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Abstract

Purpose Little is known about how social networks and
social support are distributed within diverse communities
and how different types of each are associated with a range
of psychiatric symptoms. This study aims to address such
shortcomings by: (1) describing the demographic and
socioeconomic characteristics of social networks and social
support in a multicultural population and (2) examining
how each is associated with multiple mental health
outcomes.

Methods Data is drawn from the South East London
Community Health Study; a cross-sectional study of 1,698
adults conducted between 2008 and 2010.
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Results  The findings demonstrate variation in social net-
works and social support by socio-demographic factors.
Ethnic minority groups reported larger family networks but
less perceived instrumental support. Older individuals and
migrant groups reported lower levels of particular network
and support types. Individuals from lower socioeconomic
groups tended to report less social networks and support
across the indicators measured. Perceived emotional and
instrumental support, family and friend network size
emerged as protective factors for common mental disorder,
personality dysfunction and psychotic experiences. In
contrast, both social networks and social support appear
less relevant for hazardous alcohol use.

Conclusions The findings both confirm established
knowledge that social networks and social support exert
differential effects on mental health and furthermore sug-
gest that the particular type of social support may be
important. In contrast, different types of social network
appear to impact upon poor mental health in a more uni-
form way. Future psychosocial strategies promoting mental
health should consider which social groups are vulnerable
to reduced social networks and poor social support and
which diagnostic groups may benefit most.

Keywords Social support - Social networks - Mental
health - London - UK

Introduction

Apparent in the literature is a reasonable consensus that
research into the social relationships and affiliation of an
individual involves understanding the extent of their
involvement and attachment to others through public and
private interactions [1]. Conceptually, the social networks
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of an individual are considered in relation to their ability to
access various types of social support in their everyday
lives [2]. More specifically, social networks encompass the
structure of social ties, which vary in source and frequency.
In comparison, social support refers to the social resources
that individuals perceive as available or have received,
which functions to serve a variety of needs, whether
emotional or instrumental in nature [3]. Whilst social net-
works and social support are therefore theoretically dis-
tinct, it is likely that social support is contingent upon the
presence of social networks and that the two components
constitute a multi-level continuum. According to Lin et al.
[2], individuals are embedded within a multi-layered sup-
port system, with their structural social network environ-
ment serving to enhance various functional aspects of
social support. Although it cannot be assumed that every
social network contact will automatically lead to social
support, the two components are inevitably linked. Since
Durkheim’s seminal work linking suicide with social
integration and cohesion [4], a large body of theoretical
and empirical work has sought to demonstrate and explain
the broadly protective effects of social networks and social
support on mental health [5-8]. However, much related
research has been hampered by a number of methodolog-
ical shortcomings.

The conceptualisation and operationalisation of social
networks and social support have varied across studies,
limiting the comparability of results generated. Social
networks and social support are often used interchangeably
as concepts despite theoretical recognition that they should
be treated distinctively, albeit with some inevitable overlap
[3]. Some recent studies show a failure to distinguish
between social networks and social support within analysis,
despite the potential to do so with the measurement tools
used [9, 10]. Whilst other studies only investigate specific
types of social networks and thus only offer a narrow
insight into the structural aspects of social relationships,
rather than the function they serve for the individual [11].
This is significant because social networks and social
support are not only known to exert differential effects on
mental health outcomes [2, 12] but are also likely to have
impact via different pathways [1]. It has been suggested
that whilst not mutually exclusive, social support may be
more important for individuals under stress, operating via
the ‘stress-buffering model’, but social networks may have
a beneficial effect in all circumstances, operating via ‘the
main effects model’ [1].

Despite early articulation of the need to also consider
social network and social support measures as dependent
variables [6, 13], focus on how these resources vary across
different population subgroups, according to source and
type, has been limited [14]. However, understanding the
conditions which may constrain or enable social networks
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and social support is necessary for the development of
effective interventions proposing either or both as mental
health-promoting resource [1].

Another issue is the limited effort towards a more
comprehensive inclusion of contextualising variables.
While most research accounts for age and gender as socio-
demographic characteristics [2, 15], there has been a
notable absence of other potentially important contextual-
ising variables, such as migrant status and ethnicity. Given
the disruption that migrants often experience to their social
networks [16], and recent findings suggesting variation in
specific mental health outcomes by ethnicity [17, 18], these
socio-demographic factors should be considered. Indeed
where ethnicity and migration status have been explored
regarding perceived support from family and friends, dif-
ferences have been identified. For example, a neighbour-
hood study in Chicago found that compared to non-Latino
whites, Latino participants reported higher family support,
and all ethnic minority groups reported lower perceived
friend support [14]. Another study that examined amal-
gamated measures of social network and social support
found that the adverse effect of low support was the
strongest amongst more recent migrants [10]. Where used,
community samples often lack ethnic diversity [2] and/or
are restricted to particular age, gender or occupation
cohorts [14, 19, 20].

Finally, research investigating how social networks and
social support may be associated with mental health has
often relied on crude indicators (e.g. receipt of a mental
illness diagnosis in the past year [10] or self-rated mental
health as excellent, very good, good, fair or poor [9]).
Studies commonly include measures of ‘general psychiat-
ric distress’ [21, 22] or focus on a single psychiatric dis-
order, usually depression [2, 23, 24]. In response, Chou
et al. [11] used data from a national US survey to examine
social isolation (i.e. the absence of frequently contacted
close friends and religious group affiliates) in relation to
multiple mood, anxiety and substance use disorders, and
demonstrated that social isolation exerted a differential
impact by type of disorder. Infrequent religious contacts
were positively associated with substance use disorders,
whilst infrequent close friend contact was positively asso-
ciated with major depressive disorder, social phobia, dys-
thymic disorder and generalised anxiety disorder. Little
research has been carried out to explicitly test the associ-
ation between social networks or social support and mental
health outcomes, such as personality dysfunction and
psychotic symptoms. The former is recognised to be
associated with impaired social functioning, with previous
research demonstrating an increased likelihood of reporting
single relationship status [25, 26] and smaller social net-
works in comparison to those suffering from other psy-
chiatric disorders [27]. In relation to the latter, previous
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research has found an association between social isolation
and suffering from first-episode psychosis [28].

This study aims to address several shortcomings in this
research area by utilising measures of both social net-
works and social support and examining their association
with mental health in an ethnically and economically
diverse inner city community sample. The specific aims
are to: (1) examine the distribution of social network and
social support indicators by socio-demographic and
socioeconomic factors and (2) investigate the relationship
between social networks, social support and multiple
mental health outcomes. Given the variation found in
previous research [11, 12], we hypothesise that the pattern
of association between these measures and mental health
outcomes will vary. More specifically, we expect that
disorders characterised by internalising symptoms will
show a different relationship to social networks and social
support components than those characterised by exter-
nalising symptoms.

Method
Sample

Data for this study were collected between 2008 and 2010
as part of the South East London Community Health Study
(SELCoH) [17, 29]; a cross-sectional psychiatric and
physical morbidity survey of 1,698 adults, aged 16 or over,
residing in the South London boroughs of Lambeth and
Southwark. These boroughs represent areas of high depri-
vation compared to the national average, but also encom-
pass areas of relative wealth [30, 31].

Participants were recruited from 1,075 randomly
selected households using the Small User Postcode
Address File (PAF) which ensures near complete cover-
age of private UK households. Comparisons with the
2011 UK Census data for the study catchment area
indicated that the sample was largely representative
regarding key demographic and socioeconomic indicators.
A computer-assisted interview schedule was used by
trained interviewers to carry out face-to-face interviews.
This study was approved by the King’s College London
research ethics committee. See [17] for a detailed
description of the study methodology.

Measurement

Social network indicators

Social networks refer to the type and size of participants’
social networks [2]. Type and size of network indicators

were generated from reports of contact with people (face
to face or by phone) in a typical week. Social networks
were characterised as the cumulative number of contacts
by the following types: (1) family social network and (2)
friend social network (including close friends, neigh-
bours, other acquaintances, member of same group or
club).

Social support indicators

To assess social support, participants were asked whether
they hypothetically have someone to: (1) lend them money
to pay bills or help them get along; (2) help with an
emergency (minor or health emergency); (3) talk to when
something was bothering them or when they felt lonely and
wanted company and (4) make them feel good, loved or
cared for. The first two items were combined to capture
sources of ‘perceived instrumental support’, whilst the
latter two were combined as sources of ‘perceived emo-
tional support.” Scores ranged between 0 and 2 for each
indicator.

Mental health outcomes

A range of internalising and externalising symptoms are
included as mental health outcomes. Common mental
disorder (CMD) was assessed using the Revised Clinical
Interview Schedule (CIS-R) [32]. The CIS-R is an inter-
viewer administered structured set of questions asking
about 14 symptom domains including depression and
anxiety. A total CIS-R score of 12 or more is conven-
tionally used to indicate the overall presence of CMD.
Through a standard algorithm, the CIS-R also provides
ICD-10 diagnoses for other mental disorders, including
generalised anxiety disorder and depressive episodes.

Hazardous alcohol use was measured using the World
Health Organization Alcohol Use Disorders Identification
Test (AUDIT) [33]. The AUDIT includes 10 questions
exploring patterns of consumption, symptoms of alcohol
dependence and problems associated with alcohol misuse
in the past year. The participant receives an overall score
ranging between 0 and 40 with a cut-point of 8 or more
indicating caseness.

Personality dysfunction was assessed using the Stand-
ardised Assessment of Personality—Abbreviated Scale
[34]. This involves eight dichotomously rated descriptive
statements about the person, with final scores ranging
between 0 and 8. In clinical populations, a score of 3 or
more is used to indicate the presence of personality dys-
function, however, here a cut-point of 4 was used. This
gives a slightly improved positive predictive value, as the
prevalence in a community population is assumed to be
lower [35].
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Table 1 Sample characteristics

of the South East London
Community Health Study
(SELCoH)

Percentages are weighted to
account for survey design;

frequencies are unweighted and
may not add up due to missing

values

Total sample n (%)

Total sample n (%)

Total sample
Gender
Female
Male
Age (years)
16-30
31-45
46-59
60+
Ethnic group
White
Black Caribbean
Black African
Other
Migration status
UK born
0—4 years
5-10 years
>11 years
Household composition
Living with others
Living alone/single parent
Educational attainment
Up to GCSE level
A level or above
Employment status
Employed
Unemployed
Student
Other

1, 698 Common mental disorder

No 1,296 (75.8)
959 (66.7) Yes 396 (24.2)
739 (33.3) Hazardous alcohol use

No 1,344 (82.5)
622 (30.7) Yes 343 (17.5)
504 (26.8) Personality dysfunction
339 (21.9) No 1,421 (84.7)
233 (20.6) Yes 241 (15.3)

Psychotic symptoms
1,051 (63.5) No 1,402 (83.9)
143 (8.7) Yes 285 (16.1)
234 (13.2) Family social network
268 (14.7) No contact 149 (8.4)

1 contact 518 (31.9)
1,005 (59.7) 2 contacts 785 (45.7)
139 (6.9) 3 contacts 232 (14.0)
184 (10.0) Friend social network
361 (23.4) No contact 78 (4.8)

1 contact 344 (20.3)
1,327 (74.1) 2 contacts 516 (30.3)
371 (25.9) 3 contacts 515 (30.1)

4 contacts 231 (14.5)
560 (37.1) Perceived instrumental support
1,119 (63.0) No support 64 (4.3)

1 support 217 (13.3)
921 (51.2) 2 supports 1,396 (82.4)
170 (9.3) Perceived emotional support
247 (12.5) No support 48 (2.9)
351 (27.1) 1 support 116 (7.4)

2 supports 1,512 (89.7)

Psychotic symptoms were assessed using the Psychosis
Screening Questionnaire (PSQ) [36]. This assesses five
symptom domains: hypomania, thought insertion, paranoia,
strange experiences and hallucinations. This outcome rep-
resents endorsement of at least one symptom, with the
exception of hypomania which was omitted due to a par-
ticularly high positive response rate.

Socio-demographic and socioeconomic indicators

Socio-demographic indicators included gender, ethnicity,
age, migration status and household composition. Partici-
pants reported their ethnicity according to the following
groups: White, Black Caribbean, Black African, Black
Other, Indian, Pakistani, Bangladeshi, Chinese and Other.
The categories were collapsed into White, Black Carib-
bean, Black African and Other to improve distribution
across groups. Age (in years) was categorised into the
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following groups: 16-30, 31-45, 46-60, 60 or above.
Migrant status indicated whether or not the participant was
born in the UK and length of time in the UK in the fol-
lowing categories: UK born; 0-4 years; 5-10 years;
11 years or more. For household composition, a categorical
indicator of ‘living with others’ and ‘living with others/
single parent’ was created.

Socioeconomic status included educational attainment,
employment status and household income. Educational
attainment was condensed into two categories: up to GCSE
level (no qualifications and qualifications up to GCSE or
Ordinary level, i.e. high school equivalent) and A Level or
above (up to Advanced level and university degree level
qualification or above). The first group encompasses
compulsory education, whilst the second group encom-
passes non-compulsory education and represents the nec-
essary route to higher education. Employment status was
categorised as follows: (1) employed (full time, part time



Soc Psychiatry Psychiatr Epidemiol

sdnoIg paxur 10 UeISy [[e sapnpoul 1_yiQ

dnoi3 aouarayar foy

1000 > d (080 “L¥'0) €9°0
1000 > d (0L'0 LT'0) 870
1000 > d (9¢°0— ‘81'1—) LL'O—
020 =d (SO'T ‘ST0—) 0F'0

\

1000 > d ($9°0— ‘€9'1—) €1'1—
BN |
BEN
1000 > d (¥S°0— ‘9T’ 1—) 06'0—

1000 > d (9¢°0— ‘60'1—) €L°0—
EE. |

§90°0 = d (200 “LL'0—) LEO—
¥81°0 = d (LT°0 ‘68°0—) 9€°0
1620 =d (68°0 ‘¥9°0—) TI'0—
BEN |

87,0 = d (6€°0 ‘vS'0—) 80°0—
L£9°0 = d (S¢°0 ‘85°0—) T1°0—
92s°0 =d (1%'0 ‘18°0—) 0T 0—

BEN

1000 = d (8¢'0— ‘6£'1—) 88°0—
1000 > d (8¢°0— ‘1€'1—) $8°0—
€99°0 = d (8¢'0 09'0—) 11°0—
EE. |

2€0'0 = d (0L°0 €0°0) LED
SN

1000 > d (TS0 ‘ST'0) 6€°0
1000 = d (9%°0 ‘T1°0) 620
1000 > d (#$°0— ‘61'1—) L8'0—
€00 = d (TI'T ‘S0°0) 6S°0
1000 > d (6¥°0— ‘T€' 1) 060~
REX|

¥y
1000 > d (85°0— ‘S1'I—) L8'0—

9600 = d (L00 ‘19°'0—) 0£'0—
3y

1000 > d (1S0— ‘81'1—) +8°0—
1000 > 4 (L9°0— “L¥'T—) LO'T—
010 =d (TI'0 ‘$8°0—) 9¢°0—
BEN|

\

$00°0 = d (LT'0— ‘€6'0—) SS'0—
1000 > d (180— ‘TS T—) LI'T—
8000 = d (L1'0— ‘#1'1—) 99°0—

BEN |

i

1000 > d (1§°0— ‘€€'1—) T6'0—
1000 > d (€€°0— ‘LO'T—) OL'0—
8000 = d (TI'0— ‘6L°0—) S¥'0—

3y

§€9'0 = d (€€°0 “0T°0—) 90°0
REXI

7€0°0 = d (200~ ‘1S°0—) 920~
€8°0 = d ($7°0 ‘0T°0—) 200
1000 = d (€20~ ‘¥8°0—) €50~
BEN |

JEN |
d (§T0— ‘S9'T—) S¥'0—

\

100°0

0€0'0 = d (¥T°0— ‘9%'0—) ¥T0—
3oy

LYo =d (ST°0 ‘c€'0—) 60°0—
1000 > d (ST0— ‘08°0—) TS0—

1000 > d (€€°0— ¥6'0—) €9°0—
4

1000 = d (91°0— ‘99°0—) 1+'0—
€€6'0 = d (8T°0 ‘1€'0—) 100~

2060 = d (0€°0 ‘¥€'0—) 00—
34

6L0°0 = d (S50 ‘€0°0—) 90—
2000 = d (S9°0 ‘S1°0) 0F'0—
677'0 = d (0€°0 ‘€1°0—) 80°0—
3y

0600 = d (200 ‘T€0—) ST'0—
34

IS1°0 = d (LO0 “t¥'0—) 61°0—
8760 = d (91°0 ‘1€'0—) LO0—
€9€'0 = d (81°0 ‘6¥'0—) 91°0—

REX. |

34
8%8'0 = d (81°0 ‘TT'0—) TO'0—

1000 > d (10— ‘68'0—) $S'0—
3l

0200 = d (650 ‘S0'0) TE'0
vLE0 =d (9%°0 ‘L1'0—) ¥1°0
01L0=d (€0 ‘S¥'0—) LO'0—

3y
1000 = d (8L°0 “0T°0) 6¥°0
1000 > 4 (L8'0 ‘T1€°0) 65°0

L91°0 = d ($S°0 ‘60°0—) TTO
BEN|

§S0°0 = d (10°0 ‘19'0—) 0£°0—
STr0 =4d (91°0 “LE0—) 11°0—
868'0 = d (ST0 ‘IT°0—) 200
3d

6200 = d (0¥'0 “€0°0) 120
BEN|

9ZIS JI0MIoU PUALL]
9z1S yIomlou A[rure
LYo
juopni§
pokordwroun
pokorduryg
smje)s Juawkordurg
JAOQE 10 [9AQ] Y
[0A9] HSDD 03 d)
juowuIe))E [RUOTIRONPH
juared o[3urs/ouore SurArg
SIOUIO YIIM SUIAIT
uonisodwos pjoyasnoy
SIRRK [1<
s1BK (OT—C
SIBIA $—()
wioq 3N
snjels uoneISIN
PO
uedLy oeld
ueaqqLen yoe[g
AMYM
dnoi3 oruyyg
+09
6591
Sy—1¢
0€91
(s1e9k) 93y
Jrewaq
SlBN
henlicly)

d (ID % S6) JUAIOYJI0D UOISSAIZAY
y1oddns Teuonjowryg

d (ID % S6) JUAIOYJI0D UOISSAIZAY
y1oddns Tejuewnnsuy

d (ID % S6) TUAOYJI0D UOISSAIZAY
9ZIS JIOMIOU PUSLL]

d (ID % S6) JUAIOYJI0D UOISSAIZAY
9z1s JI0Mmlou AIwe|

SQJBLIBAOD [ENPIAIPUI pue siojedrpul J1oddns [B100S ‘SIOIEOIPUL JIOMIOU [BIO0S U9M)q SUOIIRIOOSSE pajsnipeu) g d[qe],

pringer

A



Soc Psychiatry Psychiatr Epidemiol

(L9’ =)

swoldwAs onoyoAsd {(119‘7 = u) uonounysAp Ayeuosrad ((gz9‘] = u) asn [0yod[e snopiezey (Gg9‘] = ) IOPIOSI(] [BIUSJA UOUIWOD) :SMOJ[0J St aIe sozis o[dwes [opow pajsnipe A[ng

so[qerrea 1oddns [e1o00s pue YIomiau [eroos [[e pue juswkoidwe ‘uoneonpa ‘uonisodwiod proyasnoy ‘snjeys uoneISw ‘Aoryle ‘ede ‘ropuad 10y pasnlpe 4 [opowr yuowkordwe ‘uoneoNpa
‘uonisodwod proyasnoy ‘sniels uoneIsu ‘Ayoruy3e ‘9ge ‘1opudd 10j paisnipe ¢ [opow ‘uonisodwod pjoyasnoy ‘snjejs uoneISIW ‘AJOMUY)e ‘9Fe ‘Iopua 10j pajsnlpe g [opouwr ‘pajsnlpeun | [9pOA

20000 = d ($L°0 ‘ST0) €¥°0
9000 = d (£8°0 ‘€€°0) €50
LOY0 = d (STE ‘T9°0) Th'1
PIL0=d (TET 950) +1'1

1000 > 4 (990 ‘'ST'0) 170

6110 =4d (60T ‘9V°0) TL0
S00°0 =d (9.0 ‘TTO) 1+'0
1000 > d (19°0 ‘¥T°0) 8€°0
€86'0 = d (S8'1 ‘€S°0) 660
960 =d (96’1 ‘8L°0) ¥T'1

8870 = d (4¥°¢ ‘69°0) ¥S'1

6610 =4d (ZI'T ‘$+'0) OL'0
1000 > d (290 ‘8T°0) Tv'0
9010 =d (LO'T “TS0) ¥L°0
0€1'0 =d ($1'T ‘9¢°0) $9°0
€10°0 = d (06°0 ‘0+°0) 09°0

1000 >
1000 >
560
560 =

4

100°0
1000 >
100°0
100°0

Vi

\

ceL0 =
600 =
LIT0 =
691°0

1000 >
1000 >
c100 =
1000 =

d (650 ‘1T°0) SE€°0
d (89°0 ‘8T°0) v¥°0
d (61T ‘€¥°0) 86°0
d (161 ‘05°0) 86°0

d (Ly0 ‘0T0) T€°0
d (69°0 ‘TE€0) LY
d (960 ‘L1°0) 1€°0
d (LS0 ‘€T°0) 9€°0

d(L6'T ‘T9°0) OI'T
d (10T ‘18°0) 8T'1
d (£9°¢ ‘SL0) §9'T
d(ST'T ‘9O%°0) €L°0

d (8%°0 ‘€T°0) €€°0
d (SL°0 ‘6£0) ¥S°0
d (98°0 ‘62°0) 0S°0
d (LL0 ‘9€°0) TS0

1000 >
1000 =
L9S°0
101°0 =

Vi

100°0
1000
100°0
100°0

Vi

VI

\

€CL0
910
€ero =
<o

100°0 >
1000 >
1000 =
€000

d (840
d (8.0
d (961
d(80°1

d (¢'0
d (LS50
d(Ly0
d (%90

d (y6'1
d§re
d(10%
d (601

d (840
d (.90
d (690
d (180

‘TT0) TE0
‘8€°0) SS°0
‘¥i'0) €8°0
‘€7°0) 89°0

‘61°0) 62°0
‘LT°0) 6€°0
‘91°0) 8T°0
‘LT°0) 170

‘€9°0) T1°1
‘88°0) 8€'1
‘€8°0) T8'1
‘S¥°0) OL0

‘€T°0) £€°0
‘9€°0) 6%°0
‘ST0) TH0
‘8€°0) SS°0

1000 > d (450 ‘9T°0) LEO
1000 = 4 (18°0 “T¥0) 850
€060 = d (8L°1 TS0) 96°0
L2100 =d (01T ‘9t°0) 1L0

1000 > d (9%°0 “1T°0) 1€°0
1000 > 4 (09°0 ‘1€°0) €¥°0
10070 > d ($$°0 ‘61°0) TE0
10070 > d (S9°0 ‘8T°0) €¥°0

910 = d (9¢°T ‘88°0) t'1
1000 > d (9t°¢ “0S'T) 8T'T
S#0°0 = d (4€¥ “TO'1) 01°C
7€0°0 = 4 (96°0 ‘€¥°0) ¥9°0

1000 > d (€50 °LT'0) LEO
1000 > d (8L°0 ‘€t°0) 8S°0
#00°0 = d (6L°0 ‘62°0) 870
S00°0 = d (98°0 ‘1¥°0) 65°0

110ddns Teuonowryg
110ddns [ejuswnysuy
9ZIS YI0M)OU PUILL]
9z1s yIomlau A[Iwe
swoldwAs onoyoksq
j10ddns Teuonowry
y1oddns Tejuewnnsuy
9ZIS YI0M]aU PUSLL]
QZIS YI0MISU A[TUUe,]
uonounysAp Aeuosiod
j10ddns Teuonowyg
j1oddns Tejuownysuy
9ZIS YI0MJAU PUSLL]
9ZIS YIomlau A[Twie,]
asn [Oyod[e SnopIezey
110ddns Teuonowryg
110ddns [ejuswnysuy
9ZIS YI0MJOU PUILL]
9z1s yIomiau A[we

(421) ¥-SID—IopIOSIP [BIUW UOWWO))

d (1D % $6) ouet sppo pasnlpy
¥ [9POIN

d (1D % S6) onel sppo pasnlpy

€ [SPON

d (1D % $6) ouet sppo pasnlpy

C [9PON

d (1D % §6) onel sppo parsnlpeun

I [°POIN

s10jed1pur J1oddns [BI00S puB JI0MIOU [BIO0S AQ SOWIOINO YI[BAY [BIUSJN € J[qBL

pringer

A's



Soc Psychiatry Psychiatr Epidemiol

or casual work); (2) unemployed; (3) full time or working
student and (4) other (temporary and permanent sick/dis-
abled, retired or looking after the home with children). It
should be noted that the majority of students in the sample
was working.

Statistical analysis

All analysis was conducted using STATA 11 (StataCorp,
2008). Survey commands (svy) were used for the esti-
mates of prevalence and associations to generate robust
standard errors. All analyses accounted for clustering by
household inherent in the study design and weighted for
within household non-response, comparing all eligible
household members (i.e. 16 years or older) by gender
and age (see further details in [17]). Unweighted fre-
quencies and weighted percentages are presented for all
study variables. Following this, unadjusted associations
between socio-demographic and socioeconomic factors
and social network and social support indicators were
assessed using ordered logistic regression, with the
exception of household network for which multinomial
logistic regression was used. Logistic regression was
used to explore associations between the social network
and social support indicators and all mental health out-
comes, for which social network and social support
variables were dichotomised. Social network indicators
were recategorised to indicate either none or some
weekly contact. Social support variables were recate-
gorised to indicate either low support (combining the
reporting of neither or only one of the items), or high
support. This decision was made in recognition that the
absence of either of the associated items represents a
fairly fundamental deficit in perceived support. For this
analysis the following models were estimated: model 1
is unadjusted; model 2 adjusts for potential socio-
demographic confounders; model 3 further adjusts for all
potential socioeconomic confounders and model 4 fur-
ther adjusts for all social network and social support
indicators. Given the potential overlap across the mental
health outcomes, we have corrected for multiple com-
parisons with the Bonferroni method and adopted a more
conservative significance level of 0.0125 for all mental
health models. All available cases were used within the
analysis [17, 29]. Consistent with previous studies [9,
37], the social network and social support variables were
tested for collinearity and found to be moderately cor-
related. Thus, an alternative strategy was investigated
whereby these variables were removed from models
following full attenuation of associations to avoid one
variable masking the effect of another. However, this
approach was not required given the minimal change to
the strength of associations present.

Results
Sample description

Table 1 presents the characteristics of the study partici-
pants. The sample is diverse in terms of representation of
ethnic minority groups (36.5 %) and migration status
(40.3 % born outside of the UK). CMD was the most
prevalent outcome (24.2 %), while psychotic-like symp-
toms (9.7 %) were less common. The vast majority of
participants had some weekly contact with friends (95.2 %)
and family (91.6 %). The majority reported having both
types of instrumental (82.4 %) and emotional support
(89.7 %).

Characteristics of social networks and social support
indicators

Table 2 identifies groups at risk of reduced social net-
works and poor social support by documenting unad-
justed associations for each indicator by socio-
demographic and socioeconomic factors. Family network
size did not differ greatly by these covariates, with the
exception of Black African and other ethnic groups
reporting larger family networks compared to the White
group and those living with others reporting larger
family networks than those in the living alone/single
parent group. In comparison, friend network size was
associated with all covariates aside from gender and
household composition. Notably, migrants residing in the
UK for 10 years or less reported smaller friend networks
than the reference group. Lower educational attainment
groups reported smaller friend networks than those with
more education. Similarly, smaller friend networks were
reported by those in the unemployed group compared to
those employed.

As with social network contact, no difference was found
in social support level by gender. Across most age groups,
being older was associated with less instrumental and
emotional support. Ethnic minority groups reported less
instrumental support than the white ethnic group, as did
migrants who had resided in the UK for 5 years or more
compared to those UK born. In comparison, no difference
was found for emotional support by ethnicity or migrant
status. Those living alone or as single parents reported less
emotional support compared to those living with others, but
no difference was found in instrumental support. Lower
educational attainment was associated with less instru-
mental and emotional support. Similarly, less instrumental
and emotional support was reported by those in the
unemployed and ‘other’ employment status groups. Both
family and friend social networks were positively associ-
ated with both types of social support.
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Social networks, social support and mental health

Table 3 describes associations between social network and
social support indicators and mental health outcomes.
Having a high level of emotional support was associated
with decreased odds of CMD after all adjustments. Addi-
tional adjustments for all social network and social support
indicators attenuated associations between weekly family
and friend contact, instrumental support and CMD. Addi-
tional analysis of the two most prevalent primary diagnoses
generated by the CIS-R, generalised anxiety disorder and
depressive episodes, indicated no association between any
of the social network or support indicators and generalised
anxiety disorder. In contrast, having weekly family and
friend contact and a high level of emotional support were
associated with decreased odds of depressive episodes after
all adjustments. An initial association found between
instrumental support and decreased odds of depressive
episodes was attenuated by the inclusion of socioeconomic
indicators.

In contrast to the CMD findings, no association was
found between any of the social network or social support
variables and hazardous alcohol use in the final models.
Socio-demographic characteristics attenuated an initial
association with instrumental support, whilst no association
was found with family or friend contact and emotional
support even within the unadjusted model. Having weekly
contact with family and friends as well as a high level of
emotional support was associated with decreased odds of
personality dysfunction in the fully adjusted models. In
contrast, associations with low instrumental support were
attenuated in the final model. Finally, having increased
emotional and instrumental support was associated with
decreased odds of psychotic-like symptoms in the fully
adjusted model. In contrast, neither of the social network
indicators were associated with this outcome.

Discussion

Drawing from a diverse inner city community sample,
considerable variation was found in social networks and
social support by demographic characteristics. In compar-
ison, a pattern emerged demonstrating reduced social net-
works and social support among socioeconomically
disadvantaged individuals. Regarding mental health out-
comes, emotional social support emerged as a particularly
important for mental health, in contrast instrumental sup-
port appeared less important as a protective factor across a
range of mental health outcomes. Neither social networks
nor social support appears to be related to hazardous
alcohol use. These results not only confirm established
knowledge that social networks and social support exert
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differential impact on poor mental health but go further to
highlight that the particular type of social support is of
importance. In contrast, different types of social network
appear to share a more similar pattern of association with
poor mental health.

The results demonstrate that the distribution of social
network and social support by socio-demographic factors
can be better understood by including commonly omitted
factors, such as ethnicity and migrant status. Consistent
with the limited evidence available [9, 14], differences in
family and friend networks were found between some
ethnic minority groups compared to the white majority
group. In addition, all ethnic minority groups reported less
instrumental support than the white majority group.
Migrant status also appeared important; compared to those
UK born, being a migrant was associated with decreased
friend networks and less perceived instrumental support.
Whilst a largely consistent pattern was found linking
socioeconomically deprived individuals with decreased
levels of social networks and social support, the size of this
effect varied depending on the SES measure and type of
network or support indicator. Our findings suggest that
those reporting less education, for example, may be par-
ticularly vulnerable to a decreased levels of emotional
support. However, it is likely that there are specific profiles
combining demographic and SES indicators, such as recent
migrant status and being out of employment that could
usefully inform psychosocial related interventions. By
understanding the distribution of social networks and social
support at the community level, higher risk groups can be
identified.

Consistent with other studies exploring social network
and social support in relation to multiple mental health
outcomes [11, 12], our findings suggest that there is a need
to consider differential effects of distinct social support
components on specific mental health symptoms. It was
found here that perceived emotional support was more
important than instrumental support for mental health. This
distinction may be all the more important if it is still the
case that perceived support constitutes the most frequently
assessed support-related construct [38], and widespread
belief persists that overall it is significantly more related to
emotional well-being than other types of support or net-
work components [21]. It may be that some mental disor-
ders (e.g. hazardous alcohol misuse) have little or no
relationship with social networks or social support. How-
ever, any relationship is likely to be complex; it may be
that whilst alcohol misuse tends to occur in a social space,
for some it may lead to social isolation. Equally, difficulty
in making and retaining friendships is a recognised
symptom of personality dysfunction; thus, the strong
association found with weekly contact with friends may be
harder to disentangle. It should be noted that each of the
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mental health outcomes tested here have clinically different
aetiology and profile and that it is beyond the scope of this
study to draw deeper conclusions about the exact nature of
these relationships. Furthermore, what has been measured
here are levels of psychiatric symptoms within a commu-
nity sample rather than clinical diagnosis of psychiatric
disorder. It is possible that individuals within the sample
may have scored above the threshold for more than one
mental disorder, however this has been corrected for
through the adoption of a more conservative significance
level. These findings have important implications for the
future design of related psychosocial interventions. As
previously stated, the baseline characteristics, such as
interpersonal skills, of individuals most likely to benefit
from such interventions need to be better elucidated [7].
The findings here suggest that it may also be important to
further understand which diagnostic groups are more likely
to benefit.

In acknowledging the study limitations, the cross-sec-
tional design of the study prevents the ability to determine
the direction of effect or make casual inferences about the
associations found. Smaller social networks or a lower
level of perceived support may increase the risk of poor
mental health but equally, the presence of mental health
symptoms may disrupt or limit an individual’s ability to
sustain network ties or perceive available support. The non-
response rates at the individual level in the national study
and at the household level in the SELCoH sample may
have resulted in participation bias so the prevalence esti-
mates should be considered with caution. However, the
SELCoH sample was shown to be representative on most
demographic and socioeconomic characteristics of the
population in the study catchment area according to the UK
Census [17]. Despite these limitations this study provides
rich, descriptive community data; such samples are not
typical of the support-related literature which more typi-
cally includes community samples lacking in social and
cultural diversity [2, 14, 19, 20], or clinical populations
[39, 40] with limited generalisability for general commu-
nity populations. Further, this study explores a wider range
of social network and support indicators and mental health
outcomes than many previous studies.

Overall, these findings highlight the important relation-
ship that exists between particular types of social network
and social support indicators and specific mental health
disorders. The results reinforce the need for research to
continue to recognise the distinction between structural
network and functional support. By exploring a range of
mental health outcomes, we see that rather than impacting
in a uniform way, the pattern of association with social
networks and social support components varies. There is a
clear implication for the effective delivery of support-
related interventions; consideration should be given to the

manner in which social relationships are being enhanced
and the diagnostic group of recipients. Furthermore the
findings demonstrate the varied social distribution of these
resources by a range of characteristics, including ethnicity
and migrant status which are not commonly accounted for.
Future research should aim to include such contextualising
variables and interventions should consider targeting social
groups likely to be at a higher risk of reduced networks and
poor support. For example, given the broadly consistent
pattern found linking socioeconomically deprived individ-
uals with decreased levels of both, service providers
working with individuals engaging in job seeking or those
not currently in training or education should also focus
resources on finding ways to reduce social isolation.
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