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Abstract
Background: Given the relevance of social support on the mental health of older adults, having an instrument to
evaluate this variable is essential for research in the area. However, mainly, having instruments with suitable
evidence of their psychometric properties is critical. For this reason, this study sought to evaluate the factorial and
reliability structure of the Multidimensional Scale of Perceived Social Support within autonomous older adults from
the Province of Concepción, Chile.
Methods: We surveyed 399 older adults using quote sampling. They answered a Spanish version of the
Multidimensional Scale of Perceived Social Support, plus a sociodemographic questionnaire. We performed
confirmatory factor analysis using Weighted Least Squares Means and Variances adjusted estimation (WLSMV) to
compare the factor models proposes by previous studies. To evaluate reliability, we calculated Cronbach’s alpha
and McDonald’s omega.
Results: The Confirmatory factor analysis found that the 3-factors models showed the best fist index between the
models with CFI = 0.991, TLI = 0.989, and SRMR = 0.035, even though RMSEA were over the cutoff point. The factors
presented reliabilities from α = 0.858 to α = 0.941, and from ω = 0.937 to ω = 0.972.
Conclusions: The results support the existence of three factors for the Multidimensional Scale of Perceived Social
Support (MSPSS), differentiating the support perceived from Family, Friends, and significant others. All factors
present good or excellent reliability. This solution is theoretically consistent and coherent with the literature, and it
presents evidence in favor of the use of MSPSS as a measurement to distinguish the support perceived source.
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Background
The challenges for older adults

In Chile, the last census found that older adults made up
16% of the population [1]. As in the rest of the world, it
implies an achievement for the health systems, demonstrating an increase in life expectancy [2]. However, it
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also is associated with physical and cognitive changes
that push older adults to change their lifestyle, roles, and
social responsibilities.
Previous research in Chile about quality of life among
older adults showed that social relationships are an important aspect in this stage of life and are positively valued. Although 35% of those surveyed stated feel socially
isolated, which reflects the need to continue working on
this aspect [3, 4].
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Regarding physical illnesses, research shows it can significantly affect the presence of anxiety and depression
in older adults [5–7]. Likewise, chronic illnesses tend to
go hand in hand with disability and functional difficulties, which reduces activity and increases social isolation,
which is a risk for older adults [8].
Certain stressful factors can cause discomfort if the
person does not have coping strategies to suitably react
to these. In particular, social support is an important
coping strategy for older adults, among others [5].
Social support

Social support can be defined as the availability of
people on whom one can rely [9] or the amount of assistance received through interactions with other [8]. It
relates with the belief that the person is cared for and
considered, valued and loved by others, and is part of a
communication network [9, 10]. Social support is a
multidimensional phenomenon since it depends on the
socio-political context of the person, their socialization
process, and personal values, among other factors [8].
Social support is affected by its structure, direction,
type and sources of support. The structure considers the
size of the support network [11], whilst direction is related to the social support received and the social support perceived. The first considers the assistance
provided to the person by their support networks, while
the second is related to the individual’s perception that
receives the support regarding the satisfaction of their
needs [10].
The type of support refers to whether this is emotional
(physical affection and care), informational (providing
information and support), instrumental (concrete assistance, services, or material goods), or valuing (feedback
for self-assessment) [8, 11]. Regarding support sources,
those who provide or receive this support are considered. Here, family members, partners, friends, colleagues,
neighbors and pets stand out [12]. Research has shown
that quality of support in relation to its type has higher
impact on perceived social support and wellbeing in
comparison to the structure of support networks in
older adults. Similarly, in Chile elderlies have access to
other support sources which include religious groups
and community support from neighborhood and municipal centers [13]. Having a heterogenous support network has also been linked to better quality of life among
older adults [14].
Social support for older adults is a protective factor for
stressful life events. It improves mental health and mitigates the effects of depression, anxiety, low selfeffectiveness, stress, and social isolation [7, 8, 13, 14]. It
is also associated to increased longevity among older
adults [15], better quality of life in regard to health and
healthcare behavior [10, 11, 16].
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Ultimately, the presence of a support network for
older adults will facilitate the development of protective
factors surrounding physical and mental health, which
will improve their quality of life and allow them to enjoy
this period of life. This study focused on perceived social
support, that is referred to how older adults assess their
access to instrumental and/or expressive provisions [17],
and it also aims to differentiate between sources of support for older adults that tend, in general, to be lost and
reduced with age [6], which would allow generating interventions focused on maintaining active social relations in this stage of life.
Measuring social support

For a while now, research has been interested in measuring social support in the population, given its importance as a protective factor for life. This contributed to
the creation and validation of instruments that measured
this construct. Some well-known instruments to measure social support are ISEL-12 (Interpersonal Support
Evaluation List), the Social Support Questionnaire,
Social Provisions Scale, and the Multidimension Scale of
Perceived Social Support (MSPSS) [6].
The MSPSS scale is one of the most commonly used
scales to measure this construct [8]. It was originally created and piloted in American university students to differentiate three sources of perceived social support: Family
(FA), Friends (FR), and Significant others (SO) [17].
It is a quick application scale that is also easy to administer and use. This is a plus when the interviewee
has a limited time for the application, especially when
more than one scale is applied. On being short, it also
avoids that certain answers are marked randomly due to
tiredness and/or boredom [18–20].
Validation of the MSPSS

Besides the MSPSS’s administration advantages, it is important to gather evidence about its validity and reliability in different populations since social support tends to
vary depending on the age group. Likewise, cultural differences impact on the perception of social support,
which could affect the structural validity of the instrument [8].
Several studies had tested its factor structure in different populations like university students [17], medical
students [19], adult population [21], pregnant women
[22], women in the postpartum period [23], cancer patients [24], teenagers [25, 26], patients with chronic illnesses [27–29], incarcerated adults [20], family
caregivers [30], and older adults [3, 31–33], demonstrating excellent psychometric characteristics [3, 8, 18, 31].
The scale has been translated to different languages and
adapted to socio-economic settings in different countries
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[8]. Also, it is one of the few scales that identifies the
support source [6].
Most of the psychometric research has supported its
3-factors structure [17, 18, 20, 21, 23–27, 29–31], but
some studies have found support for a 2-factors solution
where Significant other’s factor merges with Family [3,
32, 33] or Friends [34]. Even a study has found a onefactor solution for the Hurdu version [22].
In older adults, Stanley found a 2-factors structure in a
population with a generalized anxiety disorder (GAD)
and a 3-factors structure for the control sample. In the
GAD sample, the Significant others factor merged with
the Family factor [32]. In Chile, Arechabala found the
same structure using an exploratory factor analysis
followed by confirmatory factor analysis [3]. Nevertheless, two later studies in this country, one in a sample of
older adults and another in a sample in diabetic population with an average age of 65, showed support for the
3-factor solution [29, 31].
These discrepancies in factor structure may be affected
by the individualistic or collectivist characteristics of
each social setting studied, which allows identifying the
diverse groups in a differentiated manner, or, on the
other hand, grouping them into a single collective [8].
Also, it may result of age or health, where younger
people tend to relate significant others to friends, and
older people or people with physical or psychological dependence tend to relate significant others to family [19,
32, 33].
To face this problem, Wongpakaran and team added the
note “Significant other excludes friends and family” in the
MSPSS’s Thai translation in order to help respondents to
distinguish significant others from the other groups. This
modified version has showed good fit indexes for a 3-factors
model in medical students [19] and older adults [33].
For this study, we used the Chilean translation of the
instrument made by Arechabala & Miranda [3]. This
version modifies answer options. In 1988, Zimet changed
the 5-point Likert scale of this original version for a 7point scale (1 = very strongly disagree to 7 = very
strongly disagree) to increase responser variability and
minimize a ceiling effect (Zimet), but in published studies, we can find both 5-point [9, 19, 21] of 7-point scale
versions [23, 24, 26, 32–35]. All of them from a stronger
disagreement to a stronger agreement.
But, in the pilot application of the Chilean translation,
Arechabala found that older adults showed difficulties in
using this agreement answers options. So, they adapted
MSPSS to a frequency scale with fewer alternatives. This
adaptation has been used in the three previous studies in
Chile that have sought to validate this instrument in
Chilean older adults [3, 29, 31]. These studies have certain aspects in common that represents limitations. All
of them use exploratory factor analysis (EFA), which
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must be complemented or replaced by confirmatory factor analysis (CFA) [6], which only Arechabala’s research
performed. They used samples below the suggested standards [36] and focus on the clinical population. The
samples were obtained from primary healthcare centers
and in the studies by the teams of Ortiz [29], and Arechabala [3] they included specifically diabetic or hypertensive patients, thus focusing on a very specific elderly
population that have chronic illnesses.
All of this makes it necessary to perform a psychometric analysis of MSPSS in a Chilean older adults’ general
sample, beyond the clinical population, using CFA.
In order to have complementary evidence of its validity and to assess how it behaves in heterogenous elderly
population that reflects the reality of the country, as well
as using larger samples, this study was set out to evaluate the factor structure and reliability of MSPSS in the
autonomous older adults of the Chilean Bío Bío Region.

Methods
A quantitative, psychometric study was run using
surveys.
Participants

The population comprised autonomous older adults
from the Chilean Bío Bío Region. Inclusion criteria were
defined so that these people were over 60 and were classified as autonomous (43 or more points on EFAM A
exam, applied by the Ministry of Health), and that they
have lived in the last 12 months in rural and urban areas
of the Bío Bío Region, Chile. Exclusion criteria were set
for those who are institutionalized and with diagnosis of
mental health disorders that affected their judgment of
reality (e.g. schizophrenia, etc.).
399 older adults were chosen, using a nonprobabilistic quota sample. We defined proportional
quotas to represent each of the 33 municipalities of the
Bío Bío Region. It resulted in a sample with a mean age
of 72.28, where the majority were women (54.6%) and
married (59.1%) (Table 1).
Instruments

Participants answered the Multidimensional Scale of
Perceived Social Support (MSPSS), developed by Zimet,
Dahlem, Zimet & Farley [17] and translated into Spanish
by Arechabala & Miranda [3]. MSPSS is free to use and
does not require a license. This scale presents 12 items
that gather information regarding social support perceived by people in three areas: family, friends, and significant others [17]. We used Arechabala’s adaptations
where participants must evaluate each collecting agent
and answer using a scale following the level which this
represents them, ranging from: 1 = Almost never to 4 =
Almost always.
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Table 1 Characterization of the sample of 399 autonomous
Chilean older adults
Variable

Description

Sex

Men: 180 (45.1%)
Women: 218 (54.6%)
Not informed: 1 (0.3%)

Age

M = 72.28; SD = 7.01; Min: 60; Max: 99

Marital Status

Single: 36 (9.0%)
Married: 236 (59.1%)
Live-in Partner: 9 (2.3%)
Separated: 30 (7.5%)
Widowed: 85 (21.3%)
Not informed: 3 (0.8%)

Educational attainment

Data analysis

Incomplete primary education: 78 (19.5%)

In order to analyze the factorial structure of the MSPSS
as evidence of its construct validity [36], we carried out
a confirmatory factor analysis (CFA). Previously, we
checked the assumption of multivariate normality
through the Mardia test. Due to the 4-points scale used
in this version, we used a Weighted Least Squares
Means and Variances adjusted estimation (WLSMV), a
robust estimation method that can provide accurate estimates and standard errors with ordinal data [37].
We used CFA to compare the goodness of fit of four
models for MSPSS supported by previous research:

Incomplete secondary education: 49 (12.3%)
Complete secondary education: 91 (22.8%)
Incomplete higher education: 7 (1.8%)
Complete higher education: 114 (28.6%)
Not informed: 1 (0.3%)
Very poor: 2 (0.5%)
Poor: 24 (6.0%)
Regular: 145 (36.3%)
Good: 201 (50.4%)
Very good: 25 (6.3%)
Not informed: 2 (0.5%)
Legally retired

No: 60 (15.0%)
Yes: 335 (84.0%)
Not informed: 4 (1.0%)

Remunerated work

Afterward, a team of trained survey-takers approached
older adults following the quotas established per municipality and, within these, randomly chose blocks to contact in their homes the participants who met the
eligibility criteria. Once contacted, survey-takers carried
out an informed consent procedure, where they explained to older adults the goals of the study, the type of
participation requested and the guarantees of voluntariness, confidentiality and anonymity of the provided information. After this, the survey-taker applied the survey
orally, registering the answers given.
We performed the survey in January 2019, and the entire application process of the battery of questionnaires
took between 50 and 60 min for each participant.

With studies: 29 (7.3%)

Complete primary education: 30 (7.5%)

Perceived state of health

Page 4 of 8

No: 320 (80.2%)
Yes: 71 (17.8%)
Not informed: 8 (2.0%)

A group of experts in the areas of psychology and geriatrics validated the translation into Spanish made by
Arechabala & Miranda. Also, this team uses a pilot application in older adults to make the answer options
understandable for local population [3].
In addition, participants completed a sociodemographic
questionnaire to gather descriptive data of the sample.
Supplementary file 1 shows the Spanish version of
these questionnaires applied in this study. Supplementary file 2 shows a proposed English version of them.

Procedure

First, we obtained the approval from the University of
Bio-Bio’s Ethics Committee.

A) the original 3-factors model (SO, FA, and FR) supported by most of the studies [17, 18, 20, 21, 23–27,
29–31];
B) the 2-factors model where SO merges with FA
(SO+FA and FR) that has been found in older
adults and people with dependence issues [3, 32];
C) the 2-factors models where SO merges with FR that
has been found in teenagers [34], and.
D) the one-factor model that has been found in Hurdu translation [22].
E) We assessed the fit quality of these models by using the
following statistics: a) CFI, b) TLI, c) RMSEA and a
90% confidence interval, and SRMR. For CFI and TLI,
values of 0.90 or higher indicate acceptable fit, and
values of 0.95 or higher indicated good fit. Values of less
than 0.08 for RMSEA and SRMR are acceptable and
under 0.06 represents excellent fit [38–41].
Finally, we evaluated the reliability of scales using Cronbach’s α and McDonald’s ω reliability coefficients, as the
latter offers a less biased estimation of reliability [42].
We used Mplus 8.4 for the data analysis.

Results
Mardia test showed that coefficients of asymmetry and
kurtosis resulted to be non-significant (p > .05).
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Table 2 shows descriptive statistics of each one of the
proposed factors, and evidence that both factors present
a negative asymmetric distribution, which is less pronounced in the factor of social support received from
Friends. Furthermore, the distribution of the three factors is clearly leptokurtic.
Table 3 shows the fit indexes of the four evaluated factor solutions. The four models presented CFI and TLI
index over 0.95, which showed an excellent fit, but the
3-factors model achieved the better fit of all of them.
Also, the SRMR indicated excellent fit only for the 3factors model (A) and for the 2-factors model that
merges Family and Significant others (C). Nevertheless,
RMSEA was over the cutoff point in the four cases,
showing a poor fit, even when the 3-factors model was
closer to acceptable performance.
After that, we explore the modification indexes, and
this analysis suggested that the more important was a
correlated error between items 1 and 10 in the factor
SO. However, its inclusion in the model only slightly improved the indicators. In fact, RMSEA showed perceptible changes only in the confidence interval.
Due to the model B implies the risk of an overspecified
model that could not be replicated in other samples, and
it did not represent a significant improve in our indexes,
we decided to support the model A.
Figure 1 shows the estimated parameters for model A.
The standardized loadings were from 0.943 to 0.968 for
the factor Friends, from 0.806 to 0.843 for the factor
Family, and from 0.975 to 0.908 for the factor Significant
others. The correlations between factors were between
0.700 and 0.929. The bottom of the image shows the
standardized errors for each item.
Finally, we calculated the reliability for the three factors. For the factor of social support received from the
Family, the Cronbach’s alpha was α = 0.858, while the
McDonald’s omega was ω = 0.972. For the factor of
Friends support, the Cronbach’s alpha was α = 0.941,
and the McDonald’s omega was ω = 0.937. And for the
factor of Significant other’s support, the Cronbach’s
alpha was α = 0.873, while the McDonald’s omega was
ω = 0.941.
All of them were qualifiable as good (> 0.8) or excellent (> 0.9) according to the classification of George &
Mallery [43].

Table 3 A comparison of the fit indexes of 3-factors, 2-factor,
and one-factor models for Chilean older adults
Factor

CFI

TLI

RMSEA (90% CI)

SRMR

A. 3 factors

0.991

0.989

0.082 (0.070–0.095)

0.035

B. 2 factors (FR + SO)

0.968

0.961

0.152 (0.141–0.164)

0.087

C. 2 factors (FA + SO)

0.989

0.986

0.091 (0.079–0.103)

0.042

D. 1 factor

0.965

0.957

0.158 (0.147–0.170)

0.100

0.991

0.989

0.082 (0.069–0.094)

0.034

a

E. 3 factors

Notes: TLI Tucker-Lewis Index; CFI comparative fit index; RMSEA root mean
square error of approximation; CI confidence interval; SRMR standardized rootmean-square residual; FR Friend; SO Significant other; FA Family; a Correlated
errors between items 1–10

Discussion
The validity of an instrument depends on the extent to
which it has a theory basis and empirical evidence for
the interpretation that is given in one use, in particular
[36]. In this case, the possibility of obtaining measurements from the Multidimensional Scale of Perceived Social Support (MSPSS) depends on the extent to which
the scientific community has evidence that underpins
the existence of these measurements.
The factorial analysis in this study assessed whether
MSPSS items expressed latent variables and whether
these were theoretically plausible. The results showed
that the best organization for the items is three factors,
which showed a better fit than the other competing
models. However, we cannot overlook that this solution
did not achieve an acceptable fit in one of the three
employed criteria: RMSEA.
The supported solution differentiates the perceived
support from Family, Friends, and Significant others. It
is entirely consistent with the original Zimet’s solution
from 1988 [17], found in university students from the
United States, and subsequently confirmed by studies in
different populations from the same country [20, 32],
and France [23], Thailand [33], Nigeria [25], España
[24], and Colombia [18]. Even previous studies in Chilean older adults that used the same MSPSS adaptation
we used in this research have endorsed those 3-factors
[19, 31].
In this way, this study leads to confirm the previous
evidence that de MSPSS measures are a valid approximation to assess perceived social support, differentiating
the three abovementioned sources. Nevertheless, we

Table 2 Descriptive statistics of the factors of the Multidimensional Scale of Perceived Social Support in the Chilean older adults
Factor

Mean

SD

Min

Max

Skewness

Kurtosis

P25

P50

P75

Family

14.16

2.90

4

16

−1.79

5.46

13

16

16

Friends

12.52

4.05

3

16

−0.93

2.56

10

14

16

Significant others

14.03

3.05

4

16

−1.72

5.24

13

16

16
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Fig. 1 Confirmatory factor analysis of the Multidimension Scale of Perceived Social Support in Chilean older adults

need new research to evaluate if the frequency 4-points
scale proposed by Arechabala [3] is restricting the variability of responses and producing the ceiling effect that
Zimet [17] adverted in 1988, but also if Chilean older
adults as others in developing countries could have an
adequate performance with five or seven alternatives.
Arechabala changed the quantity and the type of questions for those Chilean older adults, because they were
easier to understand for them. It could be related to the
fact that Chilean older than 60 years presents cognitive
impairment three times more frequently than the younger population, and its prevalence is thirty times higher
in adults over 80 years of age. Moreover, its risk is even
higher for retired people [44] that was over de 80% of
our sample.
Another problem in our solution was the high correlations between the three-factor (0.700 to 0.929), that were
superiors than those informed in previous studies that
endorsed the 3-factors model [17, 20, 24, 30, 35], but
similar to the correlations reported in Nigerian teenagers, were they were from 0.80 to 0.95 [25]. The highest
correlation was between Family’s and Significant others’
factors, putting in doubt it those factors are distinguishable, or it is best a solution the 2-factors solution (Model
C), as has been found in the first study with this MSPSS
adaptation [3]. As we said, Model C has been found in
other studies [3, 32], and it is plausible for older adults
given that their progressive functional limitations favor
family support [7] and make their contact with friends
difficult. However, upon remaining within the close circle of older adults, significant others and family would
not require that the elderly move to them. Also, increasing dependence, such as the related to aging, can impact
social resources and make less distinguishable the family
and significant others [32].
Nevertheless, even if Model C showed a good fit in almost every index and only was under the criterion in

RMSEA, like the 3-factors model, the latter showed
slightly better performance.
The high correlation between Significant others and
Family could be addressed by the solution proposed by
Wongpakaran and colleagues in 2012 [19], where they
added a note at the beginning of the questionnaire: “Significant other excludes friends and family”, that has
shown to improve the comprehension of the “significant
other” and has helped to identify the 3-factors solutions
in a subsequent study with older adults [33].
This is a way to analyze and improve MSPSS even
though it has obtained significant support to endorse a
3-factors solution, with excellent reliabilities, which indicates that the measurements are highly accurate and
would present a low error rate associated with the items
chosen in the instrument [36]. In fact, in this study0s reliabilities were qualifiable as good or excellent according
to George & Mallery guidelines [43].
But another pending reflection is if future versions
must consider other possible sources of support like
pets, neighbors, and colleagues [12]. This, despite that,
the last group is an unlikely source given that older
adults tend to be retired. In fact, in this study, more than
80% were retired or had wage-earning work.
Social support reduces mental health issues like depression, stress, anxiety, low self-effectiveness, and social
isolation [7, 8, 12], and improves the quality of life of
this population [10–12]. So, this evidence endorsing the
use of the MSPSS as a 3-factor measurement will support research in the area, to delve deeper into other ways
in which social support affects the life of older adults
and what the factors predict that the family, friends, and
significant others remain close and support this
population.
However, it is necessary to consider as limitations of
this study that the MSPSS is a measurement of support
perceived but not received. Therefore, it has to do with
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the extent to in which the subject feels that these three
groups (Family, Friends, and Significant others) satisfy
their needs and not whether these, in fact, do so [10].
But it does not imply perceived social support is less important. On the contrary, perceived social support would
have a more significant effect in mental health than objective one [33], it is related to structural and cognitive
social capital [9], and empirical evidence reports that
higher perceived social support is related to healthrelated behaviors, less anxiety, lower depression disorders, less utilization of health services, cognitive function, and even lower mortality in older adults [9, 32].
On the other hand, although the Chilean Bío Bío Region is geographically different from the Metropolitan
Region where the capital of Chile is located, and where
Arechabala & Miranda [3] performed their study, and
the cities of Temuco [29] or Chillán [31] were the others
study took plase. Compared to Metropolitan Region, Bío
Bío is pretty similar at a domestic level: they are two of
the three most urbanized and densely populated areas of
the country (461.8 inhabitants by km2 in the Metropolitan Region and 289.8 inhabitants by km2 in the Bío Bío
Region). They have very high Human Development Indexes, with 0.874 in the Metropolitan Region and 0.817
in the Bío Bío Region, and have an older adults’ population of slightly over 10 % [1]. For this reason, assessing
whether the instrument works similarly in other contexts, both in Chile and in other Spanish-speaking countries, with less urbanization and population density, is
still pending.
In the same way, to improve the studies on MSPSS,
evaluating its criterion validity with measurements of
objective support received and the wellbeing of older
adults in the future is pending, as is making a transcultural analysis of the operation of this instrument in
different countries and realities for an aging population.

Page 7 of 8

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-021-02404-6.
Additional file 1: Supplementary file 1 Spanish version survey.
Additional file 2: Supplementary file 2 Proposed English version
survey
Acknowledgements
‘Not Applicable’.
Authors’ contributions
CP: conception, design of the work, interpretation of data, drafted the work,
and revised it. JCB: conception, drafted the work, and revised it. MJS: design
of the work, and drafted the work. SC: Analysis, interpretation and draft
revision. All authors have read and approved the final manuscript.
Funding
This work was funded by the CONICYT FONDECYT 1171037 project and the
ANID FONDECYT 1201987. The funders have not played a role in the design,
conduct, or analysis of the study.
Availability of data and materials
The datasets used during the current study are available from the
corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
In order for the study to be carried out, permission was obtained the Ethics
Committee of Bío-Bío University.
Informed consent was obtained from all individual participants included in
the study. Participation in the study was voluntary, and written consent was
obtained from the participants. The participants were informed verbally and
in written form that they could withdraw from the study any time without
giving any reason.
Consent for publication
‘Not Applicable’.
Competing interests
Juan Carlos Briede W. and Cristhian Pérez has received a research grant from
the Chilean National Commission for Scientific and Technological Research
(CONICYT). All other authors declare no competing interests.
Author details
Department of Medical Education, Universidad de Concepción, Víctor Lamas
1290, Concepción, Chile. 2Department of Engineering Design, Universidad
Técnica Federico Santa María, Avda. España, 1680 Valparaíso, Chile. 3Statistics
Department, Universidad del Bío-Bío, Avda. Collao, Concepción 1202, Chile.
1

Conclusions
The results support the existence of three factors for the
Multidimensional Scale of Perceived Social Support
(MSPSS), differentiating the perceived support from
Family, Friends, and Significant others. This solution is
theoretically consistent and coherent with the literature,
which is why it is presented as evidence in favor of using
MSPSS as a 3-factors measurement of the support received. Likewise, its factors present good or excellent
reliability, evidencing a high accuracy in their
measurements.
Abbreviations
MSPSS: Multidimensional scale of perceived social support; TLI: Tucker-lewis
index; SRMR: Standardized root mean-square; CFI: Comparative fit index;
RMSEA: Root mean square error of approximation; FR: Friend; SO: Significant
other; FA: Family

Received: 11 February 2021 Accepted: 26 July 2021

References
1. INE. Entrega resultados definitivos CENSO 2017. Inst Nac Estad. 2018;1:171.
https://www.censo2017cl/memoria/descargas/memoria/libro_memoria_
censal_2017_finalpdf. Accessed 2 Dec 2019.
2. Bayarre HD. Múltiples perspectivas para el análisis del envejecimiento
demográfico. Una necesidad en el ámbito sanitario contemporáneo. Rev
Cub Salud Públ. 2017;43:313–6.
3. Arechabala MC, Miranda C. Validación de una escala de apoyo social
percibido en un grupo de adultos mayores adscritos a un programa de
hipertension de la region metropolitana. Cienc y Enferm. 2018;8(1):49–55.
https://doi.org/10.4067/S0717-95532002000100007.
4. Programa Adulto Mayor UC. Chile y sus mayores. Santiago, Chile: Pontificia
Universidad Católica de Chile; 2017.
5. Paukert AL, Pettit JW, Kunik ME, Wilson N, Novy DM, Rhoades HM, et al. The
roles of social support and self-efficacy in physical health’s impact on

Pérez-Villalobos et al. BMC Geriatrics

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.
21.

22.

23.

24.

(2021) 21:461

depressive and anxiety symptoms in older adults. J Clin Psychol Med
Settings. 2010;17(4):387–400. https://doi.org/10.1007/s10880-010-9211-6.
Aiba M, Tachikawa H, Fukuoka Y, Lebowitz A, Shiratori Y, Doi N, et al.
Standardization of brief inventory of social support exchange network
(BISSEN) in Japan. Psychiatry Res. 2017;253:364–72. https://doi.org/10.1016/j.
psychres.2017.03.056.
Warner CB, Roberts AR, Jeanblanc AB, Adams KB. Coping resources,
loneliness, and depressive symptoms of older women with chronic illness. J
Appl Gerontol. 2019;38(3):295–322. https://doi.org/10.1177/073346481
6687218.
Dambi JM, Corten L, Chiwaridzo M, Jack H, Mlambo T, Jelsma J. A
systematic review of the psychometric properties of the cross-cultural
translations and adaptations of the multidimensional perceived social
support scale (MSPSS). Health Qual Life Outcomes. 2018;16(1):1–19. https://
doi.org/10.1186/s12955-018-0912-0.
Cao W, Li L, Zhou X, Zhou C. Social capital and depression: evidence from
urban elderly in China. Aging Ment Health. 2015;19(5):418–29. https://doi.
org/10.1080/13607863.2014.948805.
Jalali-Farahani S, Amiri P, Karimi M, Vahedi-Notash G, Amirshekari G, Azizi F.
Perceived social support and health-related quality of life (HRQoL) in
Tehranian adults: Tehran lipid and glucose study. Health Qual Life
Outcomes. 2018;16(1):90. https://doi.org/10.1186/s12955-018-0914-y.
De Bardi S, Lorenzoni G, Gregori D. Social support to elderly pacemaker
patients improves device acceptance and quality of life. Eur Geriatr Med.
2016;7(2):149–56. https://doi.org/10.1016/j.eurger.2016.02.001.
Tomaka J, Thompson S, Palacios R. The relation of social isolation, loneliness,
and social support to disease outcomes among the elderly. J Aging Health.
2006;18(3):359–84. https://doi.org/10.1177/0898264305280993.
Gallardo-Peralta LP, Sanchez-Moreno E, Arias-Astray A,Barron Lopez-De-Roda
A. Elementos estructurales de la red social, fuentes de apoyo funcional,
reciprocidad, apoyo comunitario y depresión en personas mayores en Chile.
Anal Psicol. 2015;31(3):1018–29. https://doi.org/10.6018/analesps.31.3.172861.
Gallardo-Peralta LP, de Roda ABL. Ángeles Molina- Martínez M, Schettini del
moral R. Family and community support among older Chilean adults: the
importance of heterogeneous social support sources for quality of life. J
Gerontol Soc Work. 2018;61(6):584–604. https://doi.org/10.1080/01634372.2
018.1489928.
Brown SL, Nesse RM, Vinokur AD, Smith DM. Providing social support may be
more beneficial than receiving it: results from a prospective study of mortality.
Psychol Sci. 2003;14(4):320–7. https://doi.org/10.1111/1467-9280.14461.
Giena VP, Thongpat S, Nitirat P. Predictors of health-promoting behaviour
among older adults with hypertension in Indonesia. Int J Nurs Sci. 2018;5(2):
201–5. https://doi.org/10.1016/j.ijnss.2018.04.002.
Zimet GD, Dahlem NW, Zimet SG, Farley GK. The multidimensional scale of
perceived social support. J Pers Assess. 1988;96(1):103–12. https://doi.org/1
0.1080/00223891.2013.838170.
Trejos-Herrera AM, Bahamón MJ, Alarcón-Vásquez Y, Vélez JI, Vinacciac S.
Validity and reliability of the multidimensional scale of perceived social
support in colombian adolescents. Psychosoc Interv. 2018;27(1): 56–63.
https://doi.org/10.5093/pi2018a1.
Wongpakaran N, Wongpakaran T. A revised Thai multi-dimensional scale of
perceived social support. Span J Psychol. 2012;15(3):1503–9. https://doi.
org/10.5209/rev_sjop.2012.v15.n3.39434.
Wittenborn A, Natamba B, Rainey M, Zlotnick C, Johnson J. J Community
Psychol. 2020;48(3):960–76. https://doi.org/10.1002/jcop.22315.
Santiago PHR, Quintero A, Haag D, Roberts R, Smithers L, Jamieson L. Drop-the-p:
Bayesian CFA of the multidimensional scale of perceived social support in Australia.
Front Psychol. 2021;12:542257. https://doi.org/10.3389/fpsyg.2021.542257.
Akhtar A, Rahman A, Husain M, Chaudhry IB, Duddu V, Husain N.
Multidimensional scale of perceived social support: psychometric properties
in a south Asian population. J Obstet Gynaecol Res. 2010;36(4):845–51.
https://doi.org/10.1111/j.1447-0756.2010.01204.x.
Denis A, Callahan S, Bouvard M. Evaluation of the French version of the
multidimensional scale of perceived social support during the postpartum period.
Matern Child Health J. 2015;19(6):1245–51. https://doi.org/10.1007/s10995-014-1630-9.
Calderón C, Ferrando PJ, Lorenzo-Seva U, Gómez-Sánchez D, FernándezMontes A, Palacín-Lois M, et al. Multidimensional scale of perceived social
support (MSPSS) in cancer patients: psychometric properties and
measurement invariance. Psicothema. 2021;33(1):131–8. https://doi.org/10.
7334/psicothema2020.263.

Page 8 of 8

25. Aloba O, Opakunle T, Ogunrinu O. Psychometric characteristics and
measurement invariance across genders of the multidimensional scale of
perceived social support (MSPSS) among Nigerian adolescents. Health
Psychology Report. 2019;7(1):69–80. https://doi.org/10.5114/hpr.2019.82629.
26. Navarro-Loli JS, Merino-Soto C, Dominguez-Lara S, Lourenço A. Estructura
interna de la Multidimensional Scale of Perceived Social Support (MSPSS) en
adolescentes peruanos. Rev Argent Cienc Comportamiento. 2019;11(1):38–
47. https://doi.org/10.32348/1852.4206.v11.n1.21532.
27. De Maria M, Vellone E, Durante A, Biagioli V, Matarese M. Psychometric
evaluation of the multidimensional scale of perceived social support (MSPS
S) in people with chronic diseases. Ann Ist Super Sanita. 2018;54(4):308–15.
https://doi.org/10.4415/ANN_18_04_07.
28. Park H, Nguyen T, Park H. Validation of multidimensional scale of perceived
social support in middle-aged Korean women with diabetes. Asia Pac J Soc
Work. 2012;22(3):202–13. https://doi.org/10.1080/02185385.2012.691719.
29. Ortiz MS, Baeza MJ. Propiedades psicométricas de una escala para medir
apoyo social percibido en pacientes chilenos con diabetes tipo 2. Univ.
Psychol. 2011;10(1):189–96. https://doi.org/10.11144/Javeriana.upsy10-1.
ppem.
30. Cartwright AV, Pione RD, Stoner CR, Spector A. Validation of the
multidimensional scale of perceived social support (MSPSS) for family
caregivers of people with dementia. Aging Ment Health. 2020;10:1–8.
https://doi.org/10.1080/13607863.2020.1857699.
31. Pinto C, Lara R, Espinoza E, Montoya P. Psychometric properties of the scale
perceived social support Zimet in older adults of primary health care. Index
de Enfermería. 2014;23(1-2):85–9. https://doi.org/10.4321/S1132-12962014
000100018.
32. Stanley MA, Beck JB, Zebb BJ. Psychometric properties of the MSPSS in
older adults. Aging Ment Health. 1998;2(3):186–93. https://doi.org/10.1
080/13607869856669.
33. Wongpakaran T, Wongpakaran N, Sirirak T, Arunpongpaisal S, Zimet G.
Confirmatory factor analysis of the revised version of the Thai
multidimensional scale of perceived social support among the elderly with
depression. Aging Ment Health. 2018;22(9):1143–8. https://doi.org/10.1
080/13607863.2017.1339778.
34. Chou KL. Assessing Chinese adolescents’ social support: the
multidimensional scale of perceived social support. Pers Individ Dif. 2000;
28(2):299–307. https://doi.org/10.1016/S0191-8869(99)00098-7.
35. Khatiwada J, Muzembo BA, Wada K, Ikeda S. The effect of perceived social
support on psychological distress and life satisfaction among Nepalese
migrants in Japan. PLoS One. 2021;16(2):e0246271. https://doi.org/10.1371/
journal.pone.0246271.
36. Martinez MR, Hernández MJ, Hernández MV. Psicometría. 1st ed. Madrid,
Spain: Alianza; 2007.
37. Flora DB, Curran PJ. An empirical evaluation of alternative methods of
estimation for confirmatory factor analysis with ordinal data. Psychol
Methods. 2004;9(4):466–91. https://doi.org/10.1037/1082-989X.9.4.466.
38. Brown TT. Confirmatory factor analysis for applied research. New York:
Guilford Press; 2006.
39. Hu LT, Bentler PM. Cutoff criteria for fit indexes in covariance structure
analysis: conventional criteria versus new alternatives. Struct Equ Model
Multidiscip J. 1999;6(1):1–55. https://doi.org/10.1080/10705519909540118.
40. Kline RB. Principles and practice of structural equation modeling. 2nd ed.
New York: Guilford; 2005.
41. West SG, Taylor AB, Wu W. Model fit and model selection in structural
equation modeling. Handbook of structural equation modeling. United
States: Guilford press; 2012.
42. Dunn TJ, Baguley T, Brunsden V. From alpha to omega: a practical solution
to the pervasive problem of internal consistency estimation. Br J Psychol.
2014;105(3):399–412. https://doi.org/10.1111/bjop.12046.
43. George D, Mallery P. SPSS for windows step by step: a simple guide and
reference. 7th ed. Boston: Allyn&Bacon; 2010.
44. Martínez-Sanguinetti MA, Leiva AM, Petermann-Rocha F, Troncoso-Pantoja
C, Villagrán M. Lanuza-Rilling et al. Factores asociados al deterioro cognitivo
en personas mayores en Chile. Rev méd Chile. 2019;147(8):1013–23. https://
doi.org/10.4067/S0034-98872019000801013.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

