding a minimum score of 10 and a maximum
score of 50. The range of score 20–50 was adjudged 0
= “psychologically poor” and 10–19 was considered
1 = “psychologically well.”
Assessment of social support networks
We adopted a theoretical categorization of social
support networks into structural and functional
social supports based on discussions in Cantor
(1979); Hakulinen et al. (2015); Rodriguez-Artalejo
et al. (2006). In total, we included six structural and
functional network types in this study. Four of these
types reﬂected the structural components of social
network characteristics of older persons reported by
previous social support literature (Lubben et al.,
2006; Wenger, 1991), including couple focused
(living with spouse), having emotional bonds,
contact with family and friends, and attending communal and social activities. Couple focused originally collected on four levels, was recoded and
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dichotomized into 0 = “not married” or 1 = “currently married.” For emotional bonds, respondents
were asked whether or not they have an emotional
bond with at least one other person. A ﬁve-point
response scale ranging from 1 = “completely true,”
2 = “somewhat true,” 3 = “not sure,” 4 = “somewhat
false,” to 5 = “completely false” was given and
responses were averaged. The contact with family
and close friends variable was derived by averaging
responses to two items: frequency of contact with
family members and with close friends. The responses to the two items were given on a ﬁve-point
scale ranging from 1 = “never,” 2 = “less frequently,”
3 = “frequently,” 4 = “very frequently,” to 5 = “every
day.” These were dichotomised into 0 = not frequently (never/less frequently) and 2 = frequently
(frequently/very frequently/every day).
Participation in four activities was combined to
indicate frequency of social activities: attendance at
religious services, a social club at a senior center,
regular sports or cultural clubs, and civic or political
organizations. The responses to participation in
each activity were given on a ﬁve-point scale ranging
from 1 = “never” to 5 = “almost every day,” which
were later averaged. Functional social support was
derived from two characteristics reﬂecting the support received by older persons from their households
and remittances from distant adult children. Separate questions were asked about monetary and
nonmonetary support received regularly from their
household. For each question, responses were coded
0 if no support was received and 1 if regular support
was received. A summary measure was created by
averaging the monetary and nonmonetary variables.
Finally, the older respondents were asked whether
they received regular remittances from their distant
children. The responses were coded 0 if no remittances were received and 1 if remittances were
received.
Covariates
Although the focus of this research is on the effects of
social support networks typologies on PWB, it was
crucial to control for other relevant factors so that
the effects are more reliable (Litwin, 2004). Age
was categorized into three groups (younger-old,
50-69; older-old, 70-79; and oldest-old, 80+ years).
Education reﬂected four schooling levels: (1) never/
none, (2) basic, (3) secondary, and (4) tertiary. Other
variables were dichotomous: gender (male, female),
employment status (unemployed, employed), rural/
urban residence and income level (low, high). Selfreported diagnosis of ten chronic comorbidities by
a health professional was considered including
hypertension, diabetes, respiratory diseases, cancers,
stroke, chronic kidney diseases, asthma, arthritis,

depression, and insomnia. Functional limitations
(not limited/limited) were obtained and included
in the analysis as covariates. The respondents’ level
of performance of the basic activities of daily living
(ADL) that are commonly used to gauge older
people’s daily performance were also recorded on
a ﬁve-item scale that reﬂected performance at four
levels: (1) not limited at all, (2) less limited, (3)
somewhat limited, and (4) much limited. The total
score ranged from 5 to 20; divided into two groups:
5-10 was considered not functionally impaired (1),
and 11-20 was adjudged functionally impaired (2).
Physical activity levels were also assessed and categorized (1) inactive and (2) active.
Analytic methods
The Pearson’s χ2 test was used in the bivariate
associations and descriptive analysis, comparing
respondents’ social network typologies based on
covariates and psychological wellbeing status. Setting a statistical signiﬁcance threshold of p < 0.05,
we used SPSS v.21.0 (IBM, Armonk, NY) and
conducted a multivariate logit models for the
dummy outcome variable to examine the effect of
social support networks on psychological wellbeing.
Beta (β) scores, the unstandardized regression coefﬁcients (interpreted as the change in the outcome
measure associated with a unit change in the exposure variable) with robust standard errors (SE) were
presented. The ﬁrst model (Model 1) included only
the older adults’ social support network characteristics in order to explore their direct effects on PWB,
while Model 2 added the demographic, socioeconomic, and health-related variables to investigate
whether the effects of social support networks on
PWB were moderated by these factors. Model 3
included the interaction terms (rural/urban residence x social support; educational level x social
support) to further investigate whether the impact of
each social support characteristic on PWB varied
and moderated signiﬁcantly.

Results
Descriptive and bivariate ﬁndings
Six interrelated social support types reﬂecting structural and functional social support properties were
derived as the main independent variables. Table 1
summarizes the variations in the distribution of
the social network typologies across the sociodemographic, health-related variables, and PWB status of
the sample. It was particularly interesting to ﬁnd
a huge gendered disparity in the network types,
especially in view of the greater longevity of females
in Ghana (as elsewhere). Older women were
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Table 1. Descriptive demographic, health-related and psychological wellbeing variables by social support
network types
SOCIAL SUPPORT NETWORK TYPES
EMOTIONAL

COUPLE

FAMILY/FRIEND

SOCIAL

HELP FROM

BONDS

FOCUSED

CONTACTS

PARTICIPATION

HOUSEHOLD

REMITTANCES

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

...................................................................................................................................................................................................................................................................................................................................

Covariates
Age (years)a
66.21 (±12.039) 68.43 (±12.237) 66.18 (±11.878) 65.43 (±11.597) 65.43 (±11.597) 67.95 (±12.070)
196 (42.8)***
723 (63.3)
563 (64.0)
422 (68.0)***
490 (65.9)*
681 (62.2)*
Women
***
***
600
(54.8)
284
(62.0)
644
(56.3)
497
(56.5)
351
(56.5)
405
(54.4)
Urban living
557 (50.9)*
300 (65.5)***
566 (49.5)
452 (51.4)
293 (47.2)*
325 (43.7)***
Education
505 (46.2)***
277 (60.5)***
507 (44.4)
404 (45.9)
268 (43.2)
284 (38.2)***
Employed
***
**
***
246 (25.7)
158 (37.7)
260 (26.1)
198 (25.7)
169 (31.4)
154 (24.0)
Income
581 (53.1)
220 (48.0)**
608 (53.2)
439 (49.9)***
350 (56.4)*
428 (57.5)***
Comorbidities
326 (29.8)
90 (19.7)***
337 (29.5)*
221 (25.1)***
216 (34.8)***
270 (36.3)***
Functionally
limitation
290 (63.3)***
587 (51.4)*
501 (56.9)***
282 (45.4)***
354 (47.6)*
Physical activity 549 (50.2)
Dependent variable
619 (56.6)***
311 (67.9)***
642 (56.2)***
518 (58.9)***
359 (57.8)*
430 (57.8)**
PWB
Statistical signiﬁcance is in bold.
a
Mean (±SD).
*p < .05, **p < .005, ***p < .001.

signiﬁcantly more likely to have emotional bonds with
at least one other person (62%), to have received help
from household (68%) and remittances from distant
adult children (66%) but they were less likely to have
spouses (43%). Urban residents were more likely to
report frequent family contacts (56%) and were also
more couple focused (62%). In line with our expectations, older adults who had higher education, who
were employed and had higher incomes were less
likely to receive household help and remittances.
However, those educated and employed were signiﬁcantly more likely to be couple focused.
In terms of health-related variables, generally,
respondents with comorbidities and functional impairments were more likely to receive household help
and remittances but less likely to have spouses and
to have participated in social events. Compared with
older adults who were inactive, the physically active
cohorts were more likely to report living with spouses
(63%), to have frequent contacts with family and
friends (51%), and to attend social events (57%).
Moreover, each of the social network types signiﬁcantly contributed to better PWB among older persons. Table 2 compares the descriptive baseline
characteristics and health correlates in relation to
PWB levels of the respondents. We observed signiﬁcant differences in all the six network types and
covariates except for rural/urban residence and
income statuses. As shown in Table 3, aspects of
social support and PWB variables naturally tended to
be interrelated.

Statistical modelling
Table 4 presents the estimates of logistic regression
models in which PWB was regressed on social support network types. The initial results (Model 1)
showed that, apart from receiving help from household, all other network types were positively associated with better PWB. After controlling for covariates
(Model 2), we observed that older persons who had
frequent contacts with family/friends were more
likely to show the strongest positive association
with good PWB (β = 0.759, p < 0.05). A similar
relationship was found for those who had emotional
bonds with others (β = 0.713, p < 0.005). Additional
positive associations were evident among the couple
focused respondents (β = 0.629, p < 0.001), those
attending social events (β = 0.518, p < 0.001) and
those receiving remittances from distant adult children (β = 0.484, p < 0.005).
Model 3 added the interactions of social network
types with residential and educational characteristics. The pattern of strength and direction of the
associations of PWB and covariates changed slightly
in this model. However, several distinctions emerged
in the associations between social network type and
PWB depending upon education and residence.
Among the educated respondents, receiving help
from household (β = 0.801, p < 0.05) and being
couple focused (β = 0.698, p < 0.05) signiﬁcantly
increased PWB but having emotional bonds (perhaps counter-intuitively) decreased the likelihood of
reporting PWB (β = − 1.359, p < 0.05). Moreover,
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Table 2. Baseline characteristics, social support network types by psychological wellbeing level of the sample
PSYCHOLOGICALLY

PSYCHOLOGICALLY

ALL

POOR

WELL

n (%)

n (%)

n (%)

χ2 / t-test

...................................................................................................................................................................................................................................................................................................................................

S ample

544 (45.3)

656 (54.7)

–

66.37 (±12.135)
378 (69.5)
289 (53.1)
238 (43.8)
204 (37.5)
104 (22.7)
319 (58.6)
214 (39.3)
228 (41.9)

65.96 (±11.614)
381 (58.1)
371 (56.6)
361 (55.0)
329 (50.2)
160 (27.4)
317 (48.3)
148 (22.6)
378 (57.6)

38.529**
16.645***
1.414
15.137***
19.283***
2.998
12.706***
39.735***
29.362***

1200 (100)

C ovariates

Age (years)
66.15 (±11.850)
759 (63.3)
Women
660 (55.0)
Urban living
599 (49.9)
Education level
533 (44.4)
Employed
264 (25.3)
Estimated income level
636 (53.0)
Comorbidities†
362 (30.2)
Functional limitations
606 (50.5)
Physically active
Social support network types
Structure
1094 (91.2)
Emotional bonds
458 (38.2)
Couple focused
1143 (95.3)
Family/Friend contacts
880 (73.3)
Social participation
Function
621 (51.8)
Help from household
744 (62.0)
Distal remittances

475
147
501
362

(87.3)
(27.0)
(92.1)
(66.5)

619
311
642
518

262 (48.2)
314 (57.7)

18.321***
52.372***
21.885***

(94.4)
(47.4)
(97.9)
(79.0)

5.131*
7.735**

359 (54.7)
430 (65.5)

†
Diagnosed of at least one of the following: hypertension, diabetes, arthritis, asthma, respiratory diseases, chronic kidney disease, insomnia,
stroke, chronic lung disease, cancers, and depression.
*p < .05., **p < .005, ***p < .001.

Table 3. Correlation between aspects of social support
N

M

±

SD

1

2

3

4

5

6

...................................................................................................................................................................................................................................................................................................................................

1.
2.
3.
4.
5.
6.

Emotional bonds
Couple focused
Family/friend contacts
Social participation
Help from household
Distal remittances

1200
1200
1200
1200
1200
1200

1.91 ± 0.28
0.38 ± 0.49
1.95 ± 0.21
1.73 ± 0.44
0.518 ± 0.51
0.620 ± 0.49

0.124**
0.209**
0.135**
0.140**
0.065*
0.080**

–
0.118**
0.096**
0.025
0.158**
0.065*

–
0.063*
0.035
− 0.007
− 0.102**

–
0.273**
0.074**
0.043

–
0.032
0.025

–
0.433**

Factor loadings for each aspect on the general social support factor are listed on the diagonal.
*p < .005, **p < .001.

urban living was positively associated with good
psychological health if the older adult received
remittances from distant children (β = 0.900,
p < 0.05) but had lower PWB with social events
attendance (β = − 0.668, p < 0.005). The amount of
explained variance increased from 11% to 16%
between Models 1 and 2, and the interaction terms
resulted in an appreciable change to 20%, pointing to
the variations in the associations between the key
variables.

Discussion and conclusions
In this study, we investigated the effect of multilevel
social support networks on the PWB of older

persons in Ghana, taking into account their
educational levels and rural/urban locations. In
general, our sample broadly reﬂected the sociodemographic features typical of the aging population in Ghana and probably in similar LAMICs
especially those in sub-Saharan Africa. Before
sociodemographic and health-related conditions
were factored into the analysis, older persons
with various social support characteristics including family and friends contacts, being couple
focused, emotionally bonded with relevant others,
participating in social events and receiving remittances from distant children and relatives, were
more likely to report better PWB than those
who were socially isolated and showed limited or
no social support. These signiﬁcant differences
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Table 4. Regression analysis of social support network types and psychological wellbeing
MODEL
VARIABLES

βa

1

MODEL
SE

b

β

2

MODEL
SE

β

3
SE

...................................................................................................................................................................................................................................................................................................................................

Social support network types
.658**
Emotional bonds
***
.887
Couple focused
.958**
Family/friend contacts
.519***
Social participation
.035
Help from household
.394**
Distal remittances
Covariates
Age (years)
Women
Urban living
Education level
Employed
Estimated income level
Comorbidities†
Functional limitations
Physically active
Interaction terms
Emotional bonds x Urban living
Couple focused x Urban living
Family/Friend contacts x Urban living
Social participation x Urban living
Help from household x Urban living
Distal remittances x Urban living
Emotional bonds x Education
Couple focused x Education
Family/Friend contacts x Education
Social participation x Education
Help from household x Education
Distal remittances x Education
Model fitting information
− 773.049
Log-likelihood
11.853(.158)
Model’s Hosmer-Lemeshow χ2 (significance)
.114
Nagelkerke Pseudo-R2

.225
.129
.335
.141
.135
.139

.713**
.629***
.759*
.518***
.112
.484**
.018*
-.184
.217
.240
.188
-.157
-.195
-.515**
.335*

− 651.137
8.526(.384)
.157

.256
.152
.356
.159
.154
.157
.007
.158
.142
.152
.158
.169
.141
.176
.154

.654*
.634***
.679
.589***
.060
.404*

.281
.160
.407
.166
.161
.163

.013*
-.275
.162
.920*
.164
-.194
-.173
-.575*
.276

.007
.166
.454
.447
.163
.175
.147
.184
.162

.483
-.055
-.216
-.668*
.169
.900**
− 1.359*
.698*
-.325
.366
.801*
-.393

.555
.296
.774
.328
.315
.323
.535
.295
.786
.323
.312
.326

− 631.427
14.311(.074)
.200

Model 1 contains social support types only; Model 2 contains all variables in Model 1 plus age, gender, residential type, education, employment
status, income level, comorbidities, functional impairments, and physical activity levels; Model 3 contains all variables in Model 2 plus the
interaction terms (social support x urban living and social support x education). † Diagnosed of at least one of the following: hypertension,
diabetes, arthritis, asthma, respiratory diseases, chronic kidney disease, insomnia, stroke, chronic lung disease, cancers, and depression.
a
Regression coefﬁcient.
b
Robust standard error.
*p < .05, **p< .005, ***p < .001.

remained robust and largely fortiﬁed the relationship for emotional bonds, social events and remittances from distant children after adjusting for
theoretically relevant sociodemographic characteristics and health-related covariates. Although our
social network construct does not allow a direct
comparison with research in more widely studied
Western contexts, the ﬁndings certainly provide
exploratory empirical evidence to support the
general claim that aspects of social support
enhance the psychological state, depression and in
general, mental health of older people (Chou and

Chi, 2005; Hakulinen et al., 2015; Phillips et al.,
2008; Siu and Phillips, 2002).
Very surprisingly, however, our results showed
an insigniﬁcant association between receiving help
from the household and the PWB status of the sample
of older people in this study, unlike the other domains
of social support. This ﬁnding is not consistent
with the observation of many previous inquiries particularly in LAMICs or rapidly aging non-Western
societies (Chi and Chou, 2001; Oladeji, 2011; Siu
and Phillips, 2002). For example, Oladeji’s (2011)
study on family care, social services, and living
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arrangement factors inﬂuencing PWB of older people in Ibadan, Nigeria, found familial support as
instrumental in improving PWB in later life. The
possible explanation for our ﬁnding is that household
help for older people which often takes the form of
material assistance (e.g., food and small monetary
help) is generally iterated and/or assumed to be
routine. As a result, it may lose its signiﬁcance
over time in the eyes of older people compared
with frequent social connectedness and emotional
relations with others, especially as older people gradually become disengaged and perhaps socially
excluded. We, therefore, argue that improvement
in the PWB in older people is a function of nonmaterial and emotional relationships rather than the
receipt of physical or material items. Then again, the
speciﬁc effect of the help at the household level on
older people’s PWB should be contextually constructed and assessed particularly in rural communities of developing countries.
Moreover, in support of our hypothesis relating
to the effect of different types of social support, the
ﬁndings suggest that speciﬁc typologies of social
support do present different patterns of association
with PWB. Interestingly, comparing the rate of PWB
among social network types, we found, that compared with other social network types, family/friend
contacts showed strongest effects in reporting PWB,
followed by the emotional bonding and couple
focused networks, despite the fact that these are
generally characterized by limited social ties. This
observation is consistent with previous ﬁndings in
Asian contexts (Chi and Chou, 2001; Siu and
Phillips, 2002), presupposing the uniqueness and
signiﬁcant role played by immediate family members
and close friends and especially spousal cohabitation
in late life, as widely demonstrated by previous
gerontological investigations (Zhang and Hayward,
2006). From a life-course perspective, social support
for Ghanaian older persons (which may differ from
that in Western countries due to the lesser availability
of formal support) highlights the expected ﬁlial
obligations (reciprocal duties) based on traditional
values where older people who provided for relevant
others including children and spouses are better
cared for in old age (van der Geest, 2016). Presumably, closeness to older people and the ﬁlial support
they receive may reduce stress, and improve health
and self-efﬁcacy which may be beneﬁcial to their
PWB. Although the data for this study were gathered
from Ghana, our ﬁndings could potentially be
extended not only in the African continent, but
possibly in other LAMICs, particularly those that
share similar key and circumstantial demographic
and socioeconomic characteristics with Ghana.
The inﬂuence of educational levels and rural/
urban residential status in aspects of social support

and PWB associations is a major ﬁnding. First,
among the more educated participants, signiﬁcant
speciﬁc interactions between those married and also
receiving help from households increased better
PWB but showed a negative relationship with emotional bonds. This may indicate that older persons
who have attained higher education could improve
access to information from various sources and
better understand what it takes to provide support
for their spouses in old age (Zhang and Hayward,
2006) than the less educated or uneducated respondents. This ﬁnding suggests a direct association with
the functional social support received by older persons from their households to enhance the PWB in
later life. Moreover, although older persons who
reside in urban areas and attend social events surprisingly reported poor PWB, those who received
remittances were more likely to report better PWB.
These ﬁndings may be related to the view that
frequent outings to observe communal events can
often be chaotic in urban environments and may
actually increase stress levels. Indeed, in line with
this ﬁnding, other studies have found that urban
areas tend to be more stressful than rural communities (Adli, 2011; Peen et al., 2010). However,
remittances from distant adult children who have
often become a signiﬁcant source of external ﬁnancing (Anzoategui et al., 2014; Gyasi et al., 2018;
Phillips and Feng, 2015) could relieve older people
from ﬁnancial stress, potentially another way to
improve PWB.
Interestingly, our study found important gendered disparities in social support. Levels of emotional bonds, receipt of help from households and
remittance support from distant adult children were
generally higher in women, but women were signiﬁcantly less likely to be couple-focused. In line with
ﬁndings of several previous studies, these observed
gendered-social support patterns appear to reﬂect
the view that older women are often and better
embedded in complex social networks than older
men and are also predisposed to receiving various
supports from more interrelated sources (Antonucci
and Akiyama, 1987; Fuhrer and Stansfeld, 2002).
Studies have contended that as long as women
perceive their external social relationships beneﬁcial
and more rewarding, they will develop and maintain
such social ties better compared to men. However,
older women being less couple-focused may be
strongly related to the gender-survival paradox theory which posits that men are generally healthier but
tend to die earlier than women, leaving many older
women as widows. Moreover, spatial variations in
certain aspects of social support was evident: urban
dwellers have more family and friends contacts and
also maintain spousal cohabitation when compared
with rural residents. Urban living could potentially
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predispose older people to a wider space and provide
greater systemic network opportunities compared
with more closed and possibly socially constrained
rural settings. We also found, perhaps not surprising, that participants who were least-resourced (the
less educated, unemployed and lower income earners) reported enjoying more help from household
members and also remittances from distant children. These ﬁndings are consistent with some previous studies in LAMICs (Litwin, 2004) where older
people with low education and income received
more social support.
Finally, it is important to note that older people
who suffer various levels of chronic conditions,
functionally impaired and perhaps become physically
inactive are more likely to receive household help and
remittances but were less likely to live with spouses.
These cohorts were also less likely to actively participate in social activities and report better PWB. This
does of course somewhat reﬂect health-related realities and suggests social needs were somewhat being
met, but can also suggest potential social isolation.
Conjecturally, this ﬁnding may point to the overall
resilience and capabilities of the older population.
Our ﬁndings should be evaluated in the context of
some research limitations. Our investigation did not
capture all aspects of social support for older persons
including network size and changes in the size of the
social support over time, which may be quantiﬁed in
diverse ways and could indeed have potential effects
on PWB. However, the multiple aspects included in
our analysis do present a good picture of the reality
of social support in Ghana today. This study draws
on self-reported data, which are potentially subject
to a number of social and subjective biases and
which could in turn affect the accuracy of the responses involving either underestimation or overestimation. Moreover, the cross-sectional design of
our study while providing a way to analyze desired
associations between social support and PWB, may
not provide causality and directionality between
the study variables. Also, long-term accounts of
the impacts of aspects of social support on PWB of
the older persons cannot be established. Although,
clearly, longitudinal studies are possibly desirable,
this particular study could potentially be repeated at
future dates. Nevertheless, the strengths of the study
are notable. It is one of the few studies to investigate
the various aspects of informal social support associated with PWB among older persons in sub-Saharan
Africa. These ﬁndings are valuable for both academic
and policy-related purposes, given the growing need
for older cohorts to maintain independence, particularly in LAMICs where formal social support
systems are generally very limited.
In conclusion, the ﬁndings support the hypothesis
that speciﬁc aspects of informal social support directly
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relate to PWB among older people. The key implications are that policies targeted at increasing the nature
of and opportunities for interpersonal ties with older
persons be strengthened. These results could also
inform future studies evaluating social support as
an intervention for improving mental health especially
in later life.
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