Rehabilitation Psychology
2017, Vol. 62, No. 4, 525–533

© 2017 American Psychological Association
0090-5550/17/$12.00 http://dx.doi.org/10.1037/rep0000128

Solace in Solidarity: Disability Friendship Networks Buffer Well-Being
Arielle M. Silverman, Ivan R. Molton,
Amanda E. Smith, and Mark P. Jensen

Geoffrey L. Cohen
Stanford University

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

University of Washington

Purpose/Objective: To determine whether having friends who share one’s disability experiences is
associated with higher well-being, and whether these friendships buffer well-being from disability-related
stressors. Research Method/Design: In 2 cross-sectional studies, adults with long-term physical disabilities identified close friends who shared their diagnosis. We assessed well-being as a function of the
number of friends that participants identified in each group. Study 1 included 71 adults with legal
blindness living in the United States, while Study 2 included 1,453 adults in the United States with either
muscular dystrophy (MD), multiple sclerosis (MS), post-polio syndrome (PPS), or spinal cord injury
(SCI). Results: In Study 1, having more friends sharing a blindness diagnosis was associated with higher
life satisfaction, even controlling for the number of friends who were not blind. In Study 2, Participants
with more friends sharing their diagnosis reported higher quality of life and satisfaction with social role
participation. Participants with more friends sharing their diagnosis also showed and attenuated associations between the severity of their functional impairment and their quality of life and social role
satisfaction, suggesting that their friendships buffered the impact of their functional impairment on
well-being. Participants reporting more friends with any physical disability showed similar benefits.
Conclusions/Implications: Friends with disabilities can offer uniquely important informational and
emotional support resources that buffer the impact of a functional impairment on well-being. Psychosocial interventions should help people with long-term disabilities build their peer support networks.

Impact and Implications
These are the first studies to isolate disability friendship as a correlate of well-being with disability.
Despite the benefits of inclusion, befriending others who share a disability is linked with positive
outcomes. This finding may help explain why identification with the disability community is
similarly linked to positive outcomes. Many people with disabilities reported having no close friends
who shared their diagnosis or who had any disability. This suggests the presence of barriers, both
material and psychological, that may prevent people who share disabilities from connecting with one
another. Community programs should promote friendship building between people who share
disabilities.
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ple’s preference to share support with others facing a similar
stressful situation. Outside the laboratory, the vast array of support
groups, both online and in person, underscores the ubiquity of
people’s inclination to exchange support with similar others. This
is no less true for people with chronic health conditions and
disabilities. For example, a 2009 search of Yahoo! Groups identified nearly 20,000 e-mail groups specifically devoted to discussions of chronic health conditions (Kaplan, Salzer, Solomon,
Brusilovskiy, & Cousounis, 2011). Is this natural tendency adaptive for well-being?
The benefits of social support are well-documented. Perceived
social support is associated with positive psychological functioning and mood in people with a variety of physical conditions, such
as spinal cord injury and multiple sclerosis (Bambara, Turner,
Williams, & Haselkorn, 2011; Müller, Peter, Cieza, & Geyh,
2012). Social supporters provide material resources, information
and advice, emotional comfort, and distraction from stress (Cohen,
2004). Support from friends may be even more beneficial than

Introduction
At some points in our lives we may feel the need to immerse ourselves
in groups of people who we perceive to be most like ourselves.
—(Riggle & Rostosky, 2012, p. 134)

People often affiliate with others who share their circumstances.
In his classic experiments, Schachter (1959) demonstrated peo-
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support from family and significant others for people with physical
disabilities (Jensen et al., 2013). However, social support researchers have not examined the unique importance of support from
friends who share the individual’s disability experience.
This question is of considerable importance for the disability
population. For many people with disabilities, most of their social
connections are to family members and friends who do not share
such disabilities. The disability inclusion movement emphasizes
friendships that span disability boundaries as an ideal state of
integration (Salmon, 2013). Nevertheless, there is reason to expect
that friendships with others who share a disability or health condition could have unique, meaningful benefits for well-being.
Research on peer support groups and peer mentoring programs
provides preliminary evidence consistent with this hypothesis.
Structured support group membership or peer mentoring are associated with positive self-management outcomes for people with
some chronic health conditions, such as cancer (Hogan, Linden, &
Najarian, 2002; Mens, Helgeson, Lembersky, Baum, & Scheier,
2016; Spiegel, Kraemer, Bloom, & Gotheil, 1989), diabetes
(Heisler, Vijan, Makki, & Piette,2010; Yin et al., 2015), and heart
disease (Parry & Watt-Watson, 2010), although the evidence for
peer support in mental health conditions is mixed (Kaplan et al.,
2011; Valenstein et al., 2016). In qualitative studies, people describe numerous benefits of interacting with others who share
diagnoses such as multiple sclerosis (Tabuteau-Harrison, Haslam,
& Mewse, 2016), cystinosis (a rare metabolic disorder; Doyle,
2015), and various long-term physical and intellectual disabilities
(Mejias, Gill, & Shpigelman, 2014; Salmon, 2013). Common
themes across populations include a shared sense of kinship,
opportunities to exchange symptom management strategies, emotional solidarity during challenging times, “insider” humor, and a
sense of mutual belonging.
Qualitative studies further reveal that people perceive less stigmatization in groups defined by a disability or health condition,
because everyone in the group shares this characteristic. People
may thus engage in “self-exclusion,” preferentially befriending
those who share their stigmatized characteristic (Salmon, 2013)
and finding relief from the accumulated stress that can result from
perpetual stigmatization in the nondisabled world (Major &
O’Brien, 2005; Pascoe & Smart Richman, 2009). Supporting this,
mental health support group members who identified strongly with
their support groups reported more stigma resistance and stereotype rejection than those who were more weakly identified with
the group (Crabtree, Haslam, Postmes, & Haslam, 2010). Peer
groups may represent oases of well-being that encourage positive
coping strategies, such as reframing, benefit finding, and identification as a “survivor” or a “disabled person,” all of which enhance
well-being (Bogart, 2015; Bower, Moskowitz, & Epel, 2009; Jones
et al., 2011; Nario-Redmond, Noel, & Fern, 2013).
While this evidence is promising, some questions remain. Many
of the peer support interventions studied are group-based, unidirectional (with a trained peer giving support to a recipient), or
combined with other intervention components such as selfmanagement education. Relatively little is known about how reciprocal, enduring friendships between two people with a health
condition might influence well-being. Friendship has been described as one of the most important social relationships (Duck,
1991) and friends share a wide variety of tangible, informational,
and emotional resources. Thus, friendships with others who share

a health condition could serve as effective conduits for increased
well-being, but this has not been tested directly. Further, if withindiagnosis friendships are uniquely associated with well-being, it is
unknown whether this benefit is a “main effect” or if it moderates
the impact of other factors, such as the severity of the health
condition. Moderation would suggest that these friendships act as
buffers between symptoms and well-being, much as social support
buffers health by moderating the effects of stress (Cohen, 2004;
Cohen & Wills, 1985). Moderation would also suggest that withindiagnosis friendships would most benefit people with the most
significant impairments. A final question concerns whether befriending others who identify as having a disability is beneficial,
even if those friends do not share the same medical diagnosis.
People with different physical conditions may still share a sense of
common identity, culture, and experience (Nario-Redmond, Noel,
& Fern, 2013), so bonds formed around these common experiences
could be beneficial.

The Present Research
In the present investigation, we examined associations between
having diagnosis-sharing friends and subjective well-being. Specifically, we assessed the number of friends who participants
nominated as a correlate of their well-being scores. We performed
our analyses in a two-study design, to incorporate the perspectives
of both individuals with a sensory disability (blindness) and those
with primarily physical disability (due to a number of acquired
conditions).
In Study 1, among adults who were legally blind, we examined
unique associations between the number of blind friends and
well-being. We hypothesized that the number of blind friends
would be positively associated with well-being even after the
number of nonblind (i.e., sighted) friends was controlled.
In Study 2, we extended the investigation to a much larger
sample of individuals with differing physical disabilities (muscular
dystrophy, multiple sclerosis, post-polio syndrome, and spinal
cord injury). We again hypothesized that participants with more
friends sharing their diagnosis would report higher well-being. We
also tested the hypothesis that these friendships would buffer the
relationship between functional impairment and well-being. Specifically, we predicted that the relationship between higher functional impairment and lower well-being would be weaker among
people with more within-diagnosis friends. Finally, we explored
whether having more friends with any type of disability, not just
friends within a specific diagnosis, would show similar positive
associations with well-being.

Study 1
Study 1 was designed as an initial test of the hypothesis that
having more friends sharing a physical condition would be
uniquely associated with greater well-being, independent of the
total number of close friends. To assess this, we asked a sample
of blind participants to nominate all of their close friends who
shared their sensory impairment (blind friends) and all of their
close friends who did not (sighted friends). We expected that
the number of blind friends would be associated with wellbeing even when the number of sighted friends was included in
the model.

SOLACE IN SOLIDARITY
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Participants
Seventy-one adults who are legally blind participated in this
online survey study in exchange for a raffle ticket. Participants
were drawn from a registry of previous participants in online
studies who are legally blind and live in the United States (Bell &
Mino, 2013; Silverman & Cohen, 2014). This registry, in turn, was
drawn from the two major U.S. blindness advocacy organizations
(the American Council of the Blind and the National Federation of
the Blind) and subscribers to the National Library Service for the
Blind. Inclusion criteria required that participants be at least 18
years old, be able to read and understand English, and meet criteria
for legal blindness (a corrected visual acuity of 20/200 or less, or
a visual field of 20 degrees or less) from any cause.

Measures
Participants completed demographic measures, including age,
gender, ethnicity, education, income level, and duration of blindness.
Friendship measures. Participants were asked to list the first
and last initials of all of their close friends who were also blind and
all of their close friends who were sighted. This served as an
objective measure of each friendship network’s size, independent
of subjective satisfaction with the network (Sarason, Sarason,
Shearin, & Pierce, 1987). Order of the two listings was counterbalanced. We counted the number of initials listed to compute the
number of friends identified in each group.
Well-being. Well-being was assessed using the Satisfaction
with Life Scale (SWLS; Diener, Emmons, Larsen, & Griffin,
1985). The Satisfaction with Life Scale consists of five statements
assessing global satisfaction with one’s life as a whole (e.g., “So
far I have gotten the important things I want in life”). Participants
responded to these statements on a scale ranging from 1 (strongly
disagree) to 7 (strongly agree) and responses to the five items
were averaged. The SWLS has been widely validated as a measure
of global subjective well-being (Pavot, Diener, Colvin, & Sandvik,
1991) and has been validated in physical disability populations
(Lucas-Carrasco, Den Oudsten, Eser, & Power, 2014; Pinquart &
Pfeiffer, 2011). The scale was internally consistent in the current
sample (␣ ⫽ .90).

Procedures
Participants provided informed consent before beginning the
survey. The study procedures were approved by the [masked for
review] Institutional Review Board.

527

controlling for the number of sighted friends. To do this, we
entered the number of sighted friends (transformed, if necessary)
in the first step and the number of blind friends in the second step
of the model, to examine the proportion of variance in SWLS
scores explained by the number of blind friends with the number
of sighted friends controlled. In the third step, we entered the
interaction between blind and sighted friend counts, to see if there
was any moderation.
Second, to obtain a more interpretable estimate of the size of the
association and rule out the possible impact of non-normality, we
repeated the analysis using categorical variables (small vs. large
friendship networks) based on a median split on the numbers of
blind and sighted friends. We performed an analysis of variance
with these categorical variables (small vs. large blind-friend network, small vs. large sighted-friend network, and their interaction)
included as independent variables and SWLS scores as the dependent variable. All analyses were conducted using SAS 9.4. Analyses were conducted both with and without covariates commonly
used in social support research (age, sex, and income; Bambara et
al., 2011; Jensen et al., 2014) but addition of these covariates had
little impact on any of the results, so we present the raw results
without these covariates.

Results and Discussion
Participant Characteristics
Table 1 shows detailed demographics for the sample, which
consisted of 25 men, 39 women, and 7 individuals of unspecified
gender. Mean age for the sample was 49.81 years (SD ⫽ 12.04;
range ⫽ 20 – 81). Participants had been legally blind for an average
of 32.03 years (SD ⫽ 18.16; range ⫽ 2–76 years) with 44%
reporting blindness at birth or before age 2. A majority (73%) were
Caucasian. The sample was well-educated, with 93% having graduated from high school and 53% having graduated from college.
Most participants (83%) identified at least one friend who is also
blind. Among those identifying at least one blind friend, the mean
raw number of friends identified was 7.37 (SD ⫽ 7.59; median ⫽
4; range ⫽ 1–38). Nearly all participants (97%) identified at least
one friend who was not blind. Participants identified a raw average
of 9.25 sighted friends (SD ⫽ 9.29; median ⫽ 7; range ⫽ 1–59).
Both friend count measures had a skewness ⬎2 (2.25 and 2.96 for
blind and sighted friends, respectively) and kurtosis ⬎5 (5.97 and
11.64) so both measures were normalized with a square root
transformation prior to regression analyses. As expected, the
square root transformation reduced skew and kurtosis to acceptable levels (skew: 0.56 and 1.06; kurtosis: 0.34 and 2.81). The
correlation between the transformed counts of blind and sighted
friends was moderate (r ⫽ .46).

Analysis
We first assessed the means and distributions of the friendship
measures for descriptive purposes and to test for normality. Any
measure demonstrating significant skew (⬎2) or kurtosis (⬎5) was
normalized via a square root transformation.
We tested our primary hypothesis in two ways. First, we performed hierarchical regression analyses to test the association
between life satisfaction and the number of blind friends, when

Associations Between Friendship Networks and
Well-Being
The number of sighted friends (transformed) was not significantly associated with SWLS scores, beta ⫽ .13, t ⫽ 1.06, p ⫽ .29.
However, when the number of blind friends (transformed) was
added to the model, a significant association appeared between
blind friends and SWLS scores, r2-change ⫽ .08; beta ⫽ .32, t ⫽
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Table 1
Study 1 Sample Characteristics
Characteristics

N (%)

Sample size
Sex
Male
Female
Unknown
Age Mean (SD)
Ethnicity
African American
Asian
Caucasian (White)
Hispanic/Chicano
Native American
Pacific Islander
Other/Mixed/Unknown
Education
Some High School
High School Grad
Some College/Voc/Tech
College Grad
Advanced Degree
Unspecified
Income
⬍$20,000
$20,000⫺$40,000
$40,000⫺$60,000
$60,000⫺$80,000
$80,000⫺$100,000
⬎$100,000
Disability duration years Mean (SD)
Blind friends Mean (SD)
Sighted friends Mean (SD)
Life satisfaction Mean (SD)

71
25 (35%)
39 (55%)
7 (10%)
49.81 (12.04)
2 (3%)
1 (1%)
52 (73%)
1 (1%)
1 (1%)
0 (0%)
14 (20%)
0 (0%)
5 (7%)
20 (28%)
15 (21%)
23 (32%)
8 (12%)
28 (40%)
16 (23%)
18 (25%)
5 (7%)
1 (1%)
3 (4%)
32.03 (18.16)
6.13 (7.44)
9.25 (9.29)
4.34 (1.80)

multiple sclerosis (MS), post-polio syndrome (PPS), and spinal
cord injury (SCI). This sample was drawn from a broader array of
participant registries, allowing us to include more people who were
unaffiliated with their disability community. We used two measures of well-being: a measure of overall perceived quality of life
and a measure of satisfaction with social role participation. Our
first hypothesis was that people with more friends sharing their
diagnosis would report higher quality of life and social role satisfaction.
Second, our large sample provided enough statistical power to
test whether disability affiliation could buffer the relationship
between functional impairment and well-being. Functional impairment severity is a well-known correlate of reduced subjective
well-being in people with disabilities (e.g., Alschuler et al., 2013;
Erosa, Berry, Elliott, Underhill, & Fine, 2014). However, just as
social support can buffer the effects of stress (Cohen, 2004),
affiliation with friends sharing a diagnosis could buffer the relationship between functional impairment and well-being. We thus
hypothesized that the relationship between functional impairment
severity and well-being would be weaker for people with friends
sharing their diagnosis than for people without such friendships.
Finally, on an exploratory basis, we tested whether having
friends with any type of disability is associated with higher subjective well-being, or if the friends must share one’s specific
medical diagnosis. To do this, we asked participants to nominate
friends with any type of physical disability as well as friends who
shared their diagnosis. We assessed the separate associations between each of these affiliation measures and well-being.

Method
Procedures

2.45, p ⫽ .017. There was no interaction, r2-change ⫽ .032,
beta ⫽ .04, t ⫽ .49, p ⫽ .62.
Results of the ANOVA were very similar, with only blindnetwork size relating to SWLS scores (see Table 2). There was a
main effect of blind-network size on SWLS scores with people
reporting four or more blind friends having higher life satisfaction
(M ⫽ 4.90, SD ⫽ 1.62) than those with three or fewer blind friends
(M ⫽ 3.69, SD ⫽ 1.80; F (1, 67) ⫽ 8.36, p ⫽ .005, d ⫽ .71. There
was no main effect of sighted-friend network size, F (1, 68) ⫽ .09,
p ⫽ .76, and no interaction between blind and sighted network
size, F (1, 68) ⫽ 1.79, p ⫽ .19.
This study thus provides preliminary evidence that having
friends who share a long-term physical condition (blindness) is
uniquely associated with subjective well-being. Regardless of the
number of sighted friends, participants with a larger network of
blind friends reported higher subjective well-being. Importantly,
subjective well-being was associated with the objective number of
blind friends who participants nominated, not a subjective measure
of satisfaction with the friendships, which can be confounded with
well-being reports.

Data for Study 2 were collected as part of the fifth time point of
an ongoing longitudinal survey study, administered nationally
through the [university masked for review]. Participants continuing from the first four years of data collection (n ⫽ 1,380) as well
as newly recruited “refresher” participants (n ⫽ 196) were mailed
paper surveys between October 2014 and March, 2015. Participants were invited to participate through disability specific registries (such as the University of Rochester Muscular Dystrophy
Registry), from other ongoing studies at the [university masked for
review], and through web and print advertisements. Screening
criteria from the first year of this study, administered in 2009,
required that all participants be 18 years of age or older, able to
read, write and understand English, and self-report a physician’s

Table 2
Average Satisfaction With Life Scale Scores for People With
Small and Large Networks of Blind and Sighted Friends
Blind network size

Sighted network size

SWLS
Mean (SD)

Small
Small
Large
Large

Small
Large
Small
Large

3.87 (1.85)
3.45 (1.77)
4.51 (1.81)
5.19 (1.44)

Study 2
Study 2 extended Study 1’s findings in several important ways.
First, Study 2 included a much larger sample of more than 1,400
people across four physical disabilities: muscular dystrophy (MD),

Note.

SWLS ⫽ Satisfaction with Life Scale.

SOLACE IN SOLIDARITY

diagnosis of MS, MD, SCI, or PPS. All new study participants
were screened over the phone by research staff, and if interested in
participating, reviewed an oral Information Statement. Participants
were then mailed a survey, which included a copy of the Information Statement and a postage paid return envelope. Participants
were sent a check for $25 as a thank-you for their time and effort,
and all study procedures were reviewed and approved by the
[masked for review] Institutional Review Board.

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

Measures
Demographics. Participants reported on various demographics, including sex, age, race, education level, year of disability
diagnosis, and annual household income.
Disability networks. As in Study 1, participants were asked
to list the initials of all of their close friends who shared their
diagnosis of MD, MS, PPS, or SCI. Participants were also asked to
list the initials of all of their close friends who experienced “some
physical disability, such as difficulty in getting around, working, or
completing tasks at home due to physical limitations.”
Functional impairment. Severity of impairment was measured using the short form for mixed-mobility aid users, developed
from the NIH funded Patient Reported Outcomes Measurement
Information System (PROMIS) item bank for physical function
(Amtmann, Cook, Johnson, & Cella, 2011). Participants reported
their usual or average difficulty in doing various activities from 5
(No difficulty) to 1(Unable to do). Activities included getting in
and out of bed, pushing open a heavy door, and walking up and
down two steps (only administered to those who reported being
able to walk 25 feet on a level surface). Total scores were calculated by summing the items, with higher scores indicating greater
physical function (or less severe impairment). Scores are then
reported on a t-score metric (M ⫽ 50, SD ⫽ 10). The PROMIS
Physical Function item bank has been tested in a variety of
populations, including those with MS and SCI, and has exhibited
excellent validity and reliability (Alschuler et al., 2013; Cella et
al., 2010), with an alpha of .93 in the current sample.
Quality of life. The Older People’s Quality of Life Questionnaire—Brief (OPQOL; Bowling, Hankins, Windle, Bilotta, &
Grant, 2013) was used to measure quality of life. The OPQOL
brief is a 13-item measure, which asks participants the extent to
which they agree with various statements, such as “I look forward
to things,” and “I am healthy enough to get out and about.” The
measure was developed in Britain, and one item (“I can please
myself what I do”) was deemed by investigators to include language which was not relevant to the U.S. population. This item
was included in this analysis, but was edited to “I can do what I
please.” The OPQOL-brief is scored by calculating a total score,
with higher scores indicating higher reported quality of life. The
OPQOL-brief has been shown to be reliable and valid (Bowling et
al., 2013). Although the scale has been primarily tested in the older
adult population (65 years and older), the items are face-valid for
younger adults as well. In our sample, scale psychometrics were
very similar in the participants under and over age 65, with the
items loading strongly on a single factor in both groups, and
comparably high alpha coefficients in both groups (.92 and .91 in
the younger and older age groups, respectively).
Social role satisfaction. Satisfaction with social roles was measured using the standard four-item short form from the PROMIS item
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bank for satisfaction with social roles and activities (Hahn et al.,
2010). Participants responded the degree to which, on a scale of 1 (Not
at all) to 5 (Very much), they were satisfied with their ability to
perform daily routines, do things for their family, do things for fun
with others, and do things for their friends. T scores were calculated,
and as with the physical function measure, were converted to T scores.
Higher scores reflected greater satisfaction with one’s social roles.
The PROMIS item bank for social role satisfaction has been tested
and validated in people with physical disabilities (e.g., Cook, Bamer,
Amtmann, Molton, & Jensen, 2012) and was reliable in the current
sample (␣ ⫽ .94).

Analysis
Our approach involved replication and extension of the analytic
plan for Study 1. First, as in Study 1, we performed descriptive
analyses on the demographic variables and the number of withindiagnosis friends, assessing mean, variability, and distribution.
Because there were four diagnostic groups included in this study,
we also assessed differences in the number of within-diagnosis
friends as a function of diagnostic group (MD, MS, PPS, or SCI)
using a one-way analysis of variance with diagnostic group as the
independent variable, for descriptive purposes.
Next, we extended the previous analytic approach by assessing
the main effect of number of within-diagnosis friends and its
interaction with functional impairment. To do this, we conducted
two hierarchical regressions, one with quality of life as the outcome variable and the other with social role satisfaction as the
outcome variable. For each regression, we first entered the number
of within-diagnosis friends (normalized, if necessary) and functional impairment as predictors in the first step. We then entered
their interaction in the second step, to test for moderation. To aid
in the interpretation of any interactions, we planned to assess the
simple effect of functional impairment separately for participants
with small and large within-diagnosis friend networks, based on a
median split as in Study 1. As in Study 1, we performed the
analysis both with and without covariates (sex, age, diagnostic
group and income, based on previous social support research) but
as no substantive differences were found, we report the simpler
analyses without covariates.
Finally, on an exploratory basis, we repeated these analyses
examining the number of friends with any type of physical disability instead of the number of within-diagnosis friends, to assess
whether having friends with any physical disability was associated
with similar outcomes.

Results
Participant Characteristics
Table 3 describes major demographic characteristics of the
sample, both as a whole and divided by diagnostic group. The final
sample consisted of 1,453 participants (MD ⫽ 282; MS ⫽ 446;
PPS ⫽ 374; SCI ⫽ 351). Participant age ranged from 27–99 years
(M ⫽ 61.37, SD ⫽ 12.39). The sample was 65% female, and a
majority (90%) were Caucasian. Participants had experienced their
disability for an average of 20.57 years (SD ⫽ 10.55; range ⫽
1–77 years). Most participants (87%) reported at least some education beyond high school.
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Table 3
Study 2 Sample Demographics
Characteristics

Entire sample

MD

MS

PPS

SCI

Sample size
Sex
Male
Female
Age Mean (SD)
Ethnicity
African American
Asian
Caucasian (White)
Hispanic/Chicano
Native American
Pacific Islander
Other
Education
Some High School
High School Grad
Some College/Voc/Tech
College Grad
Advanced Degree
Income Mean (SD)
Disability duration years Mean (SD)
Within diagnosis friends Mean (SD)
Cross disability friends Mean (SD)
Physical function T-score Mean (SD)
Quality of life Mean (SD)
Social role satisfaction T-score Mean (SD)

1,453

282

446

374

351

512 (35%)
941 (65%)
61.4 (12.4)

108 (38%)
174 (62%)
57.99 (11.93)

70 (16%)
376 (84%)
59.82 (10.38)

105 (28%)
268 (72%)
71.58 (7.7)

228 (65%)
123 (35%)
55.17 (12.67)

58 (4%)
11 (1%)
1302 (90%)
31 (2%)
7 (0%)
0 (0%)
38 (3%)

2 (1%)
1 (0%)
269 (96%)
7 (2%)
0 (0%)
0 (0%)
2 (1%)

24 (5%)
1 (0%)
396 (89%)
9 (2%)
2 (0%)
0 (0%)
12 (3%)

5 (1%)
3 (1%)
342 (92%)
8 (2%)
1 (0%)
0 (0%)
12 (3%)

27 (8%)
6 (2%)
295 (84%)
7 (2%)
3 (1%)
0 (0%)
12 (3%)

21 (1%)
177 (12%)
438 (30%)
429 (30%)
394 (27%)
70,656 (85,421)
20.57 (10.55)
1.31 (2.86)
2.32 (3.61)
36.11 (10.45)
53.13 (8.39)
45.00 (9.05)

2 (1%)
53 (19%)
82 (30%)
72 (26%)
73 (26%)
85,304 (90,213)
20.32 (11.70)
.88 (1.78)
1.74 (2.64)
36.01 (10.38)
51.80 (8.66)
43.76 (9.08)

3 (1%)
38 (9%)
151 (34%)
146 (33%)
108 (24%)
74,222 (114,686)
20.10 (9.5)
1.12 (2.19)
2.06 (3.22)
40.98 (10.98)
53.72 (8.8)
45.96 (9.71)

6 (2%)
29 (8%)
97 (26%)
100 (27%)
141 (38%)
62,357 (53,209)
20.25 (9.13)
1.62 (3.23)
3.02 (4.06)
35.69 (7.66)
53.99 (7.43)
44.81 (7.92)

10 (3%)
51 (15%)
108 (31%)
111 (32%)
71 (20%)
64,198 (63,146)
21.7 (12.00)
1.56 (3.70)
2.37 (4.10)
31.12 (10.02)
52.53 (8.46)
45.57 (8.99)

Note. MD ⫽ muscular dystrophy; MS ⫽ multiple sclerosis; PPS ⫽ post-polio syndrome; SCI ⫽ spinal cord injury.
Numbers may not add to total due to missing data.

ⴱ

Over half of the sample (57%) reported that none of their friends
shared their diagnosis of MD, MS, PPS, or SCI; thus, the median
number of friends was 0. Among the 43% of the sample reporting
at least one friend with their diagnosis, the average number (before
transformation) was 3.05 (SD ⫽ 3.70; range ⫽ 1–24 friends). As
in Study 1, the raw count of within-diagnosis friends was positively skewed (skewness ⫽ 4.70) and peaked (kurtosis ⫽ 28.78),
so a square-root transformation was performed, again reducing
skew and kurtosis to acceptable levels (skew ⫽ 1.50, kurtosis ⫽
2.67).

Demographic Differences
The number of within-diagnosis friends in Study 2 was unrelated to age, sex, or disability duration, but it was positively
associated with higher education level, r ⫽ .074, p ⫽ .004.
Within-diagnosis friends differed between diagnostic groups, F(3,
1447) ⫽ 6.37, p ⫽ .003. As can be seen in Table 3, people with
MD had the smallest within-diagnosis friendship networks, and
people with PPS had the largest within-diagnosis friend networks.

Main-Effect Associations Between Within-Diagnosis
Friends and Outcomes
People with more within-diagnosis friends reported higher quality of life, beta ⫽ .14, t ⫽ 5.98, p ⬍ .0001, and higher social role
satisfaction, beta ⫽ .07, t ⫽ 2.92, p ⫽ .004.

Functional Status Moderation
People with more within-diagnosis friends showed attenuated
associations between their functional status and their quality of life

and social role satisfaction. In the regression analyses, both interaction terms were significant (for quality of life: beta ⫽ ⫺.06,
t ⫽ ⫺2.11, p ⫽ .035; for social role satisfaction, beta ⫽ ⫺.05,
t ⫽ ⫺2.04, p ⫽ .041). Because more than half of participants
reported no friends sharing their diagnosis, we interpreted the
interactions by comparing the correlation between functional impairment and each outcome for participants with no withindiagnosis friends and those with at least one within-diagnosis
friend. As shown in Table 4, for participants having no withindiagnosis friends, correlations between functional impairment and
both well-being outcomes were strong (r ⫽ .40 and .54 for quality
of life and social role satisfaction, respectively). For participants
having at least one friend sharing their diagnosis, these correlations
were attenuated to .32 for quality of life and .44 for social role
satisfaction.

Associations Between Cross-Disability Friends,
Demographic Factors, and Outcomes.
All analyses were repeated with cross-disability network size
(the number of friends that participants identified with any physTable 4
Correlations Between Functional Status and Outcomes for
Participants With and Without Friends Sharing Their Diagnosis
Measure
Quality of life
Social role satisfaction

Function r (no within- Function r (at least one
disability friends)
within-disability friend)
.4
.54

.32
.44
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ical disability) included in place of the number of within-diagnosis
friends. Regression results were essentially the same, with significant main effect associations between cross-disability friends and
both well-being outcomes as well as attenuated relationships between both well-being outcomes and functional impairment for
people having more cross-disability friends. The demographic
correlates of cross-disability friendship were slightly different,
however. First, women reported having more cross-disability
friends (M ⫽ 2.44, SD ⫽ 3.60) than did men (M ⫽ 2.22, SD ⫽
3.81), though the difference was small, F (1,1447) ⫽ 6.18, p ⫽
.013, d ⫽ .13. Second, there was a small but significant association
between age and cross-disability network size such that increasing age was associated with a greater number of disabled
friends (F [1,1447] ⫽ 5.69, p ⫽ .017, partial r ⫽ .061).

Discussion
Affiliation and companionship are central to the human experience. Friendships provide a wide array of social, cognitive, and
emotional benefits (Rubin, Fredstrom, & Bowker, 2008). For
individuals who are either born with or acquire disabilities, the
friendship network can provide not only mutual affection, socialization and affirmation, but also access to important information
about coping strategies. In a social context where disability stigma
and discrimination remain a troubling reality (Salmon, 2013), such
friendships may be especially important.
To our knowledge, this study represents one of the first attempts
to assess the unique importance of disability-specific friendships.
Consistent with our hypotheses, we found that having friends who
share a disability diagnosis was associated with higher life satisfaction, quality of life, and social role satisfaction. This was true
for individuals with sensory (Study 1) or physical (Study 2)
impairments, and the beneficial effects of having friends with
disability remained even after adjusting for overall network size
(Study 1). We also found, based on a large sample of people with
physical disabilities, that these effects were maintained for crossdisability friendships. That is, the benefits of friendship may relate
more to a shared sense of the disability experience than to sharing
a specific diagnosis, a question that begs further study.
One of the positive effects of within-disability friendships was
that these relationships appeared to buffer the negative impact of
functional impairment (Study 2). Impairment in this case was measured by a scale that assessed physical limitations—for example,
getting in and out of bed, pushing open a heavy door, and standing
briefly without support. Generally, higher levels of functional
impairment are associated with poorer quality of life in people
with progressive physical conditions (Erosa et al., 2014). However, this correlation was attenuated in people with larger disability
friendship networks, highlighting the protective function of these
friendships.
Taken together, these findings qualify the popular notion that
well-being comes from assimilation into the broader nondisabled
community. While it is undoubtedly true that individuals with
disability benefit from relationships with nondisabled friends, they
appear to derive an additional and unique benefit from friends who
also have a disability. The most optimal scenario, based on our
data and the extant literature, appears to be a broad friendship base,
incorporating both nondisabled and disabled friends. These findings may also explain, at least in part, why people who identify
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more strongly with their disability have higher subjective wellbeing (Bogart, 2015; Nario-Redmond, Noel, & Fern, 2013). Identification may be beneficial to the extent that it encourages affiliation with other disabled people.
There are several reasonable mechanisms by which withindisability friendships could enhance well-being. First, friends who
also have a disability could provide instrumental support and
information on how to cope with impairment related stressors.
Second, friends with disabilities could offer invaluable emotional
support. In the case of progressive disabilities, the voice of those
who have gone through the progression toward more severe impairments could help individuals view their experience from a
more realistic and reassuring viewpoint (i.e., reduce the chances of
catastrophizing). In a broader social context, antidisability prejudice and discrimination are common worldwide (Alvarez-Galvez
& Salvador-Carulla, 2013; Silvers & Francis, 2013) and friends
with disabilities may serve as an emotional buffer that protects
people from the effects of stigma. These kinds of benefits may
require the lived experience of disability, and go above and beyond
what nondisabled friends might provide. Indeed, when we followed up with participants in Study 1 to ask them for narrative
comments regarding why their friendships with other blind people
were beneficial, their feedback suggested strong emotional benefits. One participant wrote, “I feel that I have friends who believe
in me and give me strength rather than misplaced compassion.”
Another wrote, “We all immediately share a common bond, and
have an understanding and a camaraderie with each other right
away.” These comments suggest that our participants viewed their
friendships with others sharing their impairment as unique from
their other friendships
The findings from this study have direct implications for clinical
practice. One concerning finding was that, in Study 2, less than
half of participants had a close friend who shared their diagnosis,
and nearly half (43%) had no close friends with any physical
disability. Interventions should prioritize networking and friendship building between people who share a diagnosis. This is also
an important area for telehealth interventions. However, “social
support” is not always beneficial, and has also been shown to have
deleterious effects under certain conditions (e.g., Starr, 2015). For
example, befriending someone who shares the diagnosis but who
is coping poorly, or is very distressed, could threaten one’s wellbeing. Poorly managed support groups could also promote corumination or maladaptive coping. More research is needed to identify moderating conditions for the efficacy of peer support and peer
affiliation for people with disabilities.
Our study also found a greater number of cross-disability friends
associated with increasing age. Social support networks are quantitatively and qualitatively different for older adults than younger
adults (Fung, Carstensen, & Lang, 2001), and the unique benefit of
friends with disability may be especially salient for older people,
where the experience of disability is more common. Connecting
with others who experience impairment may help to normalize
declines in function, confirming them as “on time” or expected life
span events that can be managed (Romo et al., 2013). In fact, given
the protective nature of within-disability friendships described in
this study, it may be that the greater proportion of disabled friends
in later life could explain the lessened psychological impact of
disability for older people (DiLorenzo, Becker-Feigeles, Halpher,
& Picone, 2008).
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These findings are preliminary and have some significant limitations. First, these were cross-sectional studies, and reverse causation (happier people having larger networks) and the effects of
unmeasured third variables cannot be ruled out. It may be the case
that individuals who are more accepting of their disabilities, or of
themselves more generally, are more likely to choose friends
sharing their disability. Future longitudinal and experimental research is needed to test the direction of causality.
Second, our measure asked participants to list their “close
friends” with disabilities. We acknowledge that participants may
differ greatly in the criteria they use to differentiate “close friends”
from more distant friends and acquaintances, and these systematic
differences could influence results. Future research on this topic
may benefit from measuring perceived friendship quality in addition to friendship quantity.
Third, Due to concerns about participant burden, we did not
count nondisabled friends in Study 2, so we were unable to control
for total network size in Study 2 as we did in Study 1. Fourth, our
samples were relatively well-resourced, and included individuals
who had experienced their diagnosis for a long time. Future
experimental and longitudinal studies could examine how gaining
friends with disabilities affects outcomes over time, especially for
those who are newly diagnosed or from less well-resourced populations. Finally, our results suggest equivalent benefits of withindiagnosis and cross-diagnosis friendships, but these two measures
overlapped substantially (56% of friends with disabilities nominated also shared the participant’s diagnosis). Future studies could
examine whether the friend’s disability or health condition must be
similar (e.g., different types of cancer or mobility impairment) or
if friendships spanning wider disability boundaries (e.g., a blind
and a deaf person becoming friends) are still psychologically
beneficial.
Despite the study’s limitations, this work lends preliminary
scientific support to the idea that affiliation with others who share
long-term health conditions and disabilities is adaptive for wellbeing, and should be supported in community programs. Future
studies may examine potential mechanisms longitudinally, or with
experimental designs to improve access to others with disability,
and thereby enhance quality of life.
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