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Although computer-mediated support groups have been argued to be beneficial

for individuals coping with health-related stigma, few studies have explored how

communication processes may moderate perceptions of stigma and health outcomes.

Increasing our understanding of the relationships among these variables may help to

inform social support interventions for individuals facing stigmatized health issues.

Drawing from the optimal matching model, the reported study examined the relation-

ships among strong-tie/weak-tie support network preference and health-related stigma

for stress and depression among members of health-related computer-mediated support

groups. The results indicated that health-related stigma was positively associated with

preference for weak-tie support, and preference for weak-tie support was found to

moderate the relationship between stigma and both stress and depression. The

implications of the findings for the role of on-line weak-tie network supportive

relationships in reducing stigma and its application to developing support-focused

health interventions and segmenting potential intervention participants are discussed.
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In recent years, social support researchers have become increasingly interested in the

capabilities of computer-mediated communication for supplementing (and some-

times replacing) traditional face-to-face social support networks (Rains & Keating,

2011; Turner, Grube, & Meyers, 2001; Wright & Miller, 2010). The concept of support
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network preference within computer-mediated contexts*involving the degree to

which one prefers social support from people who are interpersonally close (i.e.,

strong ties) or more distant (i.e., weak ties)*appears to be an important variable in

the process of social support mobilization (Wright & Miller, 2010; Wright, Rains, &

Banas, 2010). Scholars have known for decades that the support, validation, and

assistance we receive from our social network members can have a positive influence

on our mental and physical health (see Berkman & Syme, 1979; Cohen, 1988;

Cutrona & Suhr, 1992). In addition, there is considerable evidence that people differ

in their preference for strong-tie versus weak-tie social support in both face-to-face

and computer-mediated contexts (Adelman, Parks, & Albrecht, 1987; Walther &

Boyd, 2002; Wright & Bell, 2003) depending upon the type of support they are

seeking. However, with the advent of computer-mediated social support, researchers

have become interested in assessing the degree to which on-line supportive

relationships (including weak ties) are linked to positive health outcomes (Rains &

Young, 2009; Shaw, Hawkins, McTavish, Pingree, & Gustafson, 2006).

Health-related stigma is a significant problem that many individuals facing health

concerns have to deal with on a daily basis (Herek & Glunt, 1988). Health-related

stigma is defined in this project at the individual level involving an individual’s

perception that her or his health condition represents a mark of discredit (Goffman,

1963). A plethora of deleterious outcomes have been linked with health-related stigma

ranging from reductions in the size of individuals’ support networks and problems

discussing health concerns with others to reduced compliance with treatment

recommendations and increased health problems (Rosman, 2004; Vanable, Carey,

Blair, & Littlewood, 2006). Two noteworthy consequences of perceived health-related

stigma, which also serve as the outcome variables examined in this study, are stress and

depression (Riggs, Vosvick, & Stallings, 2007; Vanable, Carey, Blair, & Littlewood,

2006; Wolitski, Pals, Kidder, Courtenay-Quirk, & Holtgrave, 2008). Stress and

depression represent general indicators of one’s health status and coping resources

that are applicable across a range of specific health conditions. Moreover, stress and

depression have been linked to a multitude of health problems, including alcohol and

substance abuse, increased usage of tobacco products, anxiety and related mental-

health problems, reduced immune system functioning, and increased physical-health

problems (Ernst & Cacioppo, 1998; Duncan, Hart, Scoular, & Bigrigg, 2001).

For individuals who perceive their health condition to be stigmatized, computer-

mediated support groups may be an important avenue to acquire coping resources

such as access to on-line weak ties and weak-tie support (Wright & Bell, 2003; Wright

et al., 2010). Weak ties offer several advantages relative to strong ties such as family and

friends, including being less judgmental and more objective, offering unique

information, and a reduced potential for role conflict (Wright & Miller, 2010).

Applied communication researchers (and applied scholars from other disciplines)

have become increasingly interested in computer-mediated support groups as a way to

supplement (or replace) traditional face-to-face support networks as part of a broader

health intervention (Houston, Cooper, & Ford, 2002; Shaw et al., 2006). The growth of

health-related computer-mediated support groups in recent years and their use in
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formal interventions makes it important for researchers to evaluate if and how

characteristics of weak-tie support might help mitigate some of the deleterious

outcomes of health-related stigma. Such evidence would be useful for developing

computer-mediated support interventions for people who feel stigmatized by

members of their face-to-face social networks due to their health condition.

Interventions could be structured to encourage the development of a community of

weak ties. Moreover, it may be possible to use preference for weak-tie support as an

individual difference factor to segment potential intervention participants and identify

individuals who would be most likely to benefit from the support intervention.

Drawing from the optimal matching model of social support (Cutrona & Russell,

1990), the purpose of the current study was to examine the implications of strong-tie/

weak-tie support network preference and health-related stigma for stress and

depression among members of health-related computer-mediated support groups.

Toward that end, we examine literature on the optimal matching model, strong-tie/

weak-tie network preference, and health-related stigma. Next, we advance several

hypotheses stemming from this body of theory/research, followed by a report of a

study conducted by the researchers to test these hypotheses. Finally, we provide a

discussion of the theoretical implications and potential applications of the study

findings for computer-mediated support interventions.

Social Support and the Optimal Matching Model

Perceived social support has been linked to reductions in mental and physical health

symptoms, reduced depression and stress, and increases in one’s sense of well-being

(Lett et al., 2007; Wills & Shinar, 2000). However, people often differ in terms of the types

of support they find useful due to factors such as the context of the stressful situation

they are facing, their perceived coping skills, and their relationship with the support

provider (Cutrona & Russell, 1990). The optimal matching model (Cutrona & Russell,

1990) suggests that matching the specific type of support offered with the dimensions of

a stressor (e.g., desirability, controllability, life domain, and duration of consequences)

produces the most positive outcomes. More generally, the model is grounded in the

notion that a match between the needs of support seekers and the resources/abilities of

support providers is important in terms of coping with the many relational challenges

associated with communicating social support. For example, if an individual is seeking

emotional support and validation for a health concern and he or she perceives that

members of his or her support network have competently listened, expressed empathy,

and acknowledged the severity of the issue, then this would be considered an example of

an optimal match between the support seeker and support providers.

People tend to make decisions regarding approaching potential supporters based

on the perception that members of their network will be able to meet their specific

need(s) for support as well as their relational needs. Cutrona and Russell (1990)

contend that optimal matches in supportive episodes may lead to more positive

perceptions of relational partners and the type of support that is being offered, and

this, in turn, may ultimately influence positive health outcomes. Yet it is also possible
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that a recipient of support may perceive some types of support negatively (which is

often the case among strong ties who react negatively to stigmatized health

conditions), and this may negate the positive effects of the supportive attempt, or

it may actually have a negative impact on health or quality of life (Dakof & Taylor,

1990; Dunkel-Schetter & Wortman, 1982). There is evidence to suggest that weak ties

accessed via computer-mediated communication might be particularly valuable when

strong ties are unable or unwilling to provide support. Rains and Keating (2011), for

example, found that the health bloggers in their sample who received the least social

support from their friends and family most benefited from the support provided by

blog readers. Their findings underscore the potential utility of weak ties accessed via

computer-mediated communication as a source of social support.

Weak-Tie Support Network Preference and Computer-Mediated Support

The concept of support network preference within computer-mediated contexts

appears to be an important variable in the process of social support mobilization

(Wright & Miller, 2010; Wright et al., 2010). There is evidence that people differ in their

preference for strong-tie versus weak-tie social support in both face-to-face and

computer-mediated contexts depending upon the type of support they are seeking and

characteristics of their weak-tie and strong-tie social networks (Adelman et al., 1987;

Walther & Boyd, 2002; Wright & Bell, 2003). Weak ties consist of individuals who do

not have a close personal relationship, but rely on one another for social support.

Support from weak ties often differs from (and is sometimes perceived as more useful

than) support offered among stronger ties such as friends and family (Adelman et al.,

1987; Granovetter, 1973). Wright and Miller (2010) identify several key characteristics

of weak-tie support. Relative to strong ties, weak ties can provide access to diverse

points of view and information, present less risk associated with disclosing

information, offer more objective feedback, and require less role obligation such as

reduced pressure on the support receiver to reciprocate information and assistance.

They developed a measure of strong-tie/weak-tie support preference to make it possible

to empirically assess the degree to which an individual prefers support from weak ties.

Computer-mediated networks appear to be a particularly useful resource for

connecting to weak ties and weak-tie support (Rains & Keating, 2011; Walther &

Boyd, 2002; Wright & Bell, 2003). Indeed, Wright and colleagues (Wright & Miller,

2010; Wright et al., 2010) highlight preference for weak tie support as one factor

motivating individuals to use computer-mediated support groups. Members of

computer-mediated support groups represent a unique coping resource because they

are facing or have faced the same health condition, but tend to lack the shared history

and competing interests found in close personal relationships. These characteristics of

computer-mediated support group members increase the potential that support

seekers will receive relatively objective feedback and novel information as well as

empathy and understanding. Wright and Miller (2010) found that computer-

mediated support group members dealing with sensitive health problems were more

312 K. B. Wright & S. A. Rains



likely to prefer weak-tie support than undergraduate students who were not dealing

with sensitive health problems/issues.

Health-Related Stigma

Drawing upon Goffman’s (1963) original notion of stigma, a number of social scientists

have extended this concept into the area of health (Berger et al., 2005; Herek & Glunt,

1988; Link et al., 1992). Smith (2011, p. 455) refers to stigma as ‘‘a leading barrier to

health promotion, treatment, and social support for those facing health challenges.’’

Stigma involves the possession of a discrediting mark that is recognized among a social

group (Goffman, 1963). Berger, Ferrans, and Lasley (2001) conceptualize health-related

stigma as one’s awareness of the potential for social disqualification, reduced

opportunities, and changes in self-perception. They operationalize health-related

stigma as a multidimensional construct involving negative social consequences,

concerns with disclosing one’s illness status, negative self-image, and concerns with

public attitudes about one’s illness.

Stigma is a social construct and, as a result, is not an objective feature of a

particular health condition. Stigma is created through the interactions of the

stigmatized and stigmatizers and may evolve over time (Meisenbach, 2010; Smith,

2007). Health-related stigma has important implications for communication and

interaction with others. In her theory of stigma communication, Smith (2007)

notes that stigma can lead to social withdrawal and social rejection. Indeed,

individuals with stigmatized health conditions report that members of their social

network often avoid talking about their condition, avoid contact with them, and

express less empathy toward them compared to people without a stigmatized

health condition (Hebl, Tickle, & Heatherton, 2000; Rush, 1998). Moreover,

individuals with stigmatized health conditions may face challenges making

disclosures about their health (Greene, 2009). Steuber and Solomon (2011), for

example, reported that stigma-related concerns with disclosure were negatively

associated with the revelation of information about infertility among men in their

sample.

Health-related stigma is also associated with a range of deleterious health

outcomes (Rosman, 2004; Sirey et al., 2001; Vanable et al., 2006). Although there

are several different perspectives about the effects of stigma on health, one line of

thought is that stigmatization may contribute to chronic stress and thereby threaten

or diminish well-being (Link & Phelan, 2006; Miller & Major, 2000). In this project,

we focus on perceived stress and depression. Both depression (Vanable et al., 2006)

and perceived stress (Riggs et al., 2007; Wolitski et al., 2008) have been shown to be

associated with health-related stigma and serve as valuable indicators of the degree to

which stigma is taxing one’s coping resources. Additionally, stress and depression

have been linked to other significant health problems ranging from alcohol and

substance abuse to reduced immune system functioning (Ernst & Cacioppo, 1998;

Duncan et al., 2001).
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Hypotheses

Although relatively few researchers have used the optimal matching model (Cutrona

& Russell, 1990) to investigate computer-mediated support in general or weak-tie

support preference (see Eichhorn, 2008; Turner et al., 2001 for exceptions), the

studies that have been conducted suggest that this perspective may help to provide

important insights into the needs of individuals who seek computer-mediated

support and the outcomes of support seeking. The optimal matching model suggests

that perceived health-related stigma may be positively associated with preference for

weak-tie support. As previously noted, stigma involves a reduced sense of self-worth,

the potential for social rejection, and/or a reluctance to discuss one’s illness (Berger et

al., 2001; Rosman, 2004; Vanable et al., 2006). Each of these elements of stigma may

make weak ties a particularly attractive support resource. Weak ties are distinct from

strong ties in that they may represent reduced risk associated with disclosure, fewer

role obligations, and a more objective perspective of one’s circumstances (Adelman

et al., 1987; Wright & Miller, 2010). As such, it seems plausible that individuals who

perceive their illness to be stigmatizing may have a greater preference for weak-tie

support.

H1: Perceived health-related stigma is positively associated with preference for
weak-tie support.

Beyond preferring weak ties, the optimal matching model of social support

(Cutrona & Russell, 1990) suggests that a preference for weak-tie support may help

mitigate some of the deleterious outcomes associated with stigma among members of

computer-mediated support groups. Most relevant to this project, stigma has been

linked with stress and depression in previous research (Riggs et al., 2007; Vanable et al.,

2006; Wolitski et al., 2008). Social support may serve to foster improvements in one’s

psychosocial well-being (Fenlason & Beehr, 1994; Lieberman & Goldstein, 2005;

Wright, Rosenberg, Egbert, Ploeger, Bernard, & King, in press), particularly in cases

where there are problems obtaining adequate support within traditional networks

(Rains & Keating, 2011; Wright & Bell, 2003). As such, it seems plausible that

preference for weak-tie support might moderate the relationships between stigma and

both stress and depression among members of computer-mediated support groups.

The deleterious consequences of stigma may be mitigated among support group

members who prefer weak ties. The unique concerns of stigmatized individuals related

to social rejection, a reluctance to disclose, and decreased feelings of self worth may be

most effectively met by weak ties who may offer more objective feedback, reduced role

obligation, and less risk associated with disclosure. In short, the stigma-related needs

and concerns of computer-mediated support group members may be better met

among members who have a greater preference for weak ties than members who do

not have as strong a preference for weak ties and, thus, members with a greater

preference for weak ties will be less subject to the deleterious consequences of stigma in

the form of depression and stress.
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H2: Perceived health-related stigma is positively associated with (a) depression
and (b) stress.

H3: Preference for weak-tie support moderates the relationships between
perceived health-related stigma and (a) depression and (b) stress. The
relationships between health-related stigma and both depression and stress
are weaker among individuals who have a relatively greater preference for
weak-tie support.

Method

Respondents

Respondents were recruited from 40 computer-mediated support groups dedicated

to one or more specific health conditions. The consent of the administrator for each

group was first secured, and then a brief description of the study, invitation to

participate, and a link to the online questionnaire were posted to each support group.

A total of 135 respondents completed the questionnaire. Respondents ranged in age

from 19 to 85 (M �51.90, SD �13.23). Respondents were more likely to be female

(75%; n �101) and white (95%; n �128). Respondents reported visiting support

groups about one or more health topics including, but not limited to: Addison’s

disease, Alzheimer’s disease, bipolar disorder, bulimia, cancer, diabetes, depression,

epilepsy, gout, hepatitis, infertility, joint replacement, prostate cancer, rheumatoid

arthritis, and weight-loss surgery.

Measures

Preference for weak-tie support was measured using Wright and Miller’s (2010) weak-

tie/strong-tie support network preference scale, which contains four dimensions:

comfort, risk, utility, objectivity. The 19-item measure evaluates the degree to which

respondents prefer support from weak or strong ties. Sample items representing each

of the four dimensions of the measure include: ‘‘I feel comfortable discussing my

problems with close friends and family’’ (reverse scored), ‘‘It is less risky to discuss

my problems with people who are not as intimate with me as close friends and family

members,’’ ‘‘I find people who don’t know me very well see things more objectively

than my family and close friends,’’ and ‘‘People who don’t know me very well are less

likely to pass judgment on me.’’ Ratings were made on a 5-point scale with the

anchors (1) strongly disagree and strongly agree (5). All 19 items were combined to

form a single measure of respondents’ preference for weak-tie support (M �3.08,

SD � .67, a�.92).

Health-related stigma was measured using 15 items representing the personalized

stigma, disclosure concern, and negative self-image dimensions of the HIV stigma

scale (Berger et al., 2001). All items were adapted to be applicable to a range of health

conditions. Sample items from each of the three subscales include: ‘‘I have lost friends

due to telling them I have my health condition,’’ ‘‘I am very careful whom I tell about

my health condition,’’ and, ‘‘I feel I’m not as good as others because of my health

condition.’’ Ratings were made on a five-point scale with the anchors strongly disagree
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(1) and strongly agree (5). The three subscales were strongly correlated (r � .49 to

.65). Items from the three subscales were combined to form a single measure

representing the degree to which respondents perceived their self-with-illness to be

stigmatized (M �2.46, SD � .93, a�.95).

Perceived stress was assessed using 10 items from the global measure of perceived

stress (GMPS) scale (Cohen, Kamarck, & Mermelstein, 1983). The GMPS evaluates

the amount of stress one experienced during the previous month. Sample items

include: ‘‘In the last month, how often have you found that you could not cope with

all the things that you had to do,’’ and, ‘‘In the last month, how often have you felt

nervous and stressed?’’ Ratings were made on a 5-point scale with the anchors never

(1) and often (5). All 10 times were combined to form a single measure representing

respondents’ level of perceived stress during the prior month (M �2.69, SD�.75,

a�.91).

Depression was evaluated with the 21-item Beck depression inventory (BDI; Beck,

Steer, & Brown, 1996). Sample items include: ‘‘I don’t feel like doing regular activities

or things I used to do,’’ and ‘‘I would say I am depressed.’’ Ratings were made on a

5-point scale with the anchors never (1) and often (5). All 21 items were combined to

form a single measure representing respondents’ level of depression during the

previous month (M �2.16, SD � .82, a�.95).

Control Variables

Granted prior research demonstrating the influence of age (e.g., Mirowsky & Ross,

1992), sex (e.g., Kessler, McGonagle, Swartz, Blazer, & Nelson, 1993), and health

status (e.g., Stewart et al., 1989) on depression or stress, these three variables were

included as control variables in the analyses. Respondents self-reported their age

(M �51.90, SD �13.23) and sex (75% female). Health status was measured using a

single item from the medical outcomes study short form (SF-8; Ware, Kosinski,

Dewey, & Gandek, 2001). Respondents reported their overall health during the

previous week on a six-point scale with the anchors very poor (1) and excellent (6)

(M �3.34, SD �1.27).

Results

Preliminary Analyses

Confirmatory factor analyses (CFAs) were conducted for the measures of depression,

stress, stigma, and preference for weak-tie support. Following the recommendations

made by Hu and Bentler (1999), model fit was determine to be acceptable when the

comparative fit index (CFI) value was greater than or equal to .96 and the

standardized root mean-squared residual (SRMR) value was less than or equal to

.10. The fit indices demonstrate that the measures of depression, x2 (df �189) �
482.63, pB.01, CFI�.96, SRMR�.06, stress, x2 (df �34) �83.41, pB.01, CFI�
.97, SRMR�.05, stigma, x2 (df �87) �178.52, pB.01, CFI�.97, SRMR�.08, and

preference for weak-tie support, x2 (df �146) �287.61, pB.01, CFI�.96, SRMR�
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.07, adequately fit the sample data. In addition to the CFAs, the data were inspected

for univariate and multivariate outliers. No outliers were detected.

Health-Related Stigma as a Predictor of Weak-Tie Preference

Hypothesis 1 forwarded that health-related stigma predicts preference for weak-tie

support. A single regression model was constructed to test this hypothesis.

Respondents’ age, sex, and health status were entered in the first block of the model

as control variables. Stigma was entered in the second block of the model. Preference

for weak-tie support served as the outcome variable.

The results of the model support Hypothesis 1. The control variables explained 7%

of the variance in preference for weak-tie support. After accounting for the variance

explained by the control variables, health-related stigma was a significant predictor of

preference for weak-tie support, b�.58, t �6.90, p B .01. Adding health-related

stigma in the second block of the model explained an additional 25% of the variance

in preference for weak-tie support, DF (1, 128) �47.67, p B .01. The final model

with both blocks included was significant, F (4,128) �15.11, p B .01, R2�.32.

Health-Related Stigma, Weak-Tie Support Preference, Depression,

and Perceived Stress

Hypotheses 2(a) and (b) predicted that health-related stigma is positively associated

with depression and stress. Hypotheses 3(a) and (b) predicted that preference for

weak-tie support moderates the relationship between health-related stigma and both

depression and stress. Hypotheses 2 and 3 were tested using two regression models;

the only difference between the two models was the outcome variable (i.e., depression

or stress). The control variables (age, sex, health status) were entered in the first block

of both models. In the second block, health-related stigma and weak-tie support

preference were entered. The third block of the models consisted of the interaction

between stigma and weak-tie support preference. Health-related stigma and weak-tie

support preference were mean-centered prior to constructing the interaction term in

order to mitigate multicolinearity and facilitate the interpretation of interaction

effects (Aiken & West, 1991).

The results, which are reported in Table 1, demonstrate support for Hypotheses

2(a) and (b). After accounting for the variance explained by the control variables,

health-related stigma was positively associated with depression and stress. These

results, however, are qualified by significant interaction effects. Consistent with

Hypotheses 3(a) and (b), the interaction between health-related stigma and weak-tie

support preference was significant for stress and depression. The SPSS macro created

by Hayes and Matthes (2009) was used to decompose the interactions. The

associations between health-related stigma and both depression and stress were

computed at one standard deviation above and below the mean level of weak-tie

support preference. The results are illustrated in Figures 1 and 2. The unstandardized

beta coefficients indicate that, when preference for weak ties was relatively low,
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Table 1 Health-related stigma and weak-tie preference as predictors of depression and

stress.

Outcome variables

Depression Stress

b t DR2 b t DR2

Block 1 .23* .24*
Age �.21* �2.59 �.31* �3.69
Sex (female �0) 0.07 0.86 0.02 0.27
Health status �.39* �5.07 �.35* �4.52
Block 2 .15* .12*
Stigma .48* 5.1 .45* 4.68
Weak-tie preference �0.08 �0.96 �0.11 �1.29
Block 3 .02* .02*
Stigma�weak-tie preference �.16* �2.26 �.14* �1.95

Note: All variables in Blocks 2 and 3 were mean-centered. The results for each block are reported
when that block was added to the model. Model summaries: depression, F (6, 126) �14.23,
p B .05, R2�.41; stress, F (6, 125) �12.80, p B .05, R2�.38.*p5.05.
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Figure 1. Moderating effect of weak tie preference on stigma and stress.
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Figure 2. Moderating effect of weak tie preference on stigma and depression.
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perceived stigma was positively associated with both stress and depression. When

preference for weak ties was relatively high, the associations between stigma and both

depression and stress were smaller, but still statistically significant.

Discussion

The purpose of the current study was to examine the impact of strong-tie/weak-tie

support network preference on health-related stigma, stress, and depression among

members of health-related computer-mediated support groups. This section

discusses the study findings, implications for health practitioners, and limitations

and directions for future research.

Consistent with the optimal matching model (Cutrona & Russell, 1990), perceived

health-related stigma was positively associated with preference for weak-tie support.

The more that respondents in the sample felt stigmatized, the greater their preference

for weak ties. It seems likely that the reduced sense of self-worth, potential for social

rejection, and/or reluctance to discuss one’s illness associated with stigma may make

weak ties a potentially attractive resource. Weak ties may represent a less risky outlet

for disclosure with fewer role obligations and a more objective perspective of one’s

circumstances. The finding that perceived health-related stigma was positively

associated with preference for weak-tie support is consistent with what previous

researchers have argued and found in the weak-tie support literature (Adelman et al.,

1987; Wright & Bell, 2003; Wright & Miller, 2010). For example, several researchers

have found that individuals who use computer-mediated support groups often

perceive deficiencies in their traditional support networks due to feelings of being

unfairly judged, discomfort communicating about illness, and the perception that

closer ties often lack objectivity and the ability to provide adequate information

about their illness (Wright, 2002; Wright & Miller, 2010). The results of this study

suggest that perceptions of health-related stigma are another factor that may motivate

individuals to prefer and seek support from weak ties. The finding that health-related

stigma is positively associated with both stress and depression is also consistent with

previous research (Riggs et al., 2007; Vanable et al., 2006; Wolitski et al., 2008). Yet the

present study also extends prior research by providing empirical evidence that a

preference for weak ties might ameliorate these two negative outcomes of stigma.

Preference for weak-tie network support moderated the relationships between stigma

and both stress and depression. The associations between stigma and depression and

stress were weaker among respondents who had a relatively greater preference for

weak-tie support. These findings demonstrate that a preference for weak-ties may

buffer some of the deleterious outcomes of stigma among members of computer-

mediated support groups.

The significant interactions between preference for weak-tie support and both

depression and stress are consistent with the optimal matching model framework

(Cutrona & Russell, 1990). When individuals are able to balance both their desire for

adequate social support and their relational concerns in supportive situations by

interacting with others who help meet these needs such as weak ties in computer-
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mediated support groups, it is more likely to lead to more positive (or less negative)

outcomes than in situations when there is not an optimal match between support

needs and the characteristics of support providers. Through their participation in

computer-mediated support groups, individuals who have a greater preference for

weak-tie support are able to capitalize on the availability of potential weak ties. The

results suggest that dimensions of weak-tie support (i.e., increased objectivity,

reduced judgment, and fewer role obligations) might be particularly valuable in

offsetting communication-related challenges faced by individuals who perceive their

health condition to be stigmatized such as feeling misunderstood and embarrassed.

Implications for Health Interventions

The findings from this study have important implications for developing health

interventions related to computer-mediated support groups and, more generally,

Internet-based social support. First, the results suggest that preference for weak ties

might be used as an individual difference variable to isolate individuals who could

most benefit from a computer-mediated, support-based intervention. The associa-

tions between stigma and both depression and stress were weakest among individuals

who had a greater preference for weak ties. Although health-related stigma was still

associated with these deleterious outcomes among individuals who had a greater

preference for weak ties, the associations were weaker than among individuals who

preferred strong ties. This finding suggests that computer-mediated interventions

that are designed to provide access to previously unknown others who are coping or

have coped with the same health condition would be most efficacious among

individuals who prefer weak-tie support.

A second set of implications regarding the study findings may shed light on the

development and design of computer-mediated health interventions. The Compre-

hensive Health Enhancement Support System (CHESS; Shaw et al., 2006) is an

example of a computer-mediated health intervention that includes a support group

component in which participants are able to communicate with others in the

intervention who are coping with the same illness. Although there is evidence to

suggest the efficacy of interventions involving a support group component (for a

review, see Rains & Young, 2009), the results of this study suggests some ways in

which these interventions might be made even more effective. In particular, it could

be valuable promote and capitalize on the weak-tie role and function of intervention

participants. Participants could be primed to make salient the benefits of weak ties

and the role of group members as weak ties. For example, in presenting the

discussion component, group members could be informed and reminded that

everyone in the discussion group is coping with the same health condition and, as a

result, the group is a unique resource for information and support relative to friends

and family who may not understand one’s illness experiences. Additionally,

intervention participants could be encouraged to behave as effective weak ties.

Participants, for example, could be reminded to provide others with non-judgmental

and objective feedback during group discussions. Through making clear the weak-tie
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function served by intervention participants and encouraging participants to behave

as effective weak ties when interacting with others, it may be possible to improve the

efficacy of computer-mediated interventions.

Limitations

The findings from this study should be considered in light of a few limitations. First,

although depression is discussed as an outcome of health-related stigma in this

project, it is possible that respondents coping with depression may have felt stigma as

a result of being depressed. To examine the potential impact of respondents coping

with depression, we dropped the 8 respondents from the sample who reported that

depression support groups were among the types of groups they primarily visit and

re-conducted the analyses. None of the results related to the hypotheses changed.

Readers can be confident that the results of this project are not an artifact of

respondents coping with depression. Second, the sample was predominately

composed of female respondents. Although all respondents participated in a

computer-mediated support group about a specific health condition, males were

underrepresented in the sample. Future studies would benefit from conducting

purposive samples of computer-mediated support groups targeting male (e.g.,

prostate cancer groups) and female participants (e.g., breast cancer groups) for the

purpose of detecting potential sex differences in weak-tie support preference as well

as stigma.

Conclusion

Health-related stigma has been demonstrated to negatively affect a variety of health

outcomes, including stress and depression. Moreover, people living with health-

related stigma often appear to have difficulty obtaining adequate social support from

members of their traditional social networks. With the advent of computer-mediated

support groups, individuals can now be conveniently connected to others who share

similar health issues and related stigma. The results of this study offer evidence that

perceptions of health-related stigma are associated with preference for weak-tie

support and that weak-tie support preference moderates the relationships between

stigma and both stress and depression among computer-mediated support group

members. Future research exploring health-related stigma, weak-tie support, and

health outcomes is essential to better understand the implications of these factors in

coping with illness and to aid practitioners in developing more effective computer-

mediated health interventions.
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