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The concept of social support as being directive or nondirective may help explain
why helping can either boost or impede morale. The Inventory of Nondirective and
Directive Instrumental Support (INDIS) was developed to investigate this question.
The directive factor concerns others’ attempts to dominate coping and the
nondirective factor concerns others’ attempts to facilitate but not dominate coping.
Studies 1 and 2 identified and confirmed these factors. Study 3 showed predicted
associations between INDIS subscales and measures of morale. Nondirective sup-
port (from a family member) was positively related to hope and optimism, and di-
rective support (from either a family member or a friend) was positively related to
depression and loneliness, even after controlling for other social support measures.

Maintaining hope and morale is one of the most important and difficult
challenges faced by people coping with serious problems. Events such
as loss of loved ones, professional or interpersonal failure, and cata-
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strophic damage to oneself or to one’s prized possessions can shake vic-
tims’ confidence in their self worth and self–efficacy (Epstein, 1989;
Janoff–Bulman, 1989). Social support is an important buffer to these psy-
chic costs of trauma. People coping with an array of economic, educa-
tional, and health challenges experience more hope (Yarcheski, Mahon,
& Yarheski, 2001), improved esteem and worthiness (Brown, Andres,
Harris, Adler, & Bridge, 1986), and less depression (Brown et al., 1986) if
they have a supportive social network.

However, support is not always nurturing. In many cases social ties
can fail to buttress morale, and can even exacerbate the psychological
challenge of coping. Research into “negative social support” identifies a
number of ways in which helping attempts can be unhelpful. Sometimes
would–be supporters aggravate recovery by being critical, antagonistic,
disruptive or even exploitative (Rook, 1984; Schuster, Kessler, &
Aseltine, 1990). In other cases supporters may have benign intentions
but lack the skills or insights to be effective (Dakof & Taylor, 1990).

One of the most common forms of failed support is not generally at-
tributable to insufficient caring, knowledge, or skills. Instead, this form
of counterproductive helping is most often and most potently delivered
by those closest to copers, and by those most heavily invested in their re-
covery. Referred to as “over–involvement” (Coyne, Wortman, &
Lehman, 1988) or “over–protectiveness” (Fiske, Coyne, & Smith, 1991),
this kind of support is characterized by attempts to impose solutions or
perspectives on copers; to be, in effect, back–seat drivers on the road to
recovery. Over–involved support includes interfering with behavioral
choices (Lewis & Rook, 1999), dictating corrective actions (Burke &
Weir, 1979; Cohen & Lichtenstein, 1990), giving unwanted information
or undesired advice (Lehman, Ellard, & Wortman, 1986; Revenson,
Schiaffino, Majerovitz, & Gibotsky, 1991; Stuart & Davis, 1972), supply-
ing unwanted tangible support (Lehman et al., 1986), and determining
how much effort copers should exert and the degree to which they
should attempt to resume full functioning (Taylor, Bandura, Ewart,
Miller, & DeBusk, 1985).

By taking charge of too much, supporters may communicate through
their very acts of support that copers lack the skills or strengths needed
to remedy their own problems (Coyne et al., 1988). These implicit mes-
sages can make copers feel “guilty, incompetent, resentful, lacking in
autonomy, or coerced” (Coyne et al., 1988, p. 307). In this way over–in-
volvement may reinforce the sense of failure and futility that make ma-
jor events so debilitating in the first place. It is therefore not surprising
that over–involved helping is associated with increased feelings of de-
pendence (Shinn, Lehman, & Wong, 1984), heightened rates of depres-
sion and distress (Burke & Weir, 1979; Helgeson, 1993), reduced self-es-
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teem (DiMatteo & Hays, 1981) and ultimately lowered morale (Coyne et
al., 1988).

Although the concept of over–involvement has both intuitive appeal
and empirical confirmation, it lacks a single, unifying definition. As
Fiske et al. (1991) point out, “over–involvement is unclearly defined,
subsuming a large number of often contradictory qualities” (p. 6). These
contrasting qualities include “dominance, submission, aggression, def-
erence, excessive emotional expression, protection from emotional up-
set, coldness, and dependency” (Fiske et al., 1991, p. 6). In addition, al-
though the terms “over–involvement” and “over–protectiveness” are
implicitly pejorative, the saturating support to which these terms refer is
not always negative. The availability of others who can direct the course
of caring may be beneficial when copers are so severely burdened that
they are unable to manage their own recovery (Fiske et al., 1991).

However, despite these operational difficulties, advances in social
support research buttress the over–involvement framework. Cutrona,
Cohen, & Igram (1990) show that support is regarded (by third-party
judges) as more helpful when supporters provide help that has been de-
termined by the recipient, rather than by the supporter. Deci and Ryan’s
work on autonomy support demonstrates that competence, affect,
self–esteem, and health behaviors are improved when supporters re-
spect and advance copers’ exercise of agency and choice (Willaims,
Gagne, Ryan, & Deci, 2002). Supporters appear to meet these needs of
autonomy best when they deliver help without drawing attention to
themselves as helpers or to their actions as assistance, but instead supply
what Bolger, Zuckerman, and Kessler (2000) describe as “invisible sup-
port.” Collectively, the research on over–involvement, autonomy sup-
port, invisible support, and need–provision fit all emphasize the tension
between addressing the hardships copers face without sapping their
feelings of efficacy, autonomy, and dignity.

To a certain degree this tension is an inescapable dilemma of support
provision. However, underlying and perhaps aggravating the copers’
conflicting needs for help and for autonomy may be helpers’ conflicting
motives to step in and step back. These motives can be characterized by
the degree to which helping is nondirective or directive. In essence, what
distinguishes nondirective from directive help is whether supporters at-
tempt to advance the coper’s own recuperative agenda or instead im-
pose an agenda of recovery upon the coper. Supporters provide
nondirective support when they cooperate without assuming primary
responsibility for the other person’s performance. Supporters provide
directive support when they assume, or attempt to assume, primary re-
sponsibility for coping (Fisher, La Greca, Greco, Arfken, &
Schneiderman, 1997). Thus the same helping behavior can be either
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nondirective or directive, depending on the manner in which helpers
supply it. For example, a supporter who screens phone calls based on the
coper’s instructions would be providing nondirective support, but
would be supplying directive support by screening calls either without,
or against, the coper’s instruction. The former advances the copers’
intent, while the latter supercedes it.

It is important to emphasize that nondirective and directive support
do not necessarily differ in the degree to which they meet the immediate
objective needs of the coper. Screening phone calls may ultimately prove
helpful or unhelpful, regardless of whether this action has been re-
quested or not. Instead, nondirective and directive helping differ in the
kinds of meta–messages they communicate to copers regarding their
physical, mental, and emotional competencies. These messages, we be-
lieve, can profoundly affect copers’ morale regarding their coping
efforts.

NONDIRECTIVE SUPPORT VS. DIRECTIVE SUPPORT
AND MORALE

Kurt Lewin defined morale as the ability to set valued goals combined
with confidence in one’s own ability to achieve those goals (Lewin,
1948). According to Lewin, this combination of a hoped–for future
paired with confidence in one’s ability to realize it was essential for over-
coming adversity.1 More recently, Charles Snyder and colleagues used
this same prescription to define and measure hope. In much the same
way as Lewin characterized morale, Snyder et al. define hope as consist-
ing of both an ability to set goals and confidence in one’s own capacity to
achieve them. Hope serves “as a means of maintaining a fighting spirit”
in the face of adversity (Snyder et al., 1998, p. 195). Snyder and his col-
leagues have demonstrated the contribution of hope to realizing impor-
tant personal goals (Snyder et al., 1991) and to coping with serious
illness (Irving, Snyder, & Crowson, 1998).

The themes of planning, agency, and control that are integral to mo-
rale are centrally implicated in the distinction between nondirective and
directive support. People who receive primarily nondirective support
are encouraged to identify and articulate the goals of their own recovery
and, through the assistance of their supporters, to achieve the goals that
they, themselves, have set. Moreover, by controlling the amount, nature,
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and timing of help, recipients of nondirective support may be better able
to both ascertain and exercise their own coping abilities. Because
nondirective support allows them to assert greater agency in their own
recovery, copers who mainly receive this kind of support—at least for
generally tractable problems—should experience greater morale, com-
pared to people who receive primarily directive support, where others
prescribe the nature, time–course, and degree of helping.

Research conducted by our group generally confirms these hypothe-
ses (Fisher, La Greca, et al., 1997; Fisher, Bickle, et al., 1997). Among pa-
tients with diabetes and lupus and among women describing their re-
sponse to menopause, structured interview measures of nondirective
and directive support show that directive support was generally associ-
ated with poorer metabolic control among those with diabetes and in-
creased depression, while nondirective support was associated with
better diabetes control and lessened depression. However, for more se-
vere situations such as advanced lupus or surgically induced meno-
pause, directive support was associated with reduced depression
(Fisher, Bickle, et al., 1997). This pattern is consistent with other research
showing that over–involved support is debilitating for mild to moderate
situations, but can be beneficial for acute situations (Burt, Cohen, &
Bjork, 1988; Fiske et al., 1991).

DEVELOPMENT OF A SELF REPORT MEASURE OF
NONDIRECTIVE AND DIRECTIVE SUPPORT

The distinction between nondirective and directive support may help
differentiate the ways that over–involved helping depletes morale. Ac-
cording to over–involvement researchers, help that over–reaches can
convey to copers a lack of faith in their capacity to solve their own prob-
lems (Coyne et al., 1988). However, it is also possible that those who
know when to back off from problem solving, and when to abide by
copers’ own solutions, send morale–boosting messages that over–reach-
ing helpers fail to convey. The sending of these morale–boosting mes-
sages, as much as the transmission of morale–depleting messages, may
contribute to copers’ overall levels of confidence and determination. The
over–involvement concept is too general to capture these differences.
The nondirective and directive support may be sufficiently
differentiated to do so.

The nondirective/directive distinction has two other important ad-
vantages over “over–involvement.” First, over–involvement is largely
empirically derived and for this reason definitions of it vary across the
studies in which it has been observed (Fiske et al., 1991). Indeed, helping
can only be considered “over–involved” if it conflicts with the prefer-
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ence, judgment, or need of the recipient. Nondirective support and di-
rective support are defined a priori. They remain conceptually consis-
tent across support situations and can be assessed independent of the
recipients’ preferences or situation. Second, nondirective support and
directive support are not necessarily evaluative terms. Indeed there may
be situations in which an emphasis on one or the other might be espe-
cially appropriate (a point we elaborate upon in the Discussion).
“Over–involvement” (and “over–protectiveness”), on the other hand,
carries pejorative connotations that may obscure the necessary relation
between, for example, assertive helping and acute crises (see Fiske,
Coyne, & Smith, 1991, for similar argument).

The nondirective/directive distinction also differs from “invisible
support” (Bolger et al., 2000). Like invisible support, nondirective help-
ing is regarded as protective of copers’ self esteem. However, invisible
support avoids eroding esteem by supplying help in ways undetected
by the coper. Nondirective support is known to copers, but is supplied in
ways that respects rather than challenges copers’ autonomy and compe-
tence. Thus, “invisibility” concerns support salience, whereas the direc-
tive/nondirective dimension concerns support style. As such, these are
largely orthogonal constructs.2

The present study crystallizes the concepts of directive and
nondirective support by presenting them in a self–report measure of
received support (cf., Wills & Shinar, 2000), which we have named the
Inventory of Nondirective and Directive Instrumental Support
(INDIS).3 We used the INDIS to demonstrate the relative effects of di-
rective support and nondirective support on morale. To do so, we re-
lated INDIS responses to Snyder et al.’s “Hope” measure as well as to
measures of optimism, depression, and loneliness. Hope and optimism
address accretions to morale (as defined by Lewin) by indexing confi-
dence in positive outcomes and faith in one’s own ability to achieve
these outcomes. Depression and loneliness address depletions to mo-
rale, in that they are states in which people are discouraged about their
futures and feel bereft of internal and interpersonal resources. Collec-
tively these four measures provide a fairly comprehensive survey of
morale.
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SPECIFYING SUPPORT SOURCE

Many extant measures of social support inquire about the overall qual-
ity of support people receive from their social networks. However, there
is an increasing appreciation that support does not come from an undif-
ferentiated social field. Instead, the nature and impact of support are
strongly affected by support source, such as family versus friends
(Brown et al., 1986; Burke & Weir, 1979). Indeed, overall support net-
works are not strong predictors of coping once core relationships have
been considered (Brown et al., 1986). Critics of social support research
therefore recommend that social support measures specify the source of
support (Wills & Shinar, 2000). We followed this advice and designed
two parallel versions of the INDIS, one focusing on support from a fam-
ily member and another focusing on support from a friend. The items
and format comprising these versions are identical, only the referent
support source (family member or friend) distinguishes them from one
another.

The research reported here describes three studies regarding the de-
velopment of the INDIS and the testing of the nondirective/directive
model. The purpose of the first study was to identify and confirm the di-
rective and non–directive constructs. The second study was conducted
to re–confirm these sub–scales. The third study used the INDIS to test
whether directive support and nondirective support are differentially
associated with morale.

STUDY 1

METHOD

PARTICIPANTS

The participants in this study were 353 Washington University under-
graduates enrolled in an introductory psychology class. Two hundred
thirteen (60.3%) were women and 140 (39.7%) were men. Participants’
ages ranged from 17 to 21 (M = 18.5, SD = 0.92). The sample, in order of
representation, was comprised of 250 non–Hispanic whites (70.8%), 73
Asians (20.7%), 18 African Americans (5.1%), and two Latinos (0.6%).
Ten participants (2.8%) did not indicate their ethnicity. The religious
composition of the sample included 100 Protestants (28.3%), 93 Jews
(26.3%), 73 Catholics (20.7%), and 44 atheist or agnostic (12.5%).
Forty–three participants (12.2%) did not indicate their religious affilia-
tion. Participants completed the questionnaire as part of a class exercise.
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MEASURES

Inventory of Nondirective and Directive Instrumental Support (INDIS).
A pool of 40 directive and nondirective items, emphasizing instrumen-

tal support, was generated for purposes of modified Q–sorting. These
items were based upon themes that emerged from structured interviews
investigating directive and nondirective support, and from general con-
cepts of these kinds of support developed by Fisher and his colleagues
(e.g., Fisher, Bickle et al., 1997; Fisher, La Greca et al.,1997). Seven col-
leagues who have conducted extensive interviews designed to investi-
gate directive support and nondirective support were enlisted to com-
plete the sorting task. Sixteen items were excluded due to low
concordance (i.e., less than 75% agreement that they represented either
directive or nondirective support). The remaining 24 items (12 directive
and 12 nondirective) were subsequently administered in survey form.
There were two parallel versions of the INDIS, one focusing on support
from a family member and the other focusing on support from a friend.
The items comprising these versions were the same; the difference be-
tween the versions was in the specific source (family member or friend)
to which the items referred. Participants indicated how accurately each
item reflected the kind of help that they received from their respective
support source, using five–point Likert scales that ranged from 1 = not at
all accurate to 5 = extremely accurate.

Background Questionnaire. A brief background questionnaire was pre-
pared that sampled participants’ age, race, gender, and religion. In addi-
tion, it instructed participants to indicate whether or not they had expe-
rienced any of nine major kinds of problems including personal health,
romantic relationships, non–romantic relationships, bereavement,
loved one’s injury or illness, personal victimization, loved one’s victim-
ization, or problems in academics, jobs, or other valued area, or any
other kind of problem. Two final questions asked participants to indi-
cate which problem was the most severe, and which family member or
friend (depending on INDIS version) served as their primary source of
support.

PROCEDURE

Participants completed the background survey first. They then com-
pleted either the family member or the friend version of the INDIS, ac-
cording to random assignment. Participants completed the INDIS in the
context of the most severe problem they weathered in the past 12
months, and in reference to the individual friend or family member (de-
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pending on INDIS version) who served as their primary support source
in dealing with this particular problem.

RESULTS

PSYCHOMETRIC ANALYSIS OF STUDY 1

Because we had anticipated the underlying latent variable structure of
the sub–scales (one directive and one nondirective latent variable), it
would have been appropriate for us to immediately test the model using
confirmatory factor analysis (Byrne, 1998). However the more tradi-
tional approach is to conduct exploratory factor analysis first (Bollen,
1989). Therefore, we proceeded first with exploratory factor analysis
followed by confirmatory factor analysis.

We intended to develop a twin set of social support instruments that
would reliably assess nondirective and directive social support from two
distinct support sources, a family member and a friend. We therefore exam-
ined the factor structure for the family member version of the INDIS (n =
172) separately from the friend version (n = 173) in order to identify those
items that loaded on the directive and nondirective factors across both sup-
port contexts. The same procedures and criteria were used to identify factor
structures in both the family member and friend versions of the INDIS.

The 24 survey items were entered into principal components analyses.
Because we expected to find two distinct constructs, one directive and
one nondirective, two factors were rotated orthogonally using Varimax
rotation. For both the family member and friend version of the INDIS
items were eliminated if: (1) they did not load on either factor at or above
.30; (2) they cross–loaded with a difference in loadings less than .10; or
(3) they failed to load on the same factor for both the family member and
friend versions. Four items were eliminated through this process. The
remaining 20 items accounted for 44.2% of the family version variance
and 40.6% of the friend version variance. Kaiser–Meyer–Olkin Measure
of Sampling Adequacies (KMO) of .86 and .82 respectively indicated
that factor analysis was appropriate for these data.

As expected, two factors emerged from this analysis, for both the fam-
ily and friend versions, which were respectively comprised of
nondirective and directive items. The nondirective factor contained those
items that reflected support in which the provider cooperated with the
recipient without “taking over” responsibility or control. The directive
factor contained items that reflected taking over the tasks of coping.
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CONFIRMATORY FACTOR ANALYSIS

In order to determine how well individual items fit the overall model,
we proceeded to confirmatory factor analysis, using structural equation
modeling to evaluate the fit indices of the remaining 20 items. Confirma-
tory factor analysis uses a set of measured variables (e.g., questionnaire
items) to form a variance/covariance matrix from which unobservable
latent variables (e.g., hypothesized factors) can be tested. The loading of
each questionnaire item indicates its relationship with the latent vari-
able (i.e., construct or factor). In confirmatory factor analysis, the mea-
surement model specifies the observed variables that define the
constructs and “reflects the extent to which the observed variables are
assessing the latent variables in terms of reliability and validity”
(Schumaker & Lomax, 1996, p. 64). We conducted confirmatory factor
analysis to detect and delete weak questionnaire items (i.e., items that
detract from overall model fit). The process is iterative; after detecting
and deleting a weak item, the entire model is re–analyzed in order to de-
tect and delete additional weak items, the model is analyzed again, and
so forth until the model cannot be improved with additional deletions
(Hofmann, 1995). The result of this winnowing is a measure containing
only those questionnaire items that most strongly reflect the underlying
constructs. In addition, the more compact size of the refined measure
lessens respondent burden and thereby reduces the error variance
associated with fatigue or annoyance that can be aroused by more
lengthy and redundant survey formats.

We applied this process of item trimming to the INDIS versions and
examined a variety of fit indices to determine if our measurement model
fit the sample data. These included Root Mean Square Error of Approxi-
mation (RMSEA), the Comparative Fit Index (CFI), and the Incremental
Fit Index (IFI). Chi–square indicates how well the measurement model
we specified fits the sample data. A non–significant chi–square (with a
high probability level) would indicate that our hypothesized
nondirective/directive measurement model fits the data well. How-
ever, because chi–square is sensitive to sample size, well–fitting models
where chi–square approximates degrees of freedom are unrealistic in
most SEM calculations (Byrne, 1998). For this reason it is common to ob-
tain significant chi–squares and still retain the model. The RMSEA also
is an indicator of how well the measurement model fits the data. Browne
& Cudeck (1993) recommend an RMSEA less than .08, preferably less
than .05. MacCallum and colleagues (1996) noted that RMSEA values
ranging from .08 to .10 indicate moderate fit. However, Byrne (1998) rec-
ognizes that these criteria are based on subjective judgment and there-
fore should not be regarded as inviolable. Thus, we used the RMSEA
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guidelines as aids for interpretation and not as absolute thresholds. We
reported the RMSEA 90% confidence intervals as recommended by
MacCallum, Browne, & Sugawara (1996). Lastly, the Comparative Fit In-
dex (CFI) and Incremental Fit Index (IFI) were chosen because the CFI
was developed to take sample size into account, thereby providing a
better estimate of model fitness than other fit indices. The IFI was
developed to adjust for degrees of freedom and sample size. Both are
recommended to be above .90 (Byrne, 1994).

Conducting confirmatory factor analysis on the family member and
friends data separately, we specified the items that reflected each latent
variable, as identified by the exploratory factor analysis, and con-
strained their loadings to zero on the latent variables on which they did
not belong. Then, by allowing the latent constructs to correlate and ap-
plying the indicators of fit to each iteration, an additional 11 items were
eliminated, six nondirective and five directive. The final fit indices for
the family member version (n = 171) were R2 (26) = 93.2, p = 0.00;
RMSEA= .12, 90% CI = 0.097–0.15; CFI = .90; and IFI= .90. Final fit indices
for the friend version (n = 173) were R2 (26) = 96.5, p = 0.00; RMSEA = .13,
90%CI = 0.099–0.15; CFI = .86; and IFI = .86. These results provide en-
couraging indications of model fit. The measurement model ap-
proached criterion levels for the RMSEA and the CFI and IFI for both
versions of the measure. For the family member version, the CFI and IFI
met the recommended values. The friend version approached but fell
just shy of meeting these values. The INDIS versions also demonstrated
acceptable reliability. Coefficient alphas for the nondirective and direc-
tive family member version were .79 and .81 respectively. For the
nondirective and directive friend version the alphas were .74 and .76
respectively.

Study 1 satisfied most of our objectives. It demonstrated two distinct
subscales within both versions of the INDIS that closely relate to the hy-
pothesized constructs of directive and nondirective support. These
subscales accounted for more than 40% of the explained response vari-
ance. Moreover, the item composition of these sub–scales was the same
across both survey versions, which permited comparisons of directive
and nondirective support arising from a family member or a friend. The
compact size of the final versions, which was comprised of just nine
items, is likely to enhance the administration of this measure. Based on
this overall pattern of results, we determined that the resulting
nine–item version of the INDIS was suitable for re–confirmation with a
new sample and for an examination of construct validation. This version
appears in the appendix.
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STUDY 2

INTRODUCTION

Study 1 provided initial confirmation of the predicted two–factor struc-
ture of the INDIS. Exploratory analyses showed that items predicted to
comprise the nondirective and directive subscales did so, and confirma-
tory analyses demonstrated that these items generally fit the overall
model. However, in order to ensure that the confirmatory results ob-
tained in Study 1 were reliable, we conducted Study 2 to obtain a sepa-
rate confirmatory test of the two–factor model.

METHOD

PARTICIPANTS

The sample consisted of 142 undergraduates recruited from Rutgers
University at Newark (74%) and from Washington University (26%).
Rutgers/Newark has the most culturally diverse student population in
the United States (U.S. News and World Report, 2003) and therefore pro-
vides a unique opportunity to demonstrate the generalizability of the
INDIS. Females constituted 63 % of the sample, and ages ranged from 17
to 36 (M = 19.79, SD = 2.25). The sample, in order of ethnic representa-
tion, included 50 non–Hispanic Whites (35.2%), 39 Asians (27.5%), 19
Hispanics (13.4%), 18 African Americans (12.7%), and 16 other (11.2%).
Participants received course credit for participation in this study, which
lasted roughly 15 minutes.

PROCEDURE

Participants were tested en masse in a large introductory psychology
course at Rutgers, or individually at Washington University, where the
study was included as an added task to other ongoing experiments. Par-
ticipants first completed the revised nine–item INDIS and then filled out
a brief background questionnaire sampling gender, age, and ethnic
background. Data were collected anonymously.

RESULTS AND DISCUSSION

The nine items that comprise the INDIS (as identified in Study 1) were
taken into confirmatory factor analysis using LISREL. The measurement
models for the family member version and the friend version were reex-
amined separately. As before, items were constrained to zero on latent

702 HARBER ET AL.



DIRECTIVE AND NONDIRECTIVE SOCIAL SUPPORT 703

constructs to which they did not belong and the latent constructs were
allowed to correlate. Initial fit indices for the family member version (N
= 142) were R2 (26) = 123.24, p = 0.00; RMSEA = .16, 90% CI = 0.13–0.19;
CFI = .88; and IFI = .88. Initial fit indices for the friend version (N = 142)
were R2 (26) = 107.40, p = 0.00; RMSEA = .15, 90%CI = 0.12–0.18; CFI = .82;
and IFI = .82. Item trimming indicated that the friend model would be
improved slightly by deleting the weakest item, “Knows when to back
off from being helpful.” However, we decided to provisionally retain
this item because it fit the model in the Study 1 confirmatory analysis, it
is conceptually central to the non–directive factor, and because the
model demonstrated acceptable fit in Study 2 when this item was in-
cluded in the friend version. We therefore decided that the final disposi-
tion of this item would be determined in confirmatory analysis
conducted in Study 3.

Several directive items were allowed to covary. “Decided what
kind of help I needed” covaried with “Decided who could help me”
and “Organized my schedule for me.” “Solved problems for me”
covaried with “Took charge of my problems.” These items were al-
lowed to covary based on the modification indices and supported
conceptually. The final fit indices for the family member version (N =
142) were R2 (23) = 73.21, p = 0.00; RMSEA = .12, 90% CI = 0.093–0.16;
CFI = .93; and IFI = .93. Final fit indices for the friend version (N = 142)
were R2 (23) = 64.59, p = 0.00; RMSEA = .11, 90%CI = 0.081–0.15; CFI =
.91; and IFI = .91. The two factors (nondirective and directive) were
negatively related – .03 in the family member version and – .13 in the
friend version.

Cumulatively, these fit indices show that the hypothesized constructs
of the INDIS are supported by the data reasonably well, and that they
support the findings obtained in the prior study. Coefficient alphas were
satisfactory. For the family member version, alpha coefficients were .78
for Nondirective Support and .84 for Directive Support. For the friend
version they were .75 for Nondirective Support and .79 for Directive
Support. Consistent with the fit indices, subscale alphas also supported
the strength of the measures.

In sum, confirmatory analyses of the INDIS in Study 2 provided fur-
ther evidence that both the family member and friend versions of the
INDIS are psychometrically sound measures. Notably, this reconfir-
mation was obtained even after sampling from a population largely
distinct from the one sampled in the initial test of the two–factor
INDIS.



STUDY 3

INTRODUCTION

Studies 1 and 2 indicated that the INDIS nondirective and directive
subscales represent psychometrically satisfactory constructs. The pri-
mary purpose of Study 3 was to test the construct validity of the INDIS
by relating it to several measures of morale, including hope, optimism,
depression, and loneliness. We predicted that nondirective support
would be positively related to morale, and directive support would be
negatively related to morale, and that these relations would be reliable
even after controlling for other measures of social support. In addition,
Study 3 afforded a third opportunity to reconfirm the factor structure of
the INDIS, and to also test the convergent validity of these subscales by
relating them to established omnibus measures of social support.

METHOD

PARTICIPANTS

The sample consisted of 343 Washington University undergraduates
who participated for course credit. The sample closely resembled the
one that participated in Study 1. It included 223 women (65%) and 120
men (35%). Participants’ ages ranged from 17 to 24 (M = 19.6, SD = 0.30).
The sample, in order of representation, was comprised of 235 non–His-
panic whites (68.5%), 68 Asians (19.8%), 19 African Americans (5.5%),
and 7 Latinos (2.0%). Fourteen participants (4.1%) did not indicate their
ethnicity. The religious composition of the sample included 102 Protes-
tants (29.7%), 74 Jews (21.6 %), 67 Catholics (19.5%), and 55 atheist or ag-
nostic (16.0%). Forty–five participants (13.3%) did not indicate their
religious affiliation.

MEASURES

Directive and Nondirective Support Instrument (INDIS). Participants
completed both the family member and the friend versions of the INDIS.
Participants indicated how accurately each item reflected the kind of
help they received from their respective support source using five–point
Likert scales that ranged from 1 = not at all accurate to 5 = extremely accu-
rate. Participants completed the measure in relation to a particular prob-
lem that occurred during the previous twelve months and in reference to
the individual family member (family version) or friend (friend version)
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who served as their primary support source in dealing with that
problem.

Ways of Responding. The Ways of Responding scale (Snyder et al.
1991), also known as the Hope scale, is a measure of confidence in one’s
own ability to discern methods of reaching goals, and to successfully ap-
ply these methods to furthering one’s own aims. The measure consists of
eight items plus four filler items with response options ranging from 1 =
“definitely false” to 4 = “definitely true.” The measure consists of two
subscales. The “Pathways” subscale assesses confidence in one’s own
ability to find solutions to personal problems and to set meaningful
goals, and the “Agency” subscale assesses confidence in one’s own abil-
ity to enact solutions and achieve goals. The subscales are considered
additive and can be collapsed into a composite measure of hope. The to-
tal measure shows good reliability across several studies (α = .74–.84).
The Hope Scale is positively correlated to measures of optimism, per-
ceived control, and esteem and negatively correlated to depression and
hopelessness. It is distinct from negative affectivity, life stress, opti-
mism, and locus of control. We use only the composite hope score in this
study.

Revised Life Orientation Test (LOT–R). The Revised Life Orientation
Test (Scheier, Carver, & Bridges, 1994) is a frequently used measure of
optimism. It consists of six items plus four filler items, with 5–point re-
sponse options that range from 0 = “strongly disagree” to 4 = “strongly
agree.” The LOT–R has acceptable internal consistency (α = .76). It is
positively correlated to self–mastery and self–esteem, and negatively re-
lated to trait anxiety and neuroticism (Scheier & Carver, 1985). An ear-
lier version of the LOT (Scheier & Carver, 1985) is negatively related to
depression and number and intensity of physical symptoms, and is posi-
tively related to active coping and planning.

Beck Depression Inventory (BDI). The BDI (Beck, Ward, Mendelsohn,
Mock, & Erbaugh, 1961) is one of the most widely used self–report mea-
sures of depression. It consists of 21 items relating to feelings of sadness,
negative thoughts about the self, and self–destructive impulses. Respon-
dents are provided four response options with values ranging from 0 to
3, with “0” generally designating never feeling or thinking a particular
way, and the remaining three indicating increased propensity to have
the indicated thoughts and feelings. The highest scores assigned to items
are added together, and the resulting sum represents respondents’ BDI
scores. The psychometric properties of this instrument have been exten-
sively documented (see Beck, Steer, Garbin, 1988 for a review).

Revised UCLA Loneliness Scale (RULS). The RULS (Russell, Peplau, &
Cutrona, 1980) is an established measure of loneliness with high internal
consistency (α = .94). It consists of 20 items rated on a four–point scale
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where 1 = “I have never felt this way” and 4 = “I have felt this way often.”
The RULS is positively correlated to depression, anxiety, and rejection
concerns, and is negatively correlated to self–esteem, assertiveness, and
sociability.

Medical Outcomes Study Social Support Survey (MOS). The MOS (Sher-
bourne & Stewart, 1991) is a 19–item measure of social support, with re-
sponse options ranging from 1 = “none of the time” to 5 = “all of the
time.” Although relatively brief, the MOS is designed to capture the pri-
mary domains of support. These are represented in the following four
subscales: emotional support, tangible support, positive social interac-
tion, and affectionate support. The subscales are additive (inter–corre-
lating at r = .69 to r = .82), permitting a single comprehensive support
measure. Internal consistency for the subscales range from α = .91 to α =
.96. The internal consistency of the entire measure is α = .97 (Sherbourne
& Stewart, 1991). The overall measure is positively related to family
functioning, mental health, physical health, energy and social activity. It
is negatively related to loneliness, physical and social role limitations,
and several symptom indices. The MOS Support inventory is not fo-
cused on medical contexts, and only three of the 19 items make explicit
reference to illness.

Social Provisions Scale (SPS). The SPS (Cutrona & Russell, 1987) is a
widely used, multi–factor measure of social support. The measure con-
sists of 24 items with response options ranging from 1 = “strongly dis-
agree” to 4 = “strongly agree.” The six subscales that comprise the SPS
include attachment, social integration, reassurance of worth, reliable al-
liance, guidance, and opportunity for nurturance. Subscale internal con-
sistency ranges from α = .65 to α = .76, but the intercorrelations between
subscales are high and range from r = .55 to r = .99 (Cutrona & Russell,
1987). The subscales can be combined to form a composite measure of
support (Cutrona, 1986). The SPS has been used with a wide variety of
adult populations.

Background Measure. A brief general background questionnaire was
prepared for purposes of surveying participant demographics. The
questionnaire gathered information on participants’ age, sex ethnic
background, religion, and degree of religious observance. An additional
set of questions concerned the most serious problem participants en-
countered over the previous 12 months, the severity of this event, and
the nature of the support source that respondents relied on most heavily
in coping with this problem (i.e., which family member, and what type
of friend). A final question asked participants to rate their satisfaction
with the support that they received from their primary source of family
support or friend support, depending on the INDIS version they
completed.

706 HARBER ET AL.



PROCEDURE

Participants were tested in groups of 30 to 50. Participants first com-
pleted informed consent forms and were instructed that the study con-
cerned experiences with personal problems. They next completed the
background measure and then, according to random assignment, com-
pleted either the family member version of the INDIS followed by the
friend version, or the friend version of the INDIS followed by the family
member version. They then completed the remaining measures, were
debriefed and dismissed.

RESULTS AND DISCUSSION

CONFIRMATORY TESTS

The nine items that comprise the INDIS (as identified in Study 1) were
taken into confirmatory factor analysis using LISREL. The measurement
models for the family member version and the friend version were reex-
amined separately. As before, items were constrained to zero on latent
constructs to which they did not belong and the latent constructs were
allowed to correlate. The model could not be improved by deleting addi-
tional items, thereby supporting the nine–item resolution obtained in
Study 1. Our decision to retain “Knows when to backoff” was sup-
ported, as this item demonstrated satisfactory fit.

The final measurement models, with and without allowing items to
covary, resulted in very similar fit indices. Thus, we provide the most
parsimonious models here. The final fit indices for the family member
version (n = 344) were R2 (26) = 114.1, p = 0.00; RMSEA = .10, 90% CI =
0.081–0.12; CFI = .96; and IFI = .96. Final fit indices for the friend version
(n = 344) were R2 (26) = 105.1, p = 0.00; RMSEA = .09, 90%CI = 0.076–0.11;
CFI = .95; and IFI = .96. Cumulatively, these fit indices show that the hy-
pothesized constructs of the INDIS are supported by the data reasonably
well, and that they are as strong or stronger than those obtained in Stud-
ies 1 and 2. Coefficient alphas were satisfactory. For the family member
version, alpha coefficients were .80 for nondirective support and .83 for
directive support. For the friend version they were .71 for nondirective
support and .81 for directive support. Consistent with the fit indices,
subscale alphas also supported the strength of the measures.

In sum, confirmatory analyses of the INDIS in Study 3 provided a
third, and stronger, indication that both the family member and friend
versions of the INDIS are psychometrically sound measures. Table 1
presents the items that comprise the two versions of the INDIS and the
standardized factor loadings, error variances, and squared multiple cor-
relations for each item in the measurement model for each version. The
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four nondirective items, and the five directive items, were summed and
averaged to compute a nondirective scale score and a directive scale
score, respectively.

COMPARISON OF SUPPORT FROM FAMILY MEMBER AND
FROM FRIEND

Nondirective support from a family member was moderately related to
nondirective support from a friend, r (334) = .25, p < .001, and directive
support from a family member was moderately related to directive sup-
port from a friend, r (334) = .40, p < .001. Although related in valance, the
amounts of directive and nondirective support differed by support
source. Participants reported higher levels of nondirective support from
friends (M = 3.68, SD = .74) than from family members (M = 3.37, SD =
.85), t (333) = 5.80, p < .001, and more directive support from a family
member (M = 1.89, SD = .89) than from a friend (M = 1.62, SD = .71), p <
.001.4

Overall, participants reported nondirective support than directive
support from both family members t (334) = 19.71, p < .001, and from
friends t (334) = 36.78, p < .001.

The relation between directive and nondirective support differed by
support source. When the supporter was a family member nondirective
support was negatively related to directive support, r (334) = –.25, p =
.001. When the support source was a friend the two support modes were
unrelated, r (342) = –.04, p = .ns. The difference between these sets of cor-
relations is significant, z = 2.63, p = .004. This suggests that support from
a family member is likely to have a generally directive or nondirective
character, while support from a friend is less likely to emphasize one or
the other of these support modes.

DEMOGRAPHIC DIFFERENCES IN DIRECTIVE AND
NONDIRECTIVE SUPPORT

The amounts of directive and nondirective support that participants re-
ceived from a family member and from a friend were also examined in
relation to participants’ gender, race, and religion (see Table 2).5
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4. Analyses were conducted using paired sample t-tests, two-tailed.
5. Significance levels reported in this table, and throughout this paper, are computed as

two-tailed values.



709

T
A

B
L

E
 1

. S
ta

nd
ar

d
iz

ed
 F

ac
to

r 
L

oa
d

in
gs

, E
rr

or
 V

ar
ia

nc
es

, A
nd

 S
qu

ar
ed

 M
ul

ti
pl

e 
C

or
re

la
ti

on
s 

Fo
r 

E
ac

h 
It

em
 In

 S
tu

d
y 

3 
(N

=
 3

44
)

Fa
m

il
y 

M
em

b
er

Fr
ie

n
d

M
ea

su
re

m
en

t I
te

m
s

Fa
ct

or
L

oa
d

in
gs

E
rr

or
V

ar
ia

n
ce

s
R

2
Fa

ct
or

L
oa

d
in

gs
E

rr
or

V
ar

ia
n

ce
s

R
2

D
ir

ec
ti

ve
 S

up
po

rt
Su

bs
ca

le
D

ec
id

ed
 w

ha
t k

in
d

 o
f h

el
p 

I n
ee

d
ed

.
0.

82
0.

33
0.

67
0.

70
0.

51
0.

49
So

lv
ed

 p
ro

bl
em

s 
fo

r 
m

e.
0.

74
0.

45
0.

55
0.

72
0.

49
0.

51
D

ec
id

ed
 w

ho
 c

ou
ld

 h
el

p 
m

e.
0.

71
0.

49
0.

51
0.

77
0.

41
0.

59
O

rg
an

iz
ed

 m
y 

sc
he

d
ul

e 
fo

r 
m

e.
0.

80
0.

36
0.

64
0.

85
0.

28
0.

72
T

oo
k 

ch
ar

ge
 o

f m
y 

pr
ob

le
m

.
0.

85
0.

28
0.

72
0.

86
0.

25
0.

75
N

on
d

ir
ec

ti
ve

Su
pp

or
tS

ub
sc

al
e

K
ne

w
 w

he
n 

to
 b

ac
k 

of
f.

0.
72

0.
48

0.
52

0.
57

0.
68

0.
32

H
el

pe
d

m
e

w
ith

ou
tm

ak
in

g
m

e
fe

el
he

lp
le

ss
.

0.
59

0.
65

0.
35

0.
65

0.
57

0.
43

T
ri

ed
 n

ot
 to

 ta
ke

 o
ve

r.
0.

85
0.

27
0.

73
0.

71
0.

49
0.

51
H

el
pe

d
 o

ut
 w

it
ho

ut
 ta

ki
ng

 o
ve

r.
0.

80
0.

36
0.

64
0.

81
0.

34
0.

66



Gender. Men and women did not differ in the degree of nondirective
and directive support they received from family members, nor in the
nondirective support received from friends. However, men were more
likely than women to receive directive support from a friend.

Ethnicity. The four ethnic groups that represented 95% of our sample
generally did not differ in nondirective or directive support from family
members. The notable exception was between Asians and Whites.
Tukey tests of multiple comparisons show that Asians reported greater
directive support from friends, p < .001, and marginally more from fam-
ily, p < .06, than did Whites. Also, Asians reported marginally lower lev-
els of nondirective support from family than did Whites, p < .09.

Religion. Support type did not differ by religion, regardless of support
source.

CONVERGENT VALIDITY

Table 3 shows correlations between the INDIS subscales and two estab-
lished social support measures, the MOS and the SPS. Correlations were
computed separately for support from a family member and support
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TABLE 2. Mean Nondirective and Directive Support from a Family Member and from
a Friend, by Respondent Characteristics

Nondirective Directive

Characteristic
Family Member

n = 312
Friend
n = 317

Family Member
n = 312

Friend
n = 317

Gender
Female 3.43(.89)a 3.73(.75)b 1.85(.90)a 1.55(.63)b

Male 3.28(.77)a 3.59(.71)b 2.00(.89)a 1.72(.82)b

Race
African American 3.41(.96)a 3.89(.80)a 1.68(.80)a 1.47(.47)a

Asian 3.15(.80)a 3.54(.73)b 2.15(.92)a 1.92(.83)b

Latino 3.04(.78)a 3.61(.73)a 1.83(.84)a 1.40(.60)a

White 3.45(.86)a 3.71(.73)b 1.82(.88)a 1.55(.66)b

Other 3.20(.99) 3.69(.84) 2.07(1.01) 1.40(.71)
Religion
Atheist/Agnostic 3.46(.91)a 3.80(.62)b 1.90(.86)a 1.63(.86)a

Catholic 3.35(.90)a 3.62(.71)a 1.76(.84)a 1.53(.60)b

Jewish 3.25(.90)a 3.73(.74)b 2.05(.97)a 1.53(.63)b

Protestant 3.56(.77)a 3.65(.79)a 1.78(.86)a 1.60(.68)b

Other 3.05(.76) 3.60(.83) 2.07(.94) 1.85(.78)

Notes. Comparisons are restricted to family vs. friend, and do not compare nondirective support to di-
rective support. Means that do not share superscripts differ at p < .05. The “other” categories in race
and religion were not analyzed because they were insufficiently specified.



from a friend. The results show nondirective support is moderately re-
lated to these other social support measures, both in terms of their aggre-
gate scores and in terms of their respective subscales. This is equally true
for support from a family member and support from a friend.
Nondirective support is expected to reflect supporters’ sensitivity to
copers’ need for autonomy. It is therefore appropriate that nondirective
support would be positively related to the SPS and MOS, which address
the emotional and self–worth aspects of support.

Directive support from a friend was negatively related to the overall
SPS. Directive support from either a family member or a friend was neg-
atively related to the “reassurance of worth” subscale of the SPS. This re-
sult is consistent with our conception of directive support as challenging
feelings of competence and morale. For support from a friend, directive
support was also negatively related to the reliable alliance, attachment,
guidance, and social integration subscales of the SPS. These negative
correlations suggest that friends who are overly directive may be under-
mining rather than enhancing support. In addition, directive messages
may reflect “pseudo–supportive communications” (Coates & Wortman,
1980) that indicate reduced commitment to genuine helping. Directive
support was unrelated to MOS scores.
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TABLE 3. Correlations between Nondirective and Directive Subscales and Other Social
Support Measures (MOS & SPS), by Support Source (Family Member or Friend)

Nondirective Directive

Support Measure

Family
Member

n = 312
Friend
n = 317

Family
Member

n = 312
Friend
n = 317

SPS
Reliable Alliance .27*** .28*** –.08 –.13*
Reassurance of Worth .25*** .26*** –.16** –.22***
Attachment .22*** .32*** –.05 –.13*
Guidance .26*** .32*** –.08 –.12*
Opportunity to Nurture
Others .13* .24*** .13* .08*

Social Integration .24*** .26*** –.07 –.13*
Total Measure .28*** .35*** –.04 –.13*

MOS
Tangible Support .24*** .20*** –.11 .02
Affectionate Support .22*** .28*** –.01 –.01
Positive Interaction .23*** .31*** –.09 –.01
Emotional/Informational .25*** .36*** –.07 –.01
Total Measure .28*** .36*** –.08 –.01

*p < .05. **p < .01. ***p < .001.



Unexpectedly, directive support was mildly related to the “Opportu-
nity to Nurture Others” subscale of the SPS, for both family and friends.
Perhaps directive support is more common in relationships with a history
of reciprocal helping, where the license to advise and shape the course of
coping has been earned through a history of giving and receiving help.

DIRECTIVE AND NONDIRECTIVE SUPPORT AND MORALE

Correlations Between INDIS and Morale Measures. Table 4 shows the
relationship between the nondirective and directive subscales and hope,
optimism, depression, and loneliness. The overall pattern of these corre-
lations is consistent with the predicted effects of directive and
nondirective support on morale. Nondirective support, from both a
family member and from a friend, was positively related to hope and op-
timism, and negatively related to loneliness and (from family member
only) depression. Directive support was negatively related to hope, and
positively related to depression and loneliness.

The Unique Contributions of Nondirective and Directive Support to Morale.
The correlations between nondirective and directive support, and the

several measures of morale, are consistent with our predictions. Are
these associations significant after controlling for extant social support
measures? In other words, does the directive/nondirective distinction
add anything unique to our understanding of social support and cop-
ing? The regression results presented in Table 5 show that they do. When
a family member supplies support the INDIS subscales predict hope, op-
timism, depression, and loneliness even after controlling for the SPS and
the MOS individually and jointly.6
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TABLE 4. Correlations between Nondirective and Directive Subscales and Measures of
Morale, by Support Source (Family Member or Friend)

Nondirective Directive

Coping Measure
Family Member

n = 312
Friend
n = 317

Family Member
n = 312

Friend
n = 317

Hope .31*** .23** –.13* –.09
Optimism (LOT) .26*** .12* –.06 –.09
Depression (BDI) –.20*** –.08 .18** .19***
Loneliness (RULS) –.24*** –.28*** .14* .18***

*p < .05. **p < .01. ***p < .001.

6. The change in R
2 for optimism was marginally significant at p .08.



Nondirective support was consistently related to enhanced morale
(hope and optimism) but unrelated to depleted morale (depression and
loneliness). For directive support, just the opposite pattern emerged. Di-
rective support from a friend did not make a unique contribution to en-
hanced morale. However, directive support remained significant in pre-
dicting depression and loneliness, even after controlling for the separate
and conjoint effects of the SPS and the MOS. There were no significant
interactions between directive support and nondirective support in any
of these analyses.

SUPPORT SATISFACTION

The relationship between directive and nondirective support and satis-
faction with support differed by support source. Nondirective support
was strongly and positively related to support satisfaction when the
source was a family member, r (317) = .56, p < .001, but it was only mar-
ginally related to satisfaction when the support source was a friend, r
(317) = .10, p < .10. Directive support was unrelated to satisfaction when

DIRECTIVE AND NONDIRECTIVE SOCIAL SUPPORT 713

TABLE 5. Standardized Regression Coefficients Relating Nondirective and Directive
Support to Morale By Support Source (Family Member Or Friend), Controlling for

General Measures of Support (SPS And MOS)

Family Member Friend

Morale Indices
Non–directive

n = 312
Directive

n = 312
Non–directive

n = 317
Directive

n = 317
Hope (unadjusted) .30** –.06 .23** –.08
Controlling for SPS .15** –.05 .05 –.04
Controlling for MOS .18** –.06 .09 –.09
Controlling SPS + MOS .13* –.04 .03 –.07

Optimism (unadjusted) .26** –.01 .12* –.09
Controlling for SPS .14* –.03 –.05 –.04
Controlling for MOS .18** .01 .03 –.09
Controlling SPS + MOS .13* –.02 –.04 –.05

Depression (unadjusted) –.17** .14** –.07 .19**
Controlling for SPS –.05 .13** .09 .14**
Controlling for MOS –.06 .14** .01 .19**
Controlling SPS + MOS –.01 .13* .06 .14**

Loneliness (unadjusted) –.22** .09 –.27** .17**
Controlling for SPS –.02 .10* –.02 .10**
Controlling for MOS –.07 .11* –.07 .17**
Controlling SPS + MOS .00 .11** –.01 .11**

Note. Nondirective support and directive support were entered simultaneously in all steps. *p < .05.
**p< .01.



the support source was a family member, r (317) = .09, p = .11, but it was
negatively related to satisfaction when the support source was a friend, r
(317) = –.20, p < .001. Table 6 shows that even after controlling for the SPS
and the MOS, nondirective support predicted satisfaction when a family
member was the support source, and directive support predicted satis-
faction (negatively) when a friend was the support source.

DISCUSSION

This research had two objectives: to develop a psychometrically sound
measure of nondirective and directive social support and, using this
measure, to show that the nondirective/directive aspects of social sup-
port differentially affect morale. We believe that both objectives were
met.

THE PSYCHOMETRIC PROPERTIES OF THE INDIS

The two–factor INDIS meets conventional standards of reliability and
validity. The directive and nondirective factors that comprise the INDIS
represent orthogonal constructs, both of the INDIS factors demonstrate
adequate internal consistency across three separate undergraduate sam-
ples, and both factors are equally reliable for support from a family
member and from a friend. The INDIS is grounded in actual events oc-
curring within a fixed time frame, and therefore reflects the actual cir-
cumstances of received support rather than general impressions of
prospective support. The convergent validity of the INDIS was demon-
strated by moderate correlations between it and two well–established
omnibus measures of social support, the SPS and the MOS. The
nondirective factor was positively related to both of these measures, and
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TABLE 6. Standardized Regression Coefficients Relating Nondirective and Directive
Support to Support Satisfaction by Support Source, Controlling for General Measures

of Support (SPS And MOS)

Non–directive
n = 312

Directive
n = 312

Non–directive
n = 317

Directive
n = 317

Satisfaction (unadjusted) .58* .06 .08 –.19**
Controlling for SPS .54** .08 –.01 –.17**
Controlling for MOS .48** .07 .03 –.20**
Controlling SPS + MOS .53** .09 .00 –.17**

Note. Nondirective support and directive support were entered simultaneously in all steps. *p < .05. **p
< .01.



the directive factor was negatively related to the SPS but was unrelated
to the MOS.

The criterion validity of the INDIS was demonstrated by correlations
between nondirective and directive support and several measures of
morale. Nondirective support, which was expected to advance morale,
was positively related to hope and optimism and negatively related to
depression and loneliness. Directive support, which was expected to de-
press morale, was negatively related to hope and optimism and posi-
tively related to depression and loneliness. These associations between
the two INDIS factors and morale measures were evident when the
support source was either a family member or a friend.

Hierarchical regressions, controlling for the SPS and the MOS (sepa-
rately and conjointly), showed that the INDIS uniquely accounted for all
four morale indices when the support source was a family member, and
for depression and loneliness when the support source was a friend. The
SPS and the MOS are themselves multi–dimensional measures designed
to assess a broad swath of benign helping. The fact that the INDIS cap-
tured effects of helping above and beyond the conjoint effects of these
other measures is strong confirmation that the nondirective/directive
dimension represents a distinct aspect of social support.

THE DIFFERENTIAL EFFECTS OF NONDIRECTIVE SUPPORT AND
DIRECTIVE SUPPORT ON MORALE

The over–involvement research (e.g., Coyne et al., 1990) demonstrated
that helpers might inadvertently depress morale by trying to dominate
coping. The correlations between the INDIS factors and the morale indi-
ces, as well as the regression analyses, reinforce this basic point. As the
over–involvement research would predict, the meta–messages of
nondirective and directive support can, themselves, profoundly affect
feelings of hope, optimism, depression and loneliness—an ensemble of
psychosocial states that comprehends morale in its broadest sense.

However, the directive/nondirective framework not only supports
the over–involvement research, but the bi–dimensional nature of this
concept also allows it to establish whether overly assertive helping de-
presses morale by conveying discouraging messages or by failing to
send encouraging ones. The present research suggests that both kinds of
communication matter, but in different ways. Directive support, where
helpers assert their own agendas on the course of coping, was uniquely
related to measures of depleted morale, i.e., depression and loneliness.
Nondirective support, where helpers demonstrate respect for coper’s
autonomy, was uniquely related to measures of enhanced morale, i.e.,
hope and optimism. These relationships appear to be mutually inde-

DIRECTIVE AND NONDIRECTIVE SOCIAL SUPPORT 715



pendent; after accounting for the more general effects of social support,
directive support did not uniquely detract from hope and optimism, and
nondirective support did not uniquely lessen depression and loneliness.

The complementary associations between directive support and mo-
rale, and nondirective support and morale, may correspond to the dif-
ferent meta–messages they respectively send. Directive support, where
helpers attempt to assert control over coping, may convey to copers that
they are perceived as helpless, inept, or dependent. If these messages are
internalized, they become the classic recipe for depression (Seligman,
1975). Directive support may also exacerbate loneliness by focusing so
much on the extrinsic features of copers’ problems that copers feel ne-
glected or discounted as individuals. In an inversion of the fundamental
attribution error (Ross, 1977), this fixation on problems may convey to
copers that helpers are more concerned with the exigencies of their
problems rather than with themselves as people.

Nondirective support, by implicitly endorsing copers’ autonomy and
agency, may reinforce the copers’ confidence in their capacity to find
and enact solutions to problems—the elements that Snyder and his col-
leagues identify as defining hope (Snyder et al., 1991). Nondirective sup-
port may similarly bolster optimism by conveying to copers faith in pos-
itive outcomes. That is, through their willingness to “back off” from
supplying support helpers may imply that the problem itself is tractable
and the odds of a positive outcome are good.

DIFFERENCES IN SUPPORT FROM FAMILY AND FROM FRIENDS

Participants in our studies reported receiving less nondirective sup-
port, and more directive support, from a family member than from a
friend. However, although family were less likely than friends to supply
nondirective support, the nondirective support that they did supply
uniquely contributed to hope, optimism, and support satisfaction, while
nondirective support from friends was unrelated to these outcomes after
controlling for other sources of support. It is not surprising that
nondirective support may carry more weight when communicated by
family. Family members, especially those in care–taking roles, can pro-
foundly shape people’s feelings about their ability to effectively manage
problems (Parker, 1979). The impact of family on one’s sense of personal
competence may be particularly powerful among an undergraduate col-
lege sample, comprised of people making the final transition from ado-
lescent dependency to adult autonomy. For this reason undergraduates
may interpret nondirective messages from family as an important vote
of confidence in their own capacities.
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Friends typically do not occupy the guardianship roles that family mem-
bers do. In addition, nondirective support may be normative from peers,
and therefore seen by students as less diagnostic of their own coping abili-
ties. Therefore, friends may be less able to reinforce morale through their
nondirective support. However, they may be able to depress it through
their directive support, which may represent a violation of friendship
norms. The positive associations between friend–based directive support
and depression and loneliness, and the negative association between it and
support satisfaction, are consistent with this interpretation.

SUPPORT TYPE AND PARTICIPANT CHARACTERISTICS

The directive and nondirective support that respondents reported re-
ceiving from a family member or from a friend did not differ as a func-
tion of respondent gender or religion. However, an unexpected ethnic
difference emerged between Asians and Whites, such that Asians re-
ported receiving more directive support from family and friends, and
less nondirective from friends. This difference may reflect differences
between Asians and whites in their attitudes towards disclosing psycho-
logical distress and in the merits of focusing on the instrumental rather
than emotional aspects of personal problems (Sue, Wagner, Ja,
Margullis, & Lew, 1976).

THE INTERPRETIVE LIMITS OF CROSS SECTIONAL DATA

Results from Study 3 reveal the predicted associations between mea-
sures of morale and nondirective and directive support. However, these
results are based on cross sectional data and therefore causality cannot
be definitively inferred. Our conceptions of directive and nondirective
support, and allied research in over–involved helping, suggest that the
directive/nondirective dimension of support influences levels of mo-
rale. However, it is also possible that respondents’ levels of morale
evoke different kinds of support from their respective caregivers. For ex-
ample, those who interact with the chronically depressed can become in-
creasingly prescriptive in response to the persistent inertia of their
depressed contacts (Blumberg & Hokanson, 1983).

IS NONDIRECTIVE SUPPORT GOOD AND IS DIRECTIVE
SUPPORT BAD?

The current research proposed that directive support undermines mo-
rale by conveying lack of confidence in coper’s capacities. Our results,
showing that directive support is uniquely associated with depression
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and loneliness, are consistent with this prediction. However, despite
these associations between directive support and reduced morale we do
not characterize directive support as uniformly negative. When copers
are overwhelmed or incapacitated, it may be appropriate for caregivers
to take charge of coping. Failing to do so might endanger the coper. In
addition, supporters’ reticence about supplying comprehensive help
during extreme situations may in itself be demoralizing, as it may be
perceived by copers as a lack of caring.

Even during periods of moderate stress, some degree of directive sup-
port may be appropriate or at least benign. For example, Fisher, Heins et
al. (2002) found that participants in a diabetes prevention program re-
ported that the amount of directive support they received from staff dur-
ing treatment was greatest during the first year of treatment.7

This was when they were acquiring new dietary habits and exercise
skills, and directive support may have facilitated these behavioral shifts.
It may be that directive support only saps morale when it is the domi-
nant mode of support, when it is disproportionate to the exigencies of
the copers’ problems, or when it is insensitive to copers’ capacities. The
degree and manner in which any particular blend of directive and
nondirective help affects morale is probably determined by the de-
mands of the situation, the intentions of helpers, and the perceptions of
the recipients.

APPLICATIONS OF THE INDIS

The constructs of directive and nondirective support introduce a range
of important questions regarding the nature and effects of social sup-
port. For example, to what degree are these aspects of support deter-
mined by the personalities of supporters and copers, by the relationship
between supporters and copers, or by differences between copers and
supporters in social status, seniority, or other markers of power? Do the
relative amounts of directive and nondirective support shift as copers’
problems evolve, and how does flexibility in this regard affect the course
of coping? Do cultures differ in the degree to which directive and
nondirective support are endorsed and supplied, and the degree to
which they are welcomed and prove beneficial or deleterious? The
INDIS supplies a psychometrically sound, compact measure that may
prove useful in exploring these and other questions.
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APPENDIX.
THE DIRECTIVE NONDIRECTIVE INSTRUMENT
OF SOCIAL SUPPORT (INDIS)

This survey concerns the kinds of help you received from a family
member (or friend) during a recent and important personal problem.
First, think of the family member (friend) who you turned to the most in
regards to that problem. Complete this questionnaire in regards to that
family member (friend).

To what degree do each of the following statements describe the kind of
help you received from this family member (friend)?

THIS FAMILY MEMBER (FRIEND): Not at All Slightly Somewhat A Lot

1. Decided what kind of help I needed. D 1 2 3 4
2. Solved problems for me. D 1 2 3 4
3. Knew when to back off from being
helpful. N 1 2 3 4

4. Helped me without making me feel
helpless. N 1 2 3 4

5. Organized my schedule for me. D 1 2 3 4
6. Helped without taking over. N 1 2 3 4
7. Decided who could help me. D 1 2 3 4
8. Tried not to take over. N 1 2 3 4
9. Took charge of my problem. D 1 2 3 4

Note. D = Directive, N = Nondirective. Directive and nondirective subscales should be computed sepa-
rately by summing and averaging across their respective items. The directive and nondirective
subscales are mutually independent and a cumulative score should not be computed for this measure.
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