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Abstract
Background

Economic recession affects quality of life
by increasing rates of mental disorders in
particular. Social support can be an important
protective factor.

Aim

To estimate the impact of being personally
affected by an economic crisis on healthrelated quality of life (HRQoL), taking into
account the possible buffering effect of
perceived social support.

Design and setting

Data from the first wave (March 2012 to
November 2012) of the ‘Social Support and
Quality of Life Study’, a longitudinal study
carried out in a primary health care centre in a
deprived neighbourhood of Barcelona, Spain.

Method

A total of 143 participants were assessed
using the 12-item Short-Form Health Survey,
the List of Threatening Experiences and the
Duke Social Support scales. The effect of
economic crisis on mental and physical HRQoL
was assessed using ordinary least squares
regression models to test the interaction
between social support and having experienced
an economic crisis.

Results

There was no statistical association between
having suffered an economic crisis and physical
HRQoL. The interaction between social support
and economic crisis was also tested without
finding any statistical association. An interaction
was detected between social support and
economic crisis in relation to mental HRQoL;
those who had low levels of social support and
had also experienced an economic crisis had
the lowest levels of mental HRQoL.

Conclusion

Social support constitutes a safety net that
offers protection against the adverse effect
of economic recessions on mental health.
Primary care professionals are in a key position
to promote social activities and to strengthen
social networks in the community.
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INTRODUCTION
Social support is an independent
protective factor for health and there is
increasing evidence for an increase in
mortality associated with a lack of social
relationships.1 Recession affects health
by worsening health-related quality of
life;2–4 increasing the incidence of some
communicable diseases;5 and exacerbating
mental ill health2,5–9 and increasing suicide
rates.5,6 This impact is not direct, and can be
buffered by the degree of social protection
that the state offers.5,6,10 Some studies have
reported an improvement in health status
during periods of financial crisis, explained,
for instance, by a reduction in smoking,
drinking, and sedentary behaviours.6,11,12
However, if governments reduce public
expenditure on social welfare and health
services during a recession period, the
impact can be worse.5,8,10 In this scenario,
social support can be an important protective
factor.6 Front-line healthcare workers, such
as primary healthcare professionals, are in
a key position to implement new strategies,
based on identified protective factors, to
ameliorate the impact of the economic
crisis on the population.
The aim of this study was to estimate the
impact of being personally affected by an
economic crisis on the health-related quality
of life of primary healthcare attendees,
taking into account the possible buffering
effect of perceived social support.
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METHOD
Study design
The ‘Social Support and Quality of Life in
primary care attendees from a deprived
area of Barcelona’ study is a longitudinal
study aiming to ascertain which factors
(life events) are associated with changes
in health-related quality of life (HRQoL),
focusing on the buffering effect that
perceived level of social support may have.
The study began in March 2012. Written
informed consent was obtained from
participants. This article presents data from
the first wave of this study (March 2012 to
November 2012).
Setting
The area of the study is a neighbourhood
in Sant Adrià de Besòs (Barcelona, Spain).
This neighbourhood was established
in the early 1970s with the aim of
providing adequate housing facilities to
internal migrants with low economic
resources. They were provided with small
apartments in an area that quickly became
overcrowded. Data on social deprivation
and the high prevalence of mental health
problems in this environment have been
published elsewhere.13 The population in
2012 was 9412 inhabitants (49% female).
Twenty-one per cent were aged <15 years
and 13% were >65 years. More than 5%
of the population born between 1947 and
1993 are illiterate.14 Average income per
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How this fits in
Various studies have pointed out the
negative impact of the economic recession
on health and health-related quality of
life. Social support and networks can be
protective factors in times of economic
recession. However, there is little evidence
about the buffering effect of social support
on the impact of the financial crisis on
health-related quality of life. This study
attempts to fill this gap. Data on individual
protective factors in times of recession can
help professionals to develop interventions
to ameliorate its negative impact.

Figure 1. Participants included in the Social Support
and Quality of Life Study.

398 pre-selected patients

capita in 2012 was €3626 (approximately
£2845); in Catalonia, it was more than
€9000 (approximately £7062).15 There
is no available updated information on
unemployment rates in the neighbourhood.
However, the unemployment rate in this
area has been estimated at more than
25%.16
In Spain, access to health care is
universal and free at the point of use. The
primary care centre is the first point of
access to the health system. It consists of
a multidisciplinary team of GPs, nurses,
paediatricians, and social workers. They are
responsible for a broad range of services,
including illness prevention and health
promotion activities. All salaries include
a capitation component.17 The GP:patient
ratio is 1:1100. Appointment duration is
approximately 8 minutes.

149 excluded:
•119 were aged <18 years
or >75 years
• 11 did not speak Spanish
• 7 had a severe mental illness
• 5 were planning to move
• 4 showed cognitive decline
• 3 had a serious illness

193 invited to participate

56 did not keep their appointments

50 rejected (26%)

143 interviewed (wave 1)

Sampling
Six professionals from the primary care
centre (two GPs, three nursing practitioners,
and one social worker) invited patients to
participate in the study from March 2012
to November 2012. Patients were selected
through a systematic sampling strategy,
inviting one of each four to six patients
from their appointment lists at random
starting points each day. Exclusion criteria
are shown in Figure 1. A total of 398 patients
were randomly selected. Of those, 149
were excluded and 56 did not keep their
appointments. A total of 193 were invited to
participate and 50 declined, leaving a study
sample of 143 participants. This formed
the initial cohort to be followed-up. Those
who declined to participate were asked
for permission to record their sex and
age. There were no statistical differences
between those who accepted by sex (52.2%
of those who declined were female versus
67.8% of those who accepted; P = 0.06), or
age (mean age of those who declined was
53.7 years versus 53.9 years for those who
accepted; P = 0.97).
To maximise efficiency, a sequential
analysis or sequential hypothesis testing
strategy was followed. This means that
sample size was not fixed in advance.
Rather, data were analysed as they were
collected and further participants were
invited if needed.18 It is expected that when
results are obtained from the second wave,
it will be possible to calculate the power of
the associations found and to determine
whether an increase in sample size is
required or not.
Measures
The outcome variable was HRQoL. HRQoL
was assessed with the Spanish version 1.0
of the 12-item Short-Form Health Survey
(SF-12). The SF-12 is a valid, reliable, and
widely-used instrument for the assessment
of HRQoL. Two measures were derived: a
physical component summary scale (PCS12) indicating physical quality of life, and a
mental component summary scale (MCS12) for mental quality of life. Each scale uses
all 12 items but with different weights. PCS12 and MCS-12 scales were scored using
norm-based methods.19
Exposure variables were having
experience a personal economic crisis and
self-perceived social support.
Having experienced a personal economic
crisis was measured as a positive response
to one of the following questions: In the past
6 months:
•	Have you suffered an economic crisis?
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And/or
•	Have you been fired from your job? Or
have you been looking for a job for more
than a month without any success?
These two questions are part of the List of
Threatening Experiences questionnaire.20–22
This questionnaire has been validated in
Spanish primary care patients.22
Self-perceived social support was
assessed using the Duke questionnaire,23–25
which included 11 items grouped into two
subscales: confidant support and affective
support; as well as a total score. The
item response options are on a 5-point
scale ranging from 1 (much less than I
would like) to 5 (as much as I would like).
Participants were coded into low social
support if their total score was <30 points
(1 standard deviation [SD] under the mean)
and high social support (all the others). This
questionnaire has been validated in Spanish
primary care patients,25 showing good test–
retest reliability and cohesiveness.
Statistical analysis
The effect of economic crisis on HRQoL
was assessed using ordinary least squares
(OLS) regression models. First, estimated
parameters (β) were reported for the
contribution of economic crisis alone to
HRQoL. A second model adjusted for
self-perceived social support. In the third
model, a proxy of health status (that is, selfreporting a severe illness) was included.
The fourth model was also adjusted for age
and sex. Finally, the interaction between

social support and having experienced an
economic crisis was tested. Regression
diagnostic tests were conducted to check
the normality and homoscedasticity of
residuals.
All analyses were carried out using Stata
(version 12). All significance tests were
carried out using two-sided tests evaluated
at the 0.05 level of significance.
RESULTS
Of the 143 patients evaluated, 67.8%
were female with a mean age of 54 years
(SD = 16.60). Regarding HRQoL, mean values
were 44.85 (SD = 13.07) for the physical
component and 38.98 (SD = 14.36) for the
mental component. In addition, nearly 22%
(n = 31) of the sample self-reported a severe
illness or injury in the previous 6 months.
A total of 37.8% (n = 54) of the participants
stated that in the previous 6 months they
had experienced an economic crisis. The
percentage of people reporting high selfperceived social support was 77.6% (n = 111).
Impact on physical health-related quality
of life
Table 1 summarises the impact that an
economic crisis was found to have on
physical HRQoL. There was no statistical
association between having experienced an
economic crisis and physical HRQoL. The
only factors that seemed to be associated
with physical HRQoL were: self-reporting
a severe illness in the previous 6 months
(decrease more than 7 points), being
male (increase 7 points), and age (as age
increases, physical HRQoL decreases). In

Table 1. Factors associated with physical health-related quality of life
Model 1: β
(95% CI)

Model 2: β
(95% CI)

Model 3: β
(95% CI)

Model 4: β
(95% CI)

Model 5: β
(95% CI)

3.48
(–0.95 to 7.92)

3.57
(–0.90 to 8.04)

3.95
(–0.48 to 8.38)

2.03
(–2.77 to 6.83)

3.66
(–1.74 to 9.05)

–1.02
(–6.22 to 4.18)

–1.18
(–6.40 to 4.05)

–0.39
(–5.47 to 4.68)

2.50
(–4.21 to 9.20)

–5.44
(–10.65 to –0.24)a

–6.75
(–11.69 to –1.81)b

–6.37
(–11.34 to –1.41)a

Sex (reference female)				
				

7.14
(2.83 to 11.45)c

7.19
(2.89 to 11.43)c

Age (median 57 years)				
				

–0.15
(–0.29 to –0.02)a

–0.15
(–0.28 to –0.02)a

Factor
Having experienced an economic crisis

Having a low level of social support		
		

Being ill or injured during the			
previous 6 months			

Interaction economic crisis AND					
low level of social support					

–6.57
(–16.54 to 3.39)

Constant term

43.54

43.73

44.93

42.74

42.09

Adjusted R2

0.98%

0.38%

2.89%

14.38%

14.82%

P<0.05. bP<0.01. cP<0.001.

a
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Table 2. Factors associated with mental health-related quality of life
Model 1: β
(95% CI)

Model 2: β
(95% CI)

Model 3: β
(95% CI)

Model 4: β
(95% CI)

Model 5: β
(95% CI)

–6.41
(–11.22 to –1.62)b

–5.73
(–10.44 to –1.03)a

–5.66
(–10.38 to –0.95)a

–4.43
(–9.77 to 0.91)

0.25
(–5.53 to 6.02)

–7.89
(–13.36 –2.42)b

–8.44
(–14.00 to –2.88)c

–9.09
(–14.74 –3.45)c

–0.80
(–7.98 to 6.37)

–4.36
(–9.90 to 1.17)

–5.68
(–11.17 to –0.18)a

–4.60
(–9.91to 0.71)

Sex (reference female)				
				

6.01
(1.22 to 10.81)a

6.15
(1.55 to 10.76)b

Age (median 57 years)				
				

0.02
(–0.12 to 0.17)

0.05
(–0.09 to 1.19)

Factor
Having experienced an economic crisis

Having a low level of social support		
		

Being ill or injured during the			
previous 6 months			

Interaction economic crisis AND					
low level of social support					

–18.85
(–29.53 to –8.17)d

Constant term

41.41

42.92

43.95

35.82

39.98

Adjusted R2

4.06%

8.67%

9.39%

13.62%

20.23%

P<0.05. bP<0.01. cP<0.005. dP<0.001.

a

model 5, the interaction between social
support and economic crisis was also tested
without finding any statistical association.
This last model explained 14.8% of the
variance.
The Breusch–Pagan/Cook–Weisberg test
for heteroscedasticity was not significant
(P = 0.3142), suggesting that the variance
of the error term was constant (one of the
OLS’s assumptions). On the other hand,
according to the Shapiro–Francia test of
normality, the residuals did not fit a normal
distribution (P = 0.02). This could affect the
validity of the hypothesis tested.

Figure 2. Effect of an economic crisis on mental
health-related quality of life, according to level of
social support (n = 143).

Impact on mental health-related quality
of life
Economic crisis seemed to have an impact on
the mental HRQoL of participants (Table 2).
When tested alone, having experienced an
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Mental HRQoL

70
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39.18
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40.23

39.98

20.58

Low social support
Having suffered an economic crisis

High social support
Not having suffered an economic crisis

economic crisis reduced HRQoL by more
than 5 points. This association remained
when adjusted for self-reporting of a severe
illness (model 2). However, it disappeared
when adjusted for age and sex (model 3).
After testing the interaction between social
support and economic crisis, only those
who had low social support and had also
experienced an economic crisis were found
to have lower levels of mental HRQoL
(model 5). This last model explained 20.2%
of the variance. A graphic representation is
provided in Figure 2.
The Breusch–Pagan/Cook–Weisberg test
for heteroscedasticity was not significant
(P = 0.21), suggesting that the variance of
the error term is constant. According to
the Shapiro–Francia test of normality, the
residuals fit a normal distribution (P = 0.06).
DISCUSSION
Summary
The results suggest that high levels of
social support provided a buffer against the
adverse effects of an economic recession
on mental HRQoL in a deprived area of
Barcelona (Spain). Nevertheless, neither
social support nor economic crisis was
related to physical HRQoL.
Strengths and limitations
This is the first project to examine the
protective factor of social support in HRQoL
during an economic recession using
individual data. That is, taking into account
whether the person has experienced the
effects of recession or not, independently
of the overall context. However, the results
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have to be interpreted with the following
limitations in mind. First, the study used,
as exposure variables, self-perceived
measures of both having experienced
an economic crisis and social support
without any objective data. This could affect
reliability. Second, the cross-sectional
nature of the study means that is it not
possible to assume that the reduction in
mental HRQoL is a direct consequence of
the interaction between having experienced
an economic crisis and self-perceived
social support. Third, this is a preliminary
analysis of the first wave of a cohort study.
As explained in the method section, the
study is following a sequential analysis or
sequential hypothesis testing strategy. As
such, the data may not be powerful enough
to detect differences at this point. Fourth,
the data were analysed using OLS. The OLS
assumptions had goodness-of-fit with the
mental HRQoL model, but not at all with the
physical model. Hence, results regarding
physical HRQoL should be interpreted with
caution. Last, the external validity of the
data is very limited because of the particular
characteristics of this neighbourhood.
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Comparisons with existing literature
HRQoL scores based on the SF-12 are
norm-based. This means that the expected
value will be around 50. However, this study
is being carried out in primary health care
so lower values are expected as people
visiting their GP or nurse practitioner
are usually unwell. Studies conducted in
different primary care settings using the
SF-12 found mean values around 42–45,
similar to the results of this study.26–28
The impact of recession on mental HRQoL
has been reported by others, both in Spain8,9,29
and internationally.2,6,7,30,31 The consequences
of recession (loss of employment and financial

burden) generate stress that affects people’s
mental health. The buffering effect of social
support, ameliorating the impact of economic
recession, has been suggested by others,6
although this is the first time that evidence of
this has been found. That being said, various
studies have shown that social support helps
to moderate the impact of other acute and/or
chronic health stressors.32,33
Regarding the impact of recession on
physical HRQoL, the results of the current
study are in line with those reported by
Regidor et al in Spain,34 which also did not
find a relationship. One possible explanation
could be that an economic crisis takes longer
to have an impact on physical health than on
mental health.
Implications for practice
Identifying protective factors for HRQoL in
a recession period is important to alleviate
its impact. However, actions have to be
conducted at multiple levels,1,35 from the
individual to the state (welfare policies), while
taking the role of primary care professionals
into account. These professionals are in
an ideal position to identify those with low
levels of social support, referring them
to appropriate social services and/or
monitoring them. This could be especially
important during times of recession
because they constitute the most vulnerable
population. Strategies that can increase the
social resources of a community, such as
social prescribing,36,37 can be included as
health promotion activities in primary care.
In conclusion, the preliminary data
suggest that the impact of an economic
crisis on mental HRQoL is not direct but
could be explained by the absence of social
support. Taking this into account, more
social and community-oriented primary
care should be established.
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