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Abstract
This study examined the relationship between social support and activities of daily
living (ADL) limitations among older men and women in Vietnam. We applied
bivariate analysis to explore the dependent variable and all social support variables,
and then logistic regression models for older men and women to examine the relation-
ship between social support and their ADL limitations. Data were from the nationally
representative Vietnam Aging Survey (VNAS) in 2011. We found that social support
was associated with ADL limitations, but different impacts were observed between
older men and women. In particular, living arrangements, emotional support, financial
support, and social connection presented consistent association with ADL limitations
for both older men and women. From such findings, we argued that, in making policies
for older people, the government should pay more attention to supporting living-alone
people, encouraging familial and community connections, and reforming health and
long-term care systems.
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Introduction

An increased older population is a global demographic trend during the twenty-
first century, and this has resulted from both decreasing mortality and fertility rates
along with increasing life expectancy. Vietnam has experienced similar demo-
graphic changes in the past three decades. During 1979–2009, the number of older
people (those aged 60 and over) increased gradually from 3.7 million (accounted
for 6.9%) to 7.7 million (accounted for 9.0%) of the total population (UNFPA
2011). However, the population projections by the General Statistics Office (2016)
for the period 2009–2049 showed that the aging population would increase much
faster in these next decades: the proportion of older people in the total population
would rapidly increase from 8.7% in 2009 to 16.7% in 2019 and 26.1% in 2049.
This means that Vietnam will be one of rapidly aging countries in the world in the
coming decades.

Along with rapid aging, Vietnam has also experienced many changes in health
patterns among older people. A growing number of older people reported chronic
diseases and functional disabilities. Many studies have investigated disease pat-
terns of older people, such as communicable, non-communicable and chronic
diseases (Dam 2010; VNCA 2007; VWU 2012; Le and Giang 2016), and indicated
that more than 90% of Vietnamese older people had at least one chronic disease. At
the same time, a number of studies have found that longer life also presented
higher rates of disability among older people (Evans et al. 2007; UNFPA 2011;
VWU 2012).

Regarding the association between social support and health, many studies found
that social factors (in terms of social support) were associated with many health
aspects of older people. Social support is broadly defined as “resources provided by
other people”. There are several different perspectives on social support that are
encompassed in this definition and these are reflected in different assessment
approaches and research designs (Wills and Fegan 2001). There are a number of
studies around the world that have examined the relationship between social
support and health outcomes of older people, but the findings are still inconsistent.
For instance, several studies found a positive association between social support
and health outcomes among older people: people receiving a high level of social
support usually enjoy enhanced health and well-being (Cohen and Wills 1985;
Pierce et al. 1997), improved physical health (Auslander and Litwin 1991; Cohen
and Wills 1985; Cutrona et al. 1986; Liu et al. 1995; Thiyagarajan et al. 2014), less
depression (Cutrona and Russell 1987; Dean et al. 1992; Kogan et al. 1995; Lynch
et al. 1999), improved life satisfaction (Aquino et al. 1996), and less loneliness
(Jones and Moore 1987; Rook and Pietromonaco 1987). In contrast, some studies
showed that social support had a negative effect on older people’s health outcomes:
a negative effect on psychological health (Abraido-Lanza 2004; Peeters and Le
Blanc 2001; Frese 1999; Iwata and Suzuki 1997) or physical health (Liu et al.
1995).

In Vietnam, there have been few researches on the relationship of social support
and health outcomes, especially among older people. Social support was considered
in such a narrow aspect as living arrangements, tangible support or social connect-
edness (see, for instance, Fisher et al. 2007; Duong et al. 2012; Lee et al. 2014).
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Only Teerawichitchainan et al. (2015) discussed the association of living arrange-
ments and psychological health among older people in Myanmar, Thailand, and
Viet Nam.

Given the importance of social support in health of older people, we conducted
this study with the purpose of providing a more comprehensive association
between social support and health outcomes among older people in Vietnam, in
which gender was the central perspective. We aimed to answer the following
questions: (i) What were gender differences in health status among the Vietnamese
older people in association with social support? and (ii) What should be the policy
directions to improve health status for male and female older people in regard to
social support factors?

Social Support and Health: Definitions and Measures

Social support is often considered in two aspects, i.e., structural support and
functional support. Structural support (in terms of social networks) captures the
structure or quantity of social relationships and the connection of social relation-
ships. It includes items asking about the existence of primary social relationships
(marital status, having relative or children who live nearby…), the existence of
normative social roles (employment, social participation) and frequency of
visiting/contacting with children/friends/neighbors. These items can be used as
single items or combined to produce indices for total size of network, individual’s
number of difference roles, social ties.

Functional support focuses on the quality of available resources that are avail-
able to an individual. These resources include emotional support (having someone
available to talk with), instrumental support (having someone available to provide
financial or physical assistance), and informational support (having someone
available who can provide information and make suggestions) (Cohen and Wills
1985). Functional social support is often considered in two differences perspec-
tives: perceived and received support. Perceived support refers to an individual’s
belief about the availability of support if it was needed (Cobb 1976), while
received support (also called enacted support or supportive behaviors) concerns
an individual’s experiences of social interactions and what support he or she
experienced. Over the last decades, a number of studies focused on the effect of
perceived support on health outcomes and less interested in received support than
today.

In this paper, social support included structural support and functional support,
in which the former was measured by socio-demographics, social connection, and
social and participation, while the latter was considered by emotional support,
instrumental support (such as financial support, physical support), and informa-
tional support.

In regard to health status, in this paper, we used limitation in Activities of Daily
Living (ADLs) as a proxy. For this, we constructed the Index of Independence in ADLs
to indicate the degree of difficulty in five basic daily activities: eating, dressing,
bathing, moving in and out of bed, and going to the toilet.
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Research Design

Data

Data Description

In this study, we used the cross-sectional data from the Vietnam Aging Survey (VNAS)
in 2011. VNAS was the first-ever nationally representative data for near-elderly persons
(age 50–59) and older people (age 60 and over) in Vietnam. The sampling of VNAS
applied the probability proportional to size (PPS) method to select locations from
provinces to communes, villages and households with the data from the Population
and Housing Census 2009.

This survey collected general information about socio-economic characteristics;
health status and health care utilization; perception, knowledge and assessment about
laws and rights of the Vietnamese older people; and contribution of older people to their
families and communities.

VNAS collected data from 4007 persons aged 50 and over, but we used only the
sample of 2789 persons aged 60 and above (defined as older people). To remove
inconsistent information in regard to ADLs, we excluded 251 observations, and thus
the final sample for this paper’s analyses included 2538 older people.

Data Measurements

Data were measured using various demographic and socio-economic variables along
with control variables, including living area, gender, age, education, household income,
and employment.

& Gender was indexed as a dummy variable, with male as 1 and female as 0.
& Age was categorized into three groups (young old: 60–69; middle old: 70–79; and

oldest old: 80+).
& Place of residence was indicated as a dummy variable with rural residence coded as

0, and urban residence as 1.
& Education was divided into five levels: No schooling; primary school; secondary

school; high school; and vocational school/college/university;
& Household income was coded into four categories: 1-Under 10 million VND; 2-

From 10- < =50 million VND; 3-From 50- < =100 million VND; and 4-From 100
million VND and more;

& Employment was categorized into 3 groups: 1- Not working; 2- Working in
agriculture; and 3-Working in non-agriculture.

Analytical Methods

Bivariate analysis was used to analyze the dependent variable and all social support
variables. Correlation was measured using chi-square test for categorical variables, and
t-test was conducted to measure the association between continuous variables. These
tests were conducted between and within female and male older people.
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Multivariable logistic regressions were conducted, using two separate models for
female and male older people. Socio-demographics (including age groups, ethnicity,
living area, education, employment, and household income) were used as control
variables.

For each type of social support measurement, both single variables and total score
were used. If both were found to be significant in a single variable and in the total score,
the total score was used for the multivariate regression. If only the single variables were
found to be significant, they were used for multivariate regression, while the total score
was excluded. Multi-collinearity was tested between independent variables in the
models, and we removed variables that were found to have multi-collinearity.

Variables

Dependent Variables

In terms of ADL limitation, we constructed the Index of Independence in ADLs in
order to indicate the degree of difficulty in eating, dressing, bathing, moving in and out
of bed, and going to the toilet. An older person was defined as “ADL limitation” in a
given activity if he/she had any degree of difficulty in performing the activity without
help in the last 30 days. On the basis of such an operational definition, functional status
was indexed as the number of ADL limitation, ranging from 0 to 5.

Independent Variables

As discussed, social support was measured by structural support and functional
support.

Structural support was investigated, using:

& Social demographics: living arrangements and marital status. Living arrangements
were classified into two groups (living alone = 0 and living with others = 1); and
marital status was coded as a dummy variable (with 1 = currently married).

& Social connection: was measured by the total number of living children; number of
people living with children; number of family members; and number of children
living nearby; and frequency of contact with family members (measured by the
average frequency of contacting children on phone or in person).

& Social participation: was measured by the number of social groups that an older
person participated in the past 12 months.

Functional support was examined, using:

& Emotional support: was measured using two five-point (1 to 5) scales assessing the
i) satisfaction of older persons and ii) number of persons who older persons could
count on.

& Instrumental support: was measured by financial support (based on the financial
support received from children in the last 12 months and from siblings/relatives/
friends/neighbors; or if the respondent received financial for illness treatment in the
last 12 months), physical support (based on the support received from children in
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the house, daily chores, and taking care of the respondent when they were sick or
injured), and an instrumental total score (created by summing up all single variables
of financial support and physical support).

& Informational support: was coded as a dummy variable (with “Yes” if an older
person received the information regarding the rights of senior citizens).

Results

Characteristics of the Study Sample

Table 1 shows the socio-demographics characteristic of older men and women who
were included in this study. The proportion of older people in three age groups was
59.9%; 27.3%; and 12.8%, respectively.

Among female older people, 21.7% of the population had no schooling; 58% had a
primary school education; 12% had completed secondary school; and 8.3% had a high
school and/or higher education. About 22% older women lived in households with total
income at less than 10 million Vietnamese Dong (VND); 45.3% lived in households
with total income at between 10 to 50 million VND; 22.7% lived in households with
total income at between 50 to 100 million VND; and only 10% reported to live in
households with total income at 100 million VND or more. Nearly 40% of older
women still worked; 20.4% worked in the agricultural sector; and 15.9% worked in the
non-agricultural sectors. Two-thirds of female older people lived in rural areas. About
90% female older people were Kinh.

Among male older people, 7.8% had no schooling; 39.9% completed primary
school; 24.7% had finished secondary school; and 27.6% had a high school or higher
education. About 14.5% lived in households with total income at less than 10 million
VND, and the respective numbers were 48.9%; 23.3%; and 13.3% for those lived in
households with total income at between 10 to 50 million VND; 50 to 100 million
VND; 100 million VND or more. More than 50% older men still worked; 31.3%
worked in the agricultural sector; and 19.2% worked in the non-agricultural sectors.
Two- third male OPs lived in rural areas. About 90% were Kinh.

Table 2 presents the social support that older women and older men received in the
past 12 months. In the total sample, 94.6% of older people lived with others; 5.4% lived
alone; and 71.5% were married. Among female older people, 91.8% lived with others;
8.2% lived alone; and 56.4% were married. Among older men, 98.2% lived with
others; 1.5% lived alone; and 91.3% were married. More elder women lived alone
and were single/separated/divorced/widowed than were older men. The difference in
social demographics between older women and older men was statistically significant
(p < 0.001).

Social connections included household size, number of living children, number of
co-resident children, number of children nearby, and frequency of contacting children
(in person or on phone). In the total sample, the mean household size was 4.17 persons.
The total living children; number of co-resident children; and number of children lived
nearby was 8.45; 1.39; and 3.39, respectively. There was no difference between older
women and men in terms of household size. Older men contacted their children (both in
person or on phone) more often than did older women. The average number of visiting
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children or contact on phone among older men was higher than among older women
(4.59 vs. 4.33, p < 0.05; 3.62 vs. 3.12, p < 0.001, respectively).

Older men were also more active in social activities than older women: 76.5% of
older men participated in at least one social group, compared to 62.0% of older women.
Older men participated in 2 social groups and 3 or more social groups than older
women (34.0%, 24.4% vs. 26.0%, 15.7%, respectively, p < 0.001).

Male and female older people reported differently in terms of perceived emotional
support. The average level of satisfaction with respect from other community members
among older women was higher than men (4.04 vs. 3.85, respectively, p < 0.05). Older
women reported having a fewer number of persons whom they could count on than
older men (1.29 vs. 1.57, respectively, p < 0.01).

Table 1 Characteristics of the Study Sample

Characteristics Female (n = 1521) % Male (n = 1017) % Total (N= 2538) %

Socio-demographic characteristics

Age group (years)

60–69 58.1 62.2 59.9

70–79 27.9 26.6 27.3

80+ 14.0 11.2 12.8

Education

No schooling 21.7 7.8 15.7***

Primary school 58.0 39.9 50.2

Secondary school 12.0 24.7 17.5

High school 3.7 16.4 9.2

Vocational/College/University and Higher 4.6 11.2 7.4

Household income

Under 10 million VND 22.0 14.5 18.7

10- < 50 million VND 45.3 48.9 46.9

50- < 100 million VND 22.7 23.3 22.9

100 million VND and more 10.0 13.3 11.5

Employment

Do not work 63.7 49.5 57.5**

Agricultural 20.4 31.3 25.1

Non-Agricultural 15.9 19.2 17.4

Living area

Urban 32.8 32.2 32.5

Rural 67.2 67.8 67.5

Ethnicity

Other 9.6 9.0 9.3

Kinh 90.4 91.0 90.7

*p < 0.05, **p < 0.01, ***p < 0.001. The difference was tested between female and male OP

Source: Own estimates, using VNAS 2011
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Table 2 Social Support of the Study Sample

Female (n = 1521)
Mean/SD

Male (n = 1017)
Mean/SD

Total (N= 2538)
Mean/SD

Structural support

Social demographic

Living arrangement (%)

Live with other 91.8 98.2 94.6***

Live alone 8.2 1.8 5.4

Marital status (%)

Single/Separated/Divorced/Widowed 43.6 8.7 28.5***

Married 56.4 91.3 71.5

Social connection

Number of family members 4.17 (2.33) 4.14 (1.90) 4.16 (2.14)

Number of living children (included children in
law /step children/adopted)

8.33 (4.85) 8.60 (3.95) 8.45 (4.47)

Number of co-resident children 1.40 (1.36) 1.37 (1.28) 1.39 (1.32)

Number of children who live nearby 3.38 (3.58) 3.40 (3.47) 3.39 (3.54)

Frequency of contact with family member

Average frequency visit to/by children 4.33 (1.64) 4.59 (1.12) 4.44 (1.43) *

Average frequency talk on phone with children 3.12 (1.75) 3.62 (1.42) 3.34 (1.63) ***

Average frequency of contacting children 3.80 (1.26) 4.11 (0.92) 3.95 (1.12) ***

Social participation (%)

No participation 38.0 23.5 31.8***

Participated in one social group 20.3 18.3 19.4

Participated in two social groups 26.0 34.0 29.5

Participated in 3 social groups or more 15.7 24.2 19.4

Social participation total score 1.23 (1.21)*** 1.63 (1.12) 1.40 (1.19)

Functional support

Emotional support

Respect from family member 4.01 (0.88) 4.02 (0.70) 4.01 (0.80)

Respect from community members 4.04 (1.05)* 3.85 (0.91) 3.96 (0.99)

Having person who respondents can count on 1.29 (1.38)** 1.57 (1.44) 1.42 (1.42)

Emotional support total score 9.30 (2.05) 9.36 (1.86) 9.32 (1.97)

Instrumental support – Financial support

Financial support from children –in cash (%) 45.6 50.1 47.5

Financial support from children –in kind (%) 44.5 45.0 44.4

Financial support from siblings, relatives, friends,
neighbors (%)

8.8 3.9 6.7*

Financial support during sickness/injuries (%) 36.8 21.5 30.7**

Instrumental support – Physical support

Physical support with household chores (%) 67.9 65.4 66.8

Physical support with daily acts (%) 29.4 25.3 27.8

Physical support when OP got sickness/injuries
(%)

90.1 94.0 91.6
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More female older people received financial support from sibling/relatives/friends/
neighbors and financial support during sickness/injuries than older men (8.8% and
36.8% vs. 3.9% and 21.5%, respectively).

About 40% older people received financial support from their children (either in
cash or in kind). Nearly 70% older people received physical support with household
chores. There was no difference between older women and men who received this
support.

More older women received financial support from others or financial support
during sickness/injuries than men (8.8% vs. 3.9%, 36.8% vs. 21.5%, respectively).

Table 3 shows the health status of older people. About one-third of older people had
at least one ADL limitation. There was no difference between older women and older
men in this regard.

Association between Social Support and Health

Table 4 shows bivariate association of ADL limitations and some social support
dimensions among older women and older men, separately. Among women, the results
indicate the relationship of ADL limitations with social connection and instrumental
support (financial support) and informational support. Social connection was negatively
associated with ADL limitation: higher average frequency of contacting children
among older women who did not have any ADL limitation than those who had at
least an ADL limitation (3.90 vs. 3.64, respectively, p < 0.05).

Instrumental support - including financial support from children in cash or financial
support from other people (sibling, friends, and neighbors) - was related to ADL
limitation among women. Receiving financial support from children in cash had a
negative association with ADL limitation. Less older women who received cash from
children reported to have any ADL limitation than those who did not receive cash from
children (30.5% vs. 41.8%, respectively, P < 0.01). In contrast, receiving financial
support from other people (sibling, friends, and neighbors) was positively associated

Table 2 (continued)

Female (n = 1521)
Mean/SD

Male (n = 1017)
Mean/SD

Total (N= 2538)
Mean/SD

Instrumental support total score 1.67 (1.03) 1.64 (0.94) 1.66 (0.99)

Informational support (%) 73.0 81.7 76.8

*p < 0.05, **p < 0.01, ***p < 0.001. The difference was tested between female and male OP

Source: Own estimates, using VNAS 2011

Table 3 Health Status of the Study Sample

Variables Female (n = 1521) % Male (n = 1017) % Total (N = 2538) %

Has at least one ADL limitation 36.6 30.9 34.2

Source: Own estimates, using VNAS 2011
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Table 4 Social Support and ADL Limitations

Female (n = 1521) Mean/SD Male (n = 1017) Mean/SD

ADL limitation?

No Yes No Yes

Structural support

Social demographic

Living arrangement (%)

Live with other 64.3 35.7 69.3 30.7

Living alone 53.1 46.9 58.2 41.8

Marital status (%)

Single/Separated/Divorced/Widowed 62.5 37.5 69.5 30.5

Married 64.1 35.9 69.1 30.9

Social connection

Number of family members 4.29 (2.25) 3.96 (2.29) 4.16 (2.04) 4.11 (1.81)

Number of living children 8.30 (4.69) 8.39 (4.78) 8.31 (4.16) 9.25 (3.91)

Number of co-resident children 1.45 (1.31) 1.33 (1.33) 1.34 (1.36) 1.44 (1.24)

Number of children who live nearby 3.23 (3.46) 3.63 (3.51) 3.32 (3.77) 3.60 (3.20)

Frequency of contact with family member

Average frequency visit to/by children 4.45 (1.36) 4.32 (1.45) 4.58 (1.17) 4.65 (0.96)

Average frequency talk on phone with children 3.33 (1.61)** 2.96 (1.51) 3.65 (1.45) 3.60 (1.40)

Average frequency of contacting children 3.90 (1.23)* 3.64 (1.21) 4.11 (0.99) 4.12 (0.88)

Social participation in the last 12 months

No participation 64.3 35.7 70.5 29.5

Participated in one social group 61.4 38.6 62.0 38.0

Participated in two social groups 62.1 37.9 79.0 21.0

Participated in 3 social groups & more 65.6 34.4 59.3* 40.7

Social participation total score 1.23 (1.16) 1.23 (1.21) 1.59 (1.11) 1.73 (1.26)

Functional support

Emotional support

Respect from family members 4.00 (0.71) 3.89 (0.74) 4.06 (0.65)* 3.90 (0.79)

Respect from community members 3.86 (0.57) 3.89 (0.63) 3.85 (0.77)* 3.67 (0.83)

Having person who respondents can count on 1.33 (1.38) 1.23 (1.23) 1.44 (1.34)* 1.86 (1.77)

Emotional support total score 9.19 (1.90) 9.01 (1.82) 9.36 (1.81) 9.43 (2.54)

Instrumental support – Financial support

Financial support from children –in cash (%)
No

58.2 41.8 70.0 30.0

Yes 69.5** 30.5 68.2 31.8

Financial support from children –in kind (%)
No

62.3 37.7 70.1 29.9

Yes 64.7 35.3 67.9 32.1

Financial support from siblings, relatives,
friends, neighbors (%)

No

64.6 35.4 68.7 31.3
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with ADL limitation: the proportion of elder women who received financial support
from other people reported having any ADL limitation was higher than those who did
not receive financial support from other (49.6% vs. 35.4%, p < 0.05, respectively).
Similarly, more elder women who received informational support reported having ADL
limitation than those who did not receive this type of support (40.3% vs. 26.7%, p <
0.05).

Among older men, ADL limitation was associated with social support in some
different aspects, such as social participation, emotional support, and financial support.
Participation in social groups was found to be significantly related to ADL limitation
among men. Among men reporting no ADL limitation, the proportion of people
participated in 1 or in 3 or more social groups was lower than those who did not
participate in any social group (p < 0.01): 62% and 59.3% of older men who partici-
pated in one social group and three or more social groups, respectively, reported no
ADL limitation, compared with 70.5% of older men who did not participate in any
social group and who reported no ADL limitation. However, more older men who

Table 4 (continued)

Female (n = 1521) Mean/SD Male (n = 1017) Mean/SD

ADL limitation?

No Yes No Yes

Yes 50.4* 49.6 79.7 20.3

Financial support during sickness/injuries
(n = 872) (%)

No

47.6 52.4 51.3 48.7

Yes 36.8 63.2 27.7** 72.3

Instrumental support – Physical support

Physical support with household chores (%)
No

64.6 35.4 73.0 27.0

Yes 62.8 37.2 67.1 32.9

Physical support with daily acts (n = 990) (%)
No

– 29.4 74.7

Yes – 70.6 25.3

Physical support when getting
sickness/injuries (%)

No

28.2 71.8 52.9 47.1

Yes 44.9 55.1 48.7 51.3

Instrumental support total score 1.70
(1.02)

1.62 (0.98) 1.62
(0.98)

1.71 (0.98)

Informational support (%)
No

73.3 26.7 57.0 43.0

Yes 59.7* 40.3 71.8 28.2

*p < 0.05, ** p < 0.01, *** p < 0.001. The difference was tested within female OP and within male OP,
separately

Source: Own estimates, using VNAS 2011
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participated in two social groups reported no ADL limitation than older men who did
not participate in any social group (79% vs. 70.5%).

Emotional support among older men was associated with ADL limitation in both
positive and negative directions. The level of satisfaction of respect from family
members and respect from other community members had a negative association with
ADL limitation. The average satisfaction level of respect from family members and
respect from community members, among elder men who did not report having any
ADL limitation, was higher than elderly men whom reported having any ADL limita-
tion (4.06 vs. 3.90, 3.85 vs. 3.67, respectively, p < 0.01). In contrast, the average
number of people elder men could count on presented a positive association with
ADL limitation. Older men who had any ADL limitation reported a higher average
number of people that they could count on than older men who did not have any ADL
limitations (1.86 vs. 1.44, respectively, p < 0.05).

Financial support received by male OP during sickness or injury in the past 12 month
had a strong relationship to ADL limitation. More older men who had received physical
support during sickness or injury reported having any ADL limitation than those who
did not receive the same support (72.3% vs. 48.7%, respectively, p < 0.01).

Table 5 presents the results showing the association between ADL limitation and
social support variables. Demographic variables (age, ethnicity, education, employ-
ment, living area, and household income) were control variables. The logistic regres-
sion for ADL limitations shows an association between emotional support (level
satisfaction with respect from family members) and informational support among older
women. For each point of increase in the level of satisfaction regarding respect from
family members, the odds of having at least one ADL limitation among older women
decreased by 27% (p < 0.05). The model also shows that older women who received
informational support were 2.75 times more likely to experience ADL limitations than
older women who did not receive informational support (p < 0.001).

Among older men, emotional support (i.e., having any person whom the older
person could count on) related to having at least one ADL limitation. For each number
of person who older men could count increase, the odd of having at least one ADL
limitation among older men increased by 16% (p < 0.05).

Discussion and Policy Recommendations

The linkage between social support and ADL limitation indicated different directions
based on the type of support and gender. Structural support investigated different
impact on ADL limitation among older women and older men. Among older women,
social connection was found to have a negative association with having ADL limita-
tion. More frequent contact with children was found to be associated with less ADL
limitation experienced. On the other hand, among older men, social participation was
negatively associated with having at least one ADL limitation. Social engagement was
found to be a protective factor to ADL limitation. The linkage between social connec-
tions and ADL limitation among older men had the same direction with previous
studies. Close social network associated with better physical function (Magai et al.
2003; Litwin 1998). The findings of the relationship between social participation with
physical disabled among older men were similar with those in Mazo et al. (2011).
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Emotional support indicated association with ADL limitation among older men only.
Emotional support showed mixed effects with ADL limitation. Respect from family or
community member showed as protective factors to ADL limitation, while the avail-
ability of people who could count on indicated a positive association. Older men who
had ADL limitations reported more people that they could count on. Instrumental
support, which included financial support and physical support, was found to be
positively associated with ADL limitation among both older men and women. Receiv-
ing instrumental support also reported higher rate of ADL limitation. Informational
support indicated a positive association with ADL limitation among older women only.
Receiving informational support reported higher rate of ADL limitation.

Previous studies only explored the relationship between social support and ADL
limitation in structural aspects, and they did not mention the functional aspect of social

Table 5 Multivariate Logistic Regression of the Association between Social Support and ADL Limitations
among Older Women and Men

Variables ADL Limitations (No vs. Yes)

Female Male

OR 95% CI OR 95% CI

Social network

Living arrangement

Live with other (ref) – –

Living alone 0.89 0.53–1.49 1.01 0.22–4.74

Marital status

Single/Separated/Divorced/Widowed (ref) – –

Married 1.45 0.95–2.23 0.86 0.26–2.82

Number of living children 0.99 0.94–1.06

Average frequency of contacting children 0.98 0.80–1.20 – –

Social participation

No participation (ref) – – 1 –

Participated in one social group – – 1.31 0.61–2.82

Participated in two social groups – – 0.74 0.40–1.38

Participated in 3 social groups or more – – 2.00 0.94–4.27

Emotional support

Respect from family members 0.73* 0.56–0.96 0.88 0.60–1.29

Respect from community members – – 0.78 0.60–1.01

Having person who respondents can count on – – 1.16* 1.01–1.34

Instrumental support

Financial support from children - in cash 0.68 0.46–1.01 – –

Financial support from siblings, relatives, friends, neighbors 1.80 0.82–3.86 – –

Informational support 2.75*** 1.65–4.56 0.59 0.28–1.23

*p < 0.05, ** p < 0.01, *** p < 0.001

Source: Own estimates, using VNAS 2011
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support in relationship to ADL limitation. Thus, our findings in this research contrib-
uted to fill such a gap.

From the aforementioned findings, there are some policy recommendations as
follows. For government and policy makers, there should be more policies focusing
on older people who are not married and/or living alone. Investments in developing
system of social workers and community-based care system for older people should be
considered as the most cost-effective ways in promoting health and social care services
for older people. Allocating more resources for further in-depth research on social
support and health among older people with a gender perspective in order to provide
evidence for policy development (UNFPA 2011; VWU 2012). For healthcare and
long-term care system, healthcare providers should pay particular attention to vulner-
able older people – both men and women – so as to make sure that they could be
accessible and affordable to services. Giang and Phi (2017) showed that more vulner-
able and poor older people faced heavier out-of-pocket payments in healthcare services
than did their counterparts, and such a situation prevented them from getting healthcare
services as well as making their household impoverished. Health insurance should be
used as an important health and long-term care financing mechanism for older people.
For local authorities and socio-political groups, the outreach and capacity of local
mass organizations should be enhanced in order involve more elderly people in social
activities. Through education and communication, local authorities, mass organizations,
and social groups should promote awareness to families and communities about the
roles of older people. This awareness should focus on the role respect plays among
family members and community members to older people. Families and communities
should have more support to organize social activities for older people. Health educa-
tion should be encouraged for family members and community members so as to help
them have necessary skills in taking care of older people. Efforts should be made
through education to encourage family members to maintain regular contact with older
people. Initiatives to enhance financial support and physical support for female older
people whom are considered more vulnerable than men at the same age should be
encouraged and implemented (Le and Giang 2016; Giang et al. 2018). Last but not
least, older people should be also facilitated so as to keep contact more often with their
children and actively participate in socio-political groups. Such activities would espe-
cially help improve emotional and instrumental supports to older persons.
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