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Quality of life is a broad, complex, multidimensional concept
incorporating psychological, sociopsychological, economic,
philosophical, social, cultural, and spiritual dimensions. As
accompanying or even constituting the concept of quality of
life, social support (empathic, informational, instrumental,
and reassurance support) has not been studied. This study
sought to determine the effects of sociodemographic charac-
teristics, illness process, and type of social support on the
quality of life levels of veterans hospitalized in a rehabilitation
center. Seventy-nine veterans were involved in the study. None
of the sociodemographic characteristics of the veterans corre-
lated with the quality of life of the veterans except housing
conditions. The perceived quality of life scores of the veterans
who needed psychological help were lower than those of their
counterparts (p � 0.01). The quality of life scores of the veter-
ans were not different from those of the average Turkish pop-
ulation, but veterans who had not received any type of social
support had lower quality of life scores (3.74 vs. 4.70). Veter-
ans who had empathic, informational, and reassurance social
support had higher quality of life scores than did those who
did not have these types of social support. Having tangible
social support did not change the quality of life scores. Our
findings indicate that social support has a greater impact on the
perceived quality of life than sociodemographic and medical fac-
tors among the veterans.

Introduction

There is growing interest in quality of life in the medical
context, where quality of life measures have come to play an

increasing role in health needs assessments and evaluation of
health outcomes. However, quality of life is a broad, complex,
multidimensional concept incorporating psychological, sociopsy-
chological, economic, philosophical, social, cultural, and spiritual
dimensions. Therefore, it is not surprising to find considerable
controversy surrounding its definition and measurement.1

Most misunderstandings and difficulties with quality of life
studies in medicine arise from uncertainty about which aspect
of the concept is being considered; this includes the objective
aspect of everyday life (ranging from health status, including
functional capabilities, to material considerations, social func-
tioning, and environment), the subjective aspect, a nonspecific
perception of all aspects of individual existence (the person’s
own inner experience, subjective well-being, life satisfaction, or
happiness), or both.2–6 Although there is no universal opera-

tional definition of the perceived quality of life, all aspects of it
are related to the physical, psychological, economic, spiritual,
and social well-being of the person.7–10 Within this context, we
must remember the World Health Organization definition of
health, which is “a state of complete physical, mental and social
well-being and not merely the absence of disease or infirmity.”11

The value of mental and social health, as much as physical
health, of people becomes most important.12

Although the concept of quality of life is complex, the impor-
tance of the patient’s perceived health status has gained in-
creased recognition in the treatment of disease and disease
outcomes. In the past decade, more studies have been per-
formed on the quality of life of different patients (e.g., patients
with migraine,13 cancer,14,15 lung diseases,16,17 asthma,18 or hu-
man immunodeficiency virus/acquired immunodeficiency syn-
drome19,20). Studies in this area have traditionally focused on
health-related quality of life. Furthermore, as accompanying
and/or even constituting the concept of quality of life, social
support (empathic, informational, instrumental, and reassur-
ance support) has not been studied with veterans in Turkey.

Social Support and Effects of Social Support on
Quality of Life

In the past two decades, research findings have consistently
indicated that social support has valuable effects on people’s
health and may act as an appropriate buffer against psycholog-
ical distress induced by illness.21–29 Social support can be de-
fined as the existence or availability of people who care about an
individual and on whom the individual can rely when needed. A
large body of literature has discussed the concept of social
support. Most empirical studies differ extensively in how they
assess social support. Some alarming situations may be better
disentangled with tangible/formal aids (loans or material help),
whereas others may be better resolved by intangible/informal
events (sympathy, affection, listening, or advice). Social support
may also refer to the perception of a sufficient number of indi-
viduals on whom to rely (transactions) and the degree of satis-
faction with the available and provided support. Finally, distin-
guishing between daily support vs. crisis- and problem-oriented
support may be relevant. When speaking about social support,
basic distinctions include tangible vs. intangible support, num-
ber of transactions vs. satisfaction with those transactions, and
daily vs. problem-oriented support. Schaefer et al.30 stressed the
importance of developing measures that enable researchers to
distinguish the multiple facets of social support.

Theories of social support traditionally encompass the func-
tions that buffer stress and promote psychological well-being,
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namely, empathic, informational, instrumental, and reassur-
ance support. Perceptions of interpersonal relationships and
social support have been related to quality of life.31–33 Social
support may play a beneficial role in the determination of qual-
ity of life in veterans, notably with regard to mental dimensions.

The present study sought to determine the differential ef-
fects of sociodemographic characteristics, illness process,
and type of social support on the quality of life of veterans
hospitalized in a rehabilitation center. Independent and depen-
dent variables used in the study are given in Table I. The re-
search questions were as follows. (1) Are quality of life levels for
the veterans related to their sociodemographic characteristics?
(2) Are quality of life levels for the veterans related to differences
in illness processes? (3) Are quality of life levels for the veterans
related to the type of social support?

Methods

Setting
Gülhane Military Medical Academy Rehabilitation and Health

Care Center was established to provide rehabilitation and life-
long care for veterans and other persons with disabilities in
Turkey. The rehabilitation team consists of a physical medicine
and rehabilitation physician, physiotherapist, social worker, re-
habilitation nurse, prosthetist and orthotist, psychologist, oc-
cupational therapist, and speech therapist. The aim of the cen-
ter is to reduce dependency by improving capabilities and to
reintegrate the veterans into the community.

Participants
The target population of the present study came from hospi-

talized veterans in the Gülhane Military Medical Academy Re-
habilitation and Health Care Center. The sample included 79
male respondents. This cross-sectional study was conducted in
the amputee unit, spinal cord injury unit, and nursing home of
the Gülhane Military Medical Academy Rehabilitation and
Health Care Center.

All of the veterans were male, 21 to 34 years of age (mean,
27.09 years; SD, 3.66 years), with spinal cord injuries (n � 20;
25.3%), orthopedic injuries (amputation, calcaneal injuries, or

nerve lesions) (n � 54; 68.4%), brain injuries (n � 2; 2.5%), or
total blindness (n � 3; 3.8%). Most of the veterans were single
but living with their parents and came from nuclear families.
They had low levels of education (mainly primary education, i.e.,
5 years). Their monthly income was approximately $500, and all
of them were under the social security system. Most of them had
also been employed in public companies, which means that they
had additional income and their family income was relatively
higher than that of ordinary employees in the Turkish population.
Two-thirds of the patients were living in their own houses but their
housing conditions were insufficient for their disabilities.

Instruments
Data were collected by using two instruments, a quality of life

instrument and a questionnaire developed for study purposes.
The quality of life instrument is a Likert-type, self-administered
scale that has 24 items, including living situation, finances,
leisure, family relations, social life, health, and access to health
care. Respondents were asked to indicate whether each item
described how they had been thinking for the past 6 months.
Responses were scored from 1 to 7, with 7 corresponding to a
more-optimistic response. Higher scores indicate greater levels
of quality of life. The quality of life instrument has good internal
consistency and test-retest reliability, and concurrent validity
has been established.34 The validity and reliability of this inven-
tory for Turkish society were studied by Simsek,35 and Cron-
bach’s � value was found to be 0.93. In our study, this value was
0.83.

The study questionnaire for veterans consisted of three sub-
group questions related to (1) social and demographic charac-
teristics such as age, marital status, family type, education,
family income, and housing conditions; (2) illness process (e.g.,
length of the illness and number of hospitalizations); and (3)
social support (e.g., having emotional/empathic social support).
A pretest was performed with 12 patients, to determine whether
the questions to be used in the research were easily understood.
It was determined that the questions were clear, manifest, and
easily answerable for veterans. The results obtained indicated
that the means of data collection in the research were both valid
and reliable and could be applied to the veterans.

Data Analyses
The data were analyzed by using the SPSS statistical package,

version 11.5 (SPSS, Chicago, Illinois). Quality of life scores were
used as the dependent variable. Social and demographic char-
acteristics, illness process, and social support were used as
independent variables. According to the type of variables, pro-
portions, SDs, means, and Student’s t test, Pearson correlation
r test, and analysis of variance statistics were used in descrip-
tions and research questions. The minimal acceptable level of
significance was set at 0.05.

Results

The results of the analyses of the data gathered in the present
study are organized as follows. The first part is related to the
effects of social and demographic characteristics on the levels of
quality of life. The second part is about the illness process and
its effects on the level of quality of life. The third part is related
to the effects of having social support on the level of quality of life
of the veterans.

TABLE I

INDEPENDENT AND DEPENDENT VARIABLES USED IN THE STUDY

Independent Variables Dependent Variable

Sociodemographic characteristics
Age
Marital status
Family type
Education
Family income
Housing conditions

Illness process Perceived quality of life
Length of illness
Number of hospitalizations

Social support
Empathic
Informational
Tangible
Reassurance
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The first question focused on the relationships between the
differences in the sociodemographic characteristics of the vet-
erans and the level of quality of life (Table II). As can be seen in
Table II, there was a positive correlation between the veterans’
monthly income and education levels and the level of quality of
life. However, this correlation was not statistically significant, in
terms of both monthly income (r � 0.101; p � 0.05) and educa-
tion level (r � 0.106; p � 0.05). Table II reveals that there was a
negative correlation between the veterans’ age, employment sta-
tus, and marital status. However, this correlation was not sta-
tistically significant (p � 0.05). In addition, although the mean
score of quality of life for the veterans who lived alone was
slightly higher that those for veterans who lived within an ex-
tended or nuclear family, the difference in quality of life between
them was not significant [F � 0.732(2); p � 0.05]. Finally, the
quality of life level of the veterans living in suitable housing
conditions for their disabilities was found to be much higher
than that of their counterparts; the quality of life average for the
former was 4.83 and that of their counterparts was 4.45, and
this difference was statistically significant [t � 2.496(77); p �
0.01].

The second question focused on the relationships between the
illness process and the level of quality of life of the veterans
(Table III). As can be seen in Table III, quality of life scores of the
veterans positively correlated with both the number of hospital-
izations and the length of stay. However, neither the number of
hospitalizations (r � 0.034; p � 0.05) nor the length of stay (r �
0.072; p � 0.05) affected the quality of life significantly. In
addition, although the quality of life average for the veterans
with orthopedic injuries was slightly higher than that for the
veterans with spinal cord injuries, the difference in quality of life

between them was not significant [t � �0.348(72); p � 0.05].
However, the perceived quality of life scores for the veterans who
needed psychological help were lower than those for their coun-
terparts. The difference in the quality of life between the two
groups was found to be significant [t � �3.860(77); p � 0.01].

The last question examined the relationship between the type
of social support and the level of quality of life (Table IV). It is not
surprising that our study indicated that the veterans who had
no type of social support had lower levels of quality of life (scores
of 3.74 vs. 4.70). As Table IV indicates, approximately one of
every 10 veterans did not have any social support. The differ-
ence in the quality of life between these veterans and those who
had some social support was statistically significant [t �
�3.754(77); p � 0.001]. In addition, veterans with empathic
[4.75 vs. 3.99; t � �4.027(77); p � 0.001], informational [4.77
vs. 4.40; t � �2.413(77); p � 0.05], and reassurance [4.72 vs.
4.29; t � �2.496(77); p � 0.01] social support had higher quality
of life scores than did those who did not have these types of
social support. The mean quality of life scores of the veterans
with and without instrumental social support were almost the
same (4.62 vs. 4.61), and instrumental social support did not
have any significant effect on the quality of life of the veterans
[t � 0.029(77); p � 0.05].

Discussion

There are a number of studies on the influence of socioeco-
nomic and other factors on the quality of life. Our results indi-
cated that there were differences in the quality of life of the

TABLE II

RELATIONSHIPS BETWEEN SOCIODEMOGRAPHIC
CHARACTERISTICS AND THE LEVEL OF QUALITY OF LIFE

Variables No.

Quality of
Life Score

StatisticsMean SD

Social insurance
No 10 4.48 0.75 t � �0.652
Yes 69 4.63 0.69

Employment status
Not employed 28 4.50 0.64 t � �1.078
Employed 51 4.68 0.72

Family type
Nuclear 58 4.59 0.66 F � 0.732
Extended 17 4.61 0.83
Living alone 4 5.02 0.53

Marital status
Married 34 4.44 0.70 t � �1.761
Single 45 4.72 0.66

Housing conditions
Suitable for their

disability
35 4.83 0.65 t � 2.496a

Not suitable for their
disability

44 4.45 0.69

Monthly income 79 r � 0.101
Age 79 r � �0.149
Education 79 r � 0.106

a p � 0.01.

TABLE III

RELATIONSHIPS BETWEEN ILLNESS PROCESS AND THE LEVEL OF
QUALITY OF LIFE

Variables No. (%)

Quality of
Life Score

StatisticsMean SD

Number of
hospitalizations
(range, 1–20)

79 3.16 3.23 r � 0.034

Length of
hospitalization
(range, �1
month to 26
months)

79 5.48 6.39 r � 0.072

Type of illness
Spinal cord

injuries
20 (25.3) 4.56 0.66 t � �0.348

Orthopedic injuries
(amputation,
calceneal
injuries, or
nerve lesions)

54 (68.4) 4.63 0.71

Additional illness
Yes 17 (21.79) 4.56 0.66 t � �0.348
No 62 (78.21) 4.63 0.71

Having psychosocial
treatment

Yes 34 (43.04) 4.29 0.53 t � �3.860a

No 45 (56.96) 4.85 0.71

a p � 0.001.
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veterans included in this study. The mean quality of life score
of the veterans was relatively higher than those in other
studies.17,35 Factors such as having considerably greater gov-
ernmental social support, proper income, and easy access to
health services might have contributed to the veterans’ higher
quality of life scores. In comparison with the average Turkish
population, having better financial and employment status and
being under the social security system might result in higher
quality of life. Additionally, all of the participants except four
were living with their families, which shows that there exists
accessible family social support for veterans in Turkish society.

As indicated in the first question, we aimed to explore the
relationship between sociodemographic characteristics of the
veterans (e.g., age, marital status, education, monthly income,
social insurance, employment, family type, and housing condi-
tions) and quality of life. Sociodemographic characteristics of
the veterans such as income, being younger, having more edu-
cation, being employed, living alone and not being married, and
having insurance did not differ for the perceived quality of life
scores. The findings of other studies correlated with our
results.35–39 As indicated previously, there was no relationship
between age and quality of life. This result correlates with the
results of some studies34,40 but not the results of other
studies.36,41–45 The relationships between marital status and the
quality of life were not supported, and this result correlates with
the findings of Skantze et al.38 and Carpiniello et al.40 Housing
conditions of the veterans and their quality of life correlated
significantly. The positive correlation between good housing
conditions and the level of quality of life (p � 0.05) is not sur-
prising, and inadequacy in housing conditions is not a desirable
condition for persons with handicaps.

The second question of our study focused on the relationships
between the illness process and the level of quality of life. As
shown in Table III, the relationships between the number and
length of hospitalizations and the quality of life were not statis-
tically significant (p � 0.05), but undergoing psychosocial treat-
ment did great effects on the perceived quality of life of the
veterans. As indicated in Table III, veterans who had psychoso-
cial treatment had relatively lower quality of life scores. Our
results showed that the number and length of hospitalizations
correlated slightly positively with the perceived quality of life of
the veterans. The rehabilitation center provides a variety of
services, including psychosocial support, recreational and vo-
cational activities, and physical therapy, which might result in
higher quality of life scores.

The third question in our study focused on the relationships
between social support and perceived quality of life of the vet-
erans. As shown in Table IV, having social support had a greater
impact on the quality of life than did sociodemographic and
medical factors among the veterans. Social support was highly
related to the quality of life, and our results correlated with
previous research findings that showed beneficial effects of so-
cial support on the well-being of veterans.46–50

Seven veterans had no social support, and their quality of life
scores were lower than the others, as expected. It is surprising
that having at least one type of social support of any kind
increased the quality of life. Additionally, the quality of life
scores of the veterans with empathic/emotional social support
were considerably higher than those of their counterparts in our
study. Empathic support consists of affection, comforting, and
encouragement, which have positive effects on self-esteem, feel-
ings of self-worth, and a sense of belonging.51 Relationships with
other people help in establishing and maintaining emotional
balance, which enables coping with the illness process. Emo-
tional support also enhances psychological well-being by build-
ing hope, optimism, and self-esteem.

Our study indicated that one of three veterans lacked ade-
quate informational social support, which resulted in lower
quality of life. In contrast, veterans who had informational social
support had higher quality of life scores. Informational support,
such as advice or updated knowledge, might help the veterans
interpret, comprehend, or cope with the illness. Uncertainties
about the illness process can produce a strong need for infor-
mation. Accurate information can lead to realistic expectations
about the course of illness, which may in turn facilitate psycho-
logical adjustment and help veterans have positive thoughts
about themselves, resulting in high quality of life.

Although tangible social support did not make any difference
in the quality of life of the veterans, the materials, assistance,
and services have practical functions and constitute an instru-
mental dimension of support.51 Practical assistance with daily
activities helps to reduce distress and may help to increase
veterans’ positive attitudes toward themselves. In some circum-
stances, tangible social support can have greater psychological
benefits than either emotional or informational support. The
availability of assistance can relieve stress caused by the illness
and may result with higher quality of life.

Interpersonal relationships can help to alleviate psychological
distress associated with life-threatening situations. Social sup-
port promotes cognitive and behavioral coping, facilitates a

TABLE IV

RELATIONSHIPS BETWEEN TYPES OF SOCIAL SUPPORT AND THE
LEVEL OF QUALITY OF LIFE

Type of Social
Support No.

Quality of Life
Score

StatisticsMean SD

No social support
No 7 3.74 0.71 t � �3.754a

Yes 72 4.70 0.64
Empathic social

support
No 14 3.99 0.65 t � �4.027a

Yes 65 4.75 0.63
Informational social

support
No 34 4.40 0.75 t � �2.413b

Yes 45 4.77 0.61
Tangible social

support
No 40 4.62 0.79 t � 0.029
Yes 39 4.61 0.58

Reassurance social
support

No 20 4.29 0.76 t � �2.496c

Yes 59 4.72 0.64

a p � 0.001.
b p � 0.05.
c p � 0.01.
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sense of meaning, enhances self-esteem, fosters a sense of be-
longing, and increases available coping resources.52 Unfortu-
nately, seven of the veterans had no social supports, and some
of them had inadequate social support when it was most
needed. Feeling supported is determined by more than mere social
contact.53,54 Social interactions must address the demands of
stressors if they are going to protect against emotional distress.

Understanding the veterans’ feelings empathically, support-
ing them by giving them sufficient information about their sit-
uation, and providing them with material help will probably
increase their quality of life. To protect, maintain, and develop
their quality of life, social support resources for the veterans
must be enhanced and must be continuous. Social supports of
any kind are very important for veterans’ reintegration into their
social milieu and being a productive member of the community.
Within these circumstances, providing all kinds of social sup-
port through rehabilitation hospital-based services or commu-
nity-based services is very important. Finally, the approaches of
health professionals are also important; they must provide ser-
vices to keep social support available for the veterans.

We would like to mention some of the limitations of this study.
The cross-sectional method that we used in this study might
have some limitations for this research. Another limitation in-
volves the sample. We conducted the study with a small sample
size, and we reached only inpatient veterans. The status of
veterans who are living in the community and those who never
visited the rehabilitation center is unknown to the researchers.
Reaching those veterans might yield different results, and this
can be the focus of another study. Another limitation is regard-
ing the Turkish military system. The Turkish military system
does not include female soldiers; therefore, this study cannot be
generalized to female veterans. Finally, the most important lim-
itation is that functional independence measurements were not
evaluated in this study.

In conclusion, both suitable housing conditions and social
support had greater impact on the quality of life than did socio-
demographic and medical factors among the veterans. Finally,
veterans wait for understanding and sympathy, rather than
material support.
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